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Tepanir  Ten -tab 

■ (continuous  release  form) 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  v^eight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionolly  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  thon  the  omphetcmines,  use  with  greet  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relotively  low  incidence.  As  is  chorocferistic  of  sympathomimetic  ogents.  It  moy 
occosionolly  couse  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast.  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increose  in  convulsive  episodes  has  been  reported.  Sympothomimetic  cardio- 
vosculcr  effects  reported  include  ones  such  as  tachycardia,  precordiol  pain, 
arrhythmia,  palpitotion,  ond  increosed  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  o healthy  young  male  ofter  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isoloted  experience,  which  hos  not  been 
reported  by  others.  Af/ergic  phenome/io  reported  include  such  conditions  os  rosh, 
orticoria,  ecchymosis,  end  eryfhemo.  Gcstroinfes/mof  effects  such  os  diarrhea, 
constipation,  nouseo,  vomiting,  end  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  ond  leukopenia.  A voriety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  heodache.  dyspneo.  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria.  ond  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  tablet  i 
doily,  swallowed  whole,  in  midmorning  (10  a m.);  TEPANIL:  One  25  mg.  toblet  three  Jl 
times  doily,  one  hour  before  meols.  If  desired,  on  odditionol  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
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recommended. 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


A 


BROMSULPHALEIN®  IN  A STERILE,  DISPOSABLE,  ECONOAAICAL  UNIT 


s 


Form  GBS  67^ 


HYNSON. 
WESTCOTT  6l 
DUNNING,  INC 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  he  a candidate  for 

DECL0ST4T1N  300 

Dpmelh>lcljlorlelrar'iflinf  HCl  300  mg  1*1 
and  Nislalin  500.000  unili  -■ 

CAPSi IE -SH APED  TABLETS  Lederle  • 1 • UL  • 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
gro^^■tll  during  broad-spectrum  therapy— the  protection  of 
nvstatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIX. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
—the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracv'clines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  agcdnst  superinfection  by  antibiotic-resistant  fungal  overgrowth 
( particularly  moniUa)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivitv'  to  deraethylchlortetracy- 
cline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and.  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  stinlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Co 
stant  observation  is  essential.  If  new  infections  appear,  appropria 
measures  should  be  taken.  In  infants,  increased  intracranial  pressu 
with  bulging  fontanels  has  been  observed.  .All  signs  and  symptoms  ha' 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  dia 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopaj 
ular  and  erythematous  rashes:  a rare  case  of  exfoliative  dermatitis  h< 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  tl 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transiei 
increase  in  urinaiy  output,  sometimes  accompanied  by  thirst  (rare 
Hv^persensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxi 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  th 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  dru 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypt 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyi 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therap 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  an 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  h 
in  humans. 

■Average  .Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaire 
by  the  concomitant  administration  of  high  calcium  content  drugs,  food 
and  some  dairy  products.  Treatment  of  streptococcal  infections  shoul 
continue  for  10  days,  even  though  symptoms  have  subsided. 
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before  and  after  surgery 


Bepocca: 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


the  common 
denominator 
in  GJL  therapy 


i 


In  G.  U.  therapy,  the  first  consideration  is  control  of  infec- 
tion. To  your  patient,  a primary  concern  is  relief  from 
pain.  URISED  provides  rapid  relief  from  pain,  and  relaxa- 
tion of  smooth  muscle  spasm  through  parasympatholytic 
action  of  atropine  and  hyoscyamine. 

URISED  is  not  a dramatic  “wonder  drug”  but  a useful  one 
that  has  served  the  medical  profession  for  more  than  fifty 
years.  You  can  rely  on  URISED;  it  has  gained  the  confi- 
dence of  physicians  who  have  written  more  than  one  mil- 
lion prescriptions  for  their  patients. 

URISED  is  a mild  but  reliable  agent  with  a low  order  of 
toxicity.  It  can  be  used  alone  to  treat  uncomplicated  uri- 
nary tract  infections  where  the  invading  organisms  are 
susceptible  to  methenamine  and  methylene  blue  in  an 
acid  medium.  URISED  can  provide  “interim  therapy”  while 
awaiting  complete  laboratory  diagnosis.  It  can  also  be  used 
as  an  adjunct  (to  relieve  pain  and  spasm)  with  almost  any 
other  form  of  antibacterial  therapy). 

For  prompt  relief  of  the  distressing  symptoms  of  pain, 
burning,  frequency,  dysuria,  and  spasm,  consider  URISED. 
Your  patient  will  recognize  its  presence  by  the  character- 
istic blue-green  urine. 

keeping  your 
patient  comfortabie 

PRECAUTIONS:  Administer  with  caution  to  persons  with  known 
idiosyncrasy  to  atropine  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  reactions 
have  been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease  dos- 
age. If  rapid  pulse,  dizziness,  or  blurring  of  vision  occur,  discon- 
tinue use  immediately.  Acute  urinary  retention  may  be  precipitated 
in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or  pyloric 
obstruction,  duodenal  obstruction  and  cardiospasm.  Hypersen- 
sitivity to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  followed 
by  liberal  fluid  intake.  Acute  cases — Initially  two  tablets  every 
hour  for  three  doses  followed  by  the  recommended  daily  adminis- 
tration. Children — One-half  the  adult  dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


1 


Each  blue-coated  tablet  contains  active: 


Atropine  Sulfate  0.03  mg. 
Hyoscyamine  . . . 0.03  mg. 
Methenamine  . . .40.8  mg. 


Methylene  Blue  . 5.4  mg. 
Phenyl  Salicylate  18.1  mg. 
Benzoic  Acid 4.5  mg. 
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new  10%  solution... 
particularly  convenient  for  home  use 


MUGOMYSr-IO 


liquefies  thick,  viscid  mucus 
in  chronic  bronchitis  and  emphysema 


Mucomyst,  as  20%  acetylcysteine,  has  been  used  with  safety  and  effectiveness  in 
hospitals  for  over  five  years. 

Now  a new  10%  solution,  Mucomyst- 10,  offers  you  the  choice  of  prescribing  a lesser 
concentration  whenever  you  feel  this  is  desirable.  It  provides  added  convenience  and 
simplicity,  particularly  for  your  patients  using  nebulizing  units  at  home. 

By  including  Mucomyst-10  in  the  home  management  regimen,  you  can  provide  full 
mucolytic  benefits  for  many  of  your  patients  with  chronic  bronchitis  and  emphysema 
complicated  by  tenacious  secretions. 


Indications:  Mucomyst  has  been  demonstrated  to  be 
clinically  effective  as  adjuvant  therapy  in  a wide  range 
of  conditions  in  which  thick,  viscous  mucus  is  a problem, 
including:  postoperative  atelectasis  and  pneumonia; 
chronic  bronchopulmonary  disease  (emphysema, 
chronic  bronchitis,  asthma,  and  bronchiectasis);  acute 
bronchopulmonary  disease  (pneumonia,  bronchitis,  and 
tracheobronchitis);  tracheostomy  care;  facilitation  of 
bronchial  studies;  maintenance  of  an  open  airway  during 
anesthesia;  and  to  help  control  pulmonary  complications 
of  cystic  fibrosis.  Contraindications:  Mucomyst  is  con- 
traindicated in  those  patients  who  are  sensitive  or  who 
have  developed  a sensitivity  to  it.  Warnings:  After  proper 
administration  of  acetylcysteine,  an  increased  volume 
of  liquefied  bronchial  secretions  may  occur.  When  cough 
is  inadequate,  the  open  airway  must  be  maintained  by 
mechanical  suction  if  necessary.  When  there  is  a large 
mechanical  block  due  to  foreign  body  or  local  accumula- 
tion, the  airway  should  be  cleared  by  endotracheal  as- 
piration, with  or  without  bronchoscopy.  Asthmatics 
under  treatment  with  Mucomyst  should  be  watched  care- 


fully. If  bronchospasm  progresses,  this  medication 
should  be  immediately  discontinued.  Adverse  Effects: 

Adverse  effects  have  included  stomatitis,  nausea  and 
rhinorrhea.  Sensitivity  and  sensitization  to  Mucomyst 
have  been  reported  very  rarely.  A few  susceptible  pa- 
tients, particularly  asthmatics  (see  Warnings),  may  ex- 
perience varying  degrees  of  bronchospasm  associated 
with  the  administration  of  nebulized  acetylcysteine.  Most 
patients  with  bronchospasm  are  quickly  relieved  by  the 
use  of  a bronchodilator  given  by  nebulization.  Adminis- 
tration & Dosage:  Mucomyst  may  be  administered  by 
nebulization  into  a tent,  Croupette,  face  mask,  or  mouth- 
piece; or  by  direct  instillation.  Mucomyst  should  not  be 
placed  directly  into  the  chamber  of  a heated  (hot-pot) 
nebulizer.  Complete  details  on  dosage,  administration, 
and  compatibility  are  included  in  the  package  insert. 
Additional  information  may  be  obtained  from  Mead 
Johnson  Laboratories.  Supplied:  Mucomyst-10  (acetyl- 
cysteine), a sterile  10%  solution,  in  vials  of  10  ml.  and 
30  ml.;  Mucomyst  (acetylcysteine),  a sterile  20%  solu- 
tion, in  vials  of  10  ml.  and  30  ml. 
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Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 

ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions;  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gasiroiniestinal—anoTexin, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  /C/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— artcmia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  L/ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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INFORMATION  FOR  AUTHORS 

Manuscripts  submitted  for  publication  in  the  Journal 
of  the  Florida  Medical  Association  should  be  double  or 
triple  spaced  on  white  bond,  including  title  page,  illustra- 
tion legends,  tables  and  table  headings,  footnotes  and 
references.  Only  original  papers  not  previously  published 
are  considered  for  publication.  Manuscripts  submitted  for 
publication  are  subject  to  review  and  approval  by  the 
Journal  Publications  Committee.  .\11  manuscript  pages 
should  be  numbered  consecutively.  Within  the  manuscript, 
numbers  one  to  ten  should  be  spelled  out  except  when 
used  for  units  of  measurement;  for  numbers  above  ten, 
arabic  numerals  should  be  used.  Borland’s  Medical  Dic- 
tionary and  Webster’s  International  Dictionary  may  be 
used  as  standard  references.  Scientific  (generic)  names  for 
drugs  should  be  used  when  possible.  (Copyright  or  trade 
names  should  be  capitalized  when  used.  Submit  original 
manuscript  and  two  copies.  Copying  by  electrostatic  dry 
process  (not  wet  process)  is  preferred  to  tissue  copies. 
Retain  one  additional  copy  in  your  office  for  proofreading. 
-\11  material  is  submitted  with  the  understanding  it  is 
subject  to  editing. 

Titles  should  be  short,  specific  and  clear.  Omit  phrases 
such  as  “The  Use  of,”  or  “Observations  on.”  If  paper 
was  presented  at  a meeting,  indicate  name  of  organization, 
city,  month,  day  and  year. 

Photographs  should  be  submitted  as  Sx7  glossy  prints, 
untrimmed  and  unmounted;  number  each  photograph 
lightly  on  the  back  with  pencil  and  indicate  top. 

Line  art  such  as  charts,  graphs  and  medical  illustra- 
tions should  be  submitted  as  india  ink  drawings  on  white 
gloss  paper;  remember  to  make  details  large  enough  to 
allow  for  photographic  reduction. 

It  is  a policy  of  the  Journal  that  authors  pay  for  any 
cuts  used  to  illustrate  their  papers. 

References  should  conform  to  the  style  of  the  Index 
Medicus:  name  of  author,  title  of  article,  name  of  pub- 
lication with  volume,  page  numbers,  month  and  year. 
Example:  McCollough,  N.  C.:  Emergency  Room  Treat- 

ment of  Venomous  Snakebite,  J.  Florida  M.  A.  55:317- 
318  (April)  1968.  References  should  be  typewritten,  dou- 
ble or  triple  spaced,  beginning  on  a new  sheet  of  paper 
entitled  “References.”  Number  references  in  the  text  in 
order  of  citation  and  prepare  bibliography  in  the  same 
order.  Use  superscript  arabic  numerals  to  cite  references. 
Authors  are  responsible  for  the  accuracy  of  bibliographies. 
The  Journal  Publications  Committee  reserves  the  right 
to  pass  upon  the  publication  of  any  bibliography.  Un- 
usually lengthy  bibliographies  may  be  referred  to  at  the 
end  of  the  text  with  the  statement  “References  are  avail- 
able from  the  author  upon  request.” 
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Subscription  price:  $7.00  per  year;  single  number,  70 
cents.  Volumes  begin  with  the  January  issue.  Subscrip- 
tions may  commence  at  any  time.  Back  numbers,  when 
available,  may  be  obtained  at  a slightly  increased  cost 
based  upon  age  and  availability.  Address  Journal  of  the 
Florida  Medical  Association,  P.O.  2411,  735  Riverside 
Avenue,  Jacksonville,  Fla.  32203.  Telephone  (904)  356- 
1571. 

Microfilm  editions  available  beginning  with  the  1967 
volume.  Address  inquiries  to  University  Microfilm,  300 
North  Zeeb  Road,  Ann  Arbor,  Mich.  48106. 

Display  advertising  rates,  as  periodically  published  by 
the  State  Medical  Journal  Advertising  Bureau,  Inc.,  Chi- 
cago, of  which  the  Journal  is  a subscriber,  are  available 
upon  request. 

Classified  advertising  rates  are  $5.00  per  insertion  for 
ads  of  25  words  or  less  and  20  cents  for  each  additional 
word. 

Deadline  for  all  material  is  the  first  of  the  month 
preceding  month  of  publication.  Acceptance  of  advertising 
is  contingent  upon  approval  of  the  Journal  Advertising 
Committee. 
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i if  just  discovered, 

: Butisol  Sodium  might  well  be 
the  exciting  new 
"tranquilizer”of  1970 


An  antianxiety  agent  which  combines  all  4 
j of  these  advantages: 

j 1 ■ It  is  highly  predictable:  minor  dosage 
adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  relaxation. 

[ (With  3 dosage  forms  and  4 strengths 
to  make  adjustments  easy.) 

2.  Its  action  is  prompt,  smooth,  relatively  non- 
: cumulative:  BUTISOL  Sodium  begins  to 

work  within  30  minutes. . . yet,  because  of 
its  intermediate  rate  of  metabolism,  there  is 
1 generally  neither  a "roller-coaster"  nor  a 
"hangover"  effect. 

3.  It  is  remarkably  well  tolerated. 

4.  It  saves  your  patients  money:  costs  only 
about  half  as  much  as  they  would  pay  for 
commonly  used  sedative  tranquilizers.* 

Quite  a "breakthrough." 

Except,  of  course,  that  Butisol  Sodium  is 
30  years  old.  But  isn't  that  an  advantage  in 
itself?  With  Butisol  Sodium  you  face  no 
surprises:  its  clinical  capabilities  are  thoroughly 
established. ..its  side  effects  completely  known. 


No  wonder  thousands  of  doctors  turn  to  the 
relaxing  sedative  effect  of  Butisol  Sodium  on 
so  many  occasions:  to  help  the  usually 
well-adjusted  patient  cope  with  temporary 
stress. . . or  to  relieve  anxiety  associated  with 
hypertension,  coronary  disorders,  premen- 
strual tension,  surgical  procedures,  functional 
Gl  disorders,  and  the  strains  of  aging. 

And— in  any  year— that's  a pretty  good  record. 

*Bosed  on  surveys  of  average  daily  prescription  costs. 

Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression. 
Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  "hangover"  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to 
30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 
Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg., 

100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
Buticaps’  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


IBuliisol 

[SODIUM  BUTABARBITAL) 


SODIUM® 


the  Rx  that  saysRelax” 


{ T^^f'TNITi'TT  1 Laboratories,  Inc. 

Fort  Washington,  Pa.  19034 
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president’s  page 


For  Your  Information 


Two  months  a^o  on  this  page  I told  you  of  the  desires  of  your  Board  of  Governors  to  make  sure 
that  you,  each  member  of  the  FMA,  be  kept  informed  on  the  activities  of  your  Association.  Several 
avenues  of  communication  were  outlined.  I hope  we  can  continue  to  improve. 

On  Saturday,  January  31st  (this  month),  we  are  having  a conference  of  the  county  presidents 
and  secretaries.  Other  officers  of  your  society  are  welcome.  This  is  a major  meeting  which  we  have 
been  planning  for  several  months.  Important  facets  of  medical  society  activities  (county,  state,  and 
national)  will  be  discussed.  The  strength  of  organized  medicine  lies  in  the  local  membership  and 
leadership.  At  this  conference  we  can  make  reports  to  your  leaders  and  get  their  advice  and  opinions. 
Some  of  the  topics  to  be  discussed  will  be  professional  liability,  peer  review  mechanisms,  workmen’s 
compensation,  medical  economics,  and  other  matters  of  real  importance  to  you.  Dr.  Bert  Howard, 
executive  vice  president  of  the  Ai\L\,  will  talk  to  us  on  current  AM  A problems.  (The  AM  A met  in 
Denver,  Colorado  in  early  December  1969  and  debated  serious  matters.) 

On  Sunday,  February  1,  1970,  our  legislative  program  will  be  discussed  in  detail.  Your  society 
officers  and  your  legislative  committee  chairmen  are  especially  urged  to  stay  for  this  conference.  It 
has  been  planned  to  e.xplain  very  important  aspects  of  medical  legislation  which  will  affect  all  of  us. 
.Again,  we  want  the  opinions  ancl  advice  of  your  county  leadership.  Information  appearing  in  the 
“Organization”  section  of  this  issue  will  explain  more  fully. 

Through  these  two  conferences,  one  on  Saturday  the  31st  and  the  other  on  the  following  Sun- 
day, your  society  leadership  will  be  brought  up  to  date.  Any  questions  you  have  can  be  relayed  by 
your  officers  who  can  report  back  to  you.  \Ve  also  will  prepare  a summary  report.  From  this  source, 
as  well  as  by  the  other  methods  I have  previously  outlined,  we  hope  to  improve  our  two-way  com- 
munications and  our  relationships  with  each  other. 
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A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieve 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


‘Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  ■where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tbckahoe,  N.Y. 


Contraindications:  Edema,  danger 
of  cardiac  decompensation:  history 
or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood 
dyscrasia.The  drug  should  not  be 
given  when  the  patient  is  senile  or 
when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  the 
alka  formulation  are  contraindi- 
cated in  glaucoma. 

Warning:  If  coumarin-type  anti- 
coagulants are  given  simultaneously, 
watch  for  excessive  increase  in  pro- 
thrombin time.  Instances  of  severe 
bleeding  have  occurred.  Persistent 
or  severe  dyspepsia  may  indicate 
peptic  ulcer;  perform  upper  gastro- 


intestinal x-ray  diagnostic  tests  if 
drug  IS  continued  Pyrazole  com- 
pounds may  potentiate  the  pharma- 
cologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin. 
Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated 
patients.  Obtain  a detailed  history 
and  a complete  physical  and  labora- 
tory examination,  including  a blood 
count  Patients  should  not  exceed 
recommended  dosage,  should  be 


closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and 
report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight 
gain  (water  retention),  skin  reac- 
tions, black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage 
occur  Make  complete  blood  counts 
at  weekly  intervals  during  early 
therapy  and  at  2-week  intervals 
thereafter  Discontinue  the  drug 
immediately  and  institute  counter- 
measures if  the  white  count  changes 
Significantly,  granulocytes  decrease, 
or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  m 
hypertensives. 


Adverse  Reactions:  The  more  i 
common  are  nausea  and  edema 
Swelling  of  the  ankles  or  face  may  be 
minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of 
diuretics.  In  elderly  patients  and 
in  those  with  hypertension  the  drug  ' 
should  be  discontinued  with  the  ap-  I 
pearance  of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  i 
ulcer. The  patient  should  be  in- 
structed to  take  doses  immediately 
before  or  after  meals  or  with  milk  to 
minimize  gastric  upset.  Drug  rash 
occasionally  occurs.  If  it  does, 
promptly  discontinue  the  drug. 
Agranulocytosis,  exfoliative  derma- 


Sandy  sails  again! 
After  an  arthritic  flare-up. 

His  rheumatoid  arthritis  flared  out  of  aspirin  control. 

It  meant  weeks  of  pain,  stiffness, 
swelling  and  tenderness... and  a lot  of  sun  and  wind  that 
somebody  else  took  advantage  of. 

Next  time,  after  aspirin,  consider  Butazolidin  alka: 
prompt  anti-inflammatory  effectiveness 
short  trial  period 
low  maintenance  dosage 

usual  dosage:  1 capsule  q.i.d.  initially,  then  1 or  2 daily 

Butazolidin"  alka 

100  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

1 50  mg.  magnesium  trisilicate 


Serious  side  effects  can  occur. 

Select  patients  carefully  (particu- 
larly the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  pre- 
cautions, warnings  and  contraindica- 
tions. Read  the  prescribing  informa- 
tion. It's  summarized  below. 


>,  Stevens-Johnson  syndrome, 
bll's  syndrome  (toxic  necrotizing 
idermolysis),or  a generalized 
■rgic  reaction  similar  to  serum 
<ness  may  occur  and  require 
manent  withdrawal  of  medica- 
n.  Agranulocytosis  can  occur 
fdenly  in  spite  of  regular,  repeated 
j'mal  white  counts.  Stomatitis 
j,  rarely,  salivary  gland  enlarge- 
nt  may  require  cessation  of  treat- 
nt.  Such  patients  should  not 
:eive  subsequent  courses  of  the 
jg.  Vomiting,  vertigo  and  languor 
y occur.  Leukemia  and  leukemoid 
|ictions  have  been  reported  While 
It  definitely  attributable  to  the 
jg,  a causal  relationship  cannot 


be  excluded.  Thrombocytopenic 
purpura  and  aplastic  anemia  may 
occur.  Confuslonal  states,  agitation, 
headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyper- 
glycemia, hepatitis,  jaundice,  hyper- 
sensitivity angiitis,  pericarditis  and 
several  cases  of  anuria,  glomer- 
ulonephritis and  hematuria.  With 
long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 
(Vioderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  m Rheumatoid  Arthritis: 
Initial:  3 to  6 capsules  daily  in  3 or  4 
equal  doses.  Trial  period:  1 week. 


Maintenance  dosage  should  not 
exceed  4 capsules  daily,  response  is 
often  achieved  with  1 or  2 capsules 
daily.  In  selecting  the  appropriate 
dosage  in  any  specific  case,  con- 
sideration should  be  given  to  the 
patient's  weight,  general  health,  age 
and  any  other  factors  influencing 
drug  response.  (B)46-070-C 
For  complete  details,  please  see  full 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  NewYork  10502 


If  it  doesn't  work  in  a week,  forget  it. 


Remember  how  grealii 

r\f  n^onn^oio  I-oo+aaI  O i 


milk  of  magnesia  tasted  ? 


Almost  as  good  as  castor  oil. 

But  now  you  can  spare  the 
taste  buds  and  spoil  the  patient  with  a 
modern  Dulcolax  tablet  or  suppository. 

And  Dulcolax  works  so  pre- 
dictably that  the  time  of  bowel  move- 
ment can  often  be  predicted.  Tablets 
taken  at  night  usually  produce  a bowel 
movement  the  following  morning. 
Suppositories  generally  work  in  15 
minutes  to  an  hour. 


For  preoperative  preparation, 
a combination  of  tablets  at  night  and  a 
suppository  the  next  morning  usually 
cleans  the  bowel  thoroughly. 

Dulcolax  suppositories  may 
be  particularly  helpful  when  straining 
should  be  avoided,  as  in  postoperative  k 

care.  Keep  in  mind,  however,  that  the 
drug  is  contraindicated  in  the  acute  sur- 
gical  abdomen. 

Dulcolax*. . . it’s  predictabUi 

bisacodyl 


Under  license  from  Boehringer  Ingelheim  G m.b  H 


Getgy  Pharmaceuticals,  Division  of  Getgy  Chemical  Corporation,  Ardsley.  New  York  10502 
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iker  Laboratories  is  pleased  to  announce... 


...the  plan 

that  means 
lower  drug  costs 
for  your 

geriatric  patients 

t’s  the  "GOLDEN  AGE  PRESCRIPTION  PLAN,” 
ind  all  your  patients  who  are  sixty  years  of 
ige  or  older  are  eligible.  For  use  in  con- 
unction  with  DORBANTYL®,  the  product 
:hat’s  particularly  effective  in  overcoming 
:he  problem  of  constipation  in  the  older 
oatient  — the  plan  enables  your  patient  to 
■eceive  a 35-cent  cash  refund  from  us 
when  his  prescription  for  DORBANTYL  is 
rilled.  There’s  nothing  extra  for  you  to  do 
...no  bookkeeping  is  necessary.  It’s  as 
simple  as  1, 2, 3. 


1.  You  are  supplied  with  pre-printed 
DORBANTYL  prescriptions  (each  prescrip- 
tion consisting  of  an  original  and  a carbon 
copy)— you  give  your  patient  both  the  orig- 
inal and  its  carbon  copy. 

2.  When  the  prescription  is  filled,  the 
pharmacist  validates  the  copy  by  signing 
it  or  affixing  his  store  label  to  it— and  gives 
the  duplicate  to  your  patient. 

3.  Your  patient  simply  mails  the  validated 
duplicate  copy  of  the  Rx  to  us  and  re- 
ceives the  cash  refund. 


That’s  all  there  is  to  it . . . but 
that  can  be  quite  a bit  to  your 
“golden  age’’  patient. 

Ask  your  Riker  Representa- 
tive about  the  "Golden  Age 
Prescription  Plan.” 


RIKER  LABORATORIES 
Northridge,  California  91324 
Sponsors  of  Riker  Service  — 
the  complimentary  classified 
service  for  physicians. 


one 
tion 
the 
work 
of 

two? 


^Merrell^ 

The  Wni.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


symptoms  or  mixed  anxiety-depression  are  rareiy  ciear-cut... 
but  they  are  often  a ciear  indication  for 

Mellarif 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  Information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings:  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  {e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 
Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuroDsychiatric  conditions. 


Adverse  Reactions:  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  S/cm— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other— A single  A 
case  described  as  parotid  swelling. 

SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69  384 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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'or  the  vitamin 
jeficiency 
;hat  diet  alone 
doesn’t  satisfy.. 


Thera-Combex  H-F 


This  high-potency  vitamin  C and  B-complex 
combination  starts  where  diet  stops 


Kapseals" 


Each  Kapseal  contains;  ascorbic  acid,  500  mg.;  thiamine 
mononitrate,  25  mg.;  riboflavin,  15  mg.;  pyridoxine  hydro- 
chloride, 10  mg.;  cyanocobalamin,  5 meg.;  niacinamide, 
100  mg.;  d/-panthenol,  20  mg.;  Taka-Diastase®  (Aspergillus 
oryzae  enzymes),  2V2  gr. 

The  Brown  capsule  with  Green  band 
is  a Parke-Davis  trademark. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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heavenly  relief 
for  unearthly  cou^h 
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Benyliil 

EXPECTORANT 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
1 2 grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 
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during  and  after  infection 


® /-V  , 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B)2- 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


cfaMEEi 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


mixed  as  directed, 
each  5 cc.  v/ill  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  Pulvule*  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvuie  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 


erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone^ 

Erythromycin  Estolate 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Seminar  on  Infectious  Diseases 

Infections  of  the  Central  Nervous  System 


W.  Eugene  Sanders  Jr.,  M.D. 


Five  of  the  presentations  from  the  Nineteenth 
-\nnual  Postgraduate  Seminar  of  Mount  Sinai 
Hospital  of  Greater  Miami,  held  May  8-10,  1969, 
were  published  in  the  September,  1969  issue  of  the 
Journal.  The  Seminar  was  entitled  “Infectious 
Diseases — Clinical  and  Practical”  and  marked 
formal  association  of  the  hospital  and  the  Univer- 
sity of  Miami  School  of  Medicine.  The  remaining 
three  papers  from  the  seminar,  questions  and  an- 
swers and  editorial  comment  are  included  in  this 
issue.  Collectively  these  presentations  comprise 
a comprehensive  examination  of  infections  of  the 
central  nervous  system.  The  authors  of  the  three 
papers  that  follow  are  distinguished  educators  and 
scientists. 

Dr.  Paul  F.  Wehrle  is  Hastings  Professor  of 
Pediatrics  at  the  University  of  Southern  California 


Dr.  Sanders  is  associate  professor  of  medicine  and  microbiology 
at  the  University  of  Florida  College  of  Medicine,  Gainesville. 


School  of  Medicine  in  Los  Angeles.  At  present, 
while  on  sabbatical,  he  is  travelling  extensively 
for  the  World  Health  Organization-sponsored 
smallpox  eradication  program. 

Dr.  N.  Joel  Ehrenkranz  is  professor  of  medi- 
cine and  chief  of  the  Infectious  Diseases  Division 
at  the  University  of  Miami  School  of  Medicine. 
He  is  widely  recognized  for  his  contributions  to 
clinical  science  and  epidemiology. 

Dr.  Morton  N.  Swartz  is  associate  professor 
of  medicine  at  Harvard  Medical  School  and  chief 
of  the  Infectious  Disease  Unit  of  the  Massachu- 
setts General  Hospital.  Dr.  Swartz  has  served  on 
the  editorial  board  of  the  New  England  Journal 
of  Medicine  and  is  currently  pursuing  his  research 
interests  at  Stanford  during  his  sabbatical  year. 

The  editors  wish  to  thank  these  authors  for 
their  contributions  and  acknowledge  the  assistance 
of  Dr.  Marvin  L.  IVIeitus,  who  chaired  the  sym- 
posium on  infectious  diseases. 
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Pitfalls  in  the  Management 
of  Central  Nervous  System  Infections 

Paul  F.  Wehrle,  M.D. 


Despite  advances  in  control  of  many  infectious 
diseases  of  man,  there  is  no  immediate  prospect 
for  prevention  of  bacterial  infections  of  the  central 
nervous  system.  In  addition,  many  viral  infections 
and  those  due  to  acid-fast  organisms  or  fungi  pre- 
sent special  problems  in  both  differential  diagnosis 
and  management.  The  reduction  of  disability  and 
death  due  to  this  important  group  of  infections  is 
dependent  upon  early  clinical  recognition  of  the 
disease,  accurate  and  specific  laboratory  diagnosis, 
vigorous  supportive  and  antimicrobial  therapy  and 
attention  to  rehabilitative  measures.  Numerous 
pitfalls  lie  in  wait  for  the  clinician,  both  in  deter- 
mination of  the  specific  problem  and  during  the 
course  of  therapy.  Some  of  the  common  problems 
which  have  been  encountered  are  recorded  and 
described  here. 

Identification  of  Organism 

In  order  to  provide  prompt  and  specific  thera- 
py, it  is  necessary  to  identify  the  organism  as 
accurately  as  possible.  Petechial  smears  in  pa- 
tients with  meningococcal  meningitis  with  cutane- 
ous lesions  are  often  helpful;  however,  spinal  fluid 
examination  is  required  for  most  central  ner\-ous 
system  infections. 

Although  obtaining  spinal  fluid  is  a simple 
procedure,  the  patient  must  be  adequately  re- 
strained, preferably  in  the  lateral  position,  and 
the  skin  prepared  by  adequate  ( alcohol  and  iodine, 
with  removal  of  iodine)  or  other  satisfactory 
cleansing  technique.  Introduction  of  additional 
pathogens  has  been  reported  following  spinal  tap, 
although  the  risk  is  minimal  providing  adequate 
care  is  taken.  In  young  infants  the  dural  sac  lies 
close  to  the  skin.  If  the  needle  is  advanced  too 
far,  the  nucleus  pulposus  may  be  entered  with 
extraction  of  gelatinous  material  containing  ellip- 
tical cartilage  cells. 


Dr.  Wehrle  is  Hastings  Professor  of  Pediatrics  at  the  Univer- 
sity of  Southern  California  School  of  Medicine,  Los  Angeles, 
and  chief  physician.  Children’s  Division,  Pediatrics  and  Com- 
municable Disease  Services,  Los  .-Vngeles  County — University 
of  Southern  California  Medical  Center. 


New  microscope  slides  must  be  used  for  exami- 
nation of  the  sediment  from  spinal  fluid.  No  glass 
slide  can  be  cleaned  adequately  for  bacteriologic 
examination  if  it  has  been  used  for  other  purposes 
previously.  Should  unusual  organisms  be  suspect- 
ed, proper  culture  media  should  be  inoculated  as 
indicated  for  subsequent  identification  of  ana- 
erobic, fungi,  or  acid-fast  organisms. 

Since  overwhelming  infections,  particularly 
those  due  to  pneumococci,  at  the  extremes  of  life 
may  result  in  large  numbers  of  organisms  in  the 
spinal  fluid  prior  to  cellular  response,  every  sam- 
ple obtained  should  be  cultured  and  sediment 
examined  by  the  gram  stain  technique.  This  also 
occurs  with  meningococcal  infections  since  a few 
organisms  may  be  present  in  the  spinal  fluid  be- 
fore cellular  response  appears. 

Providing  care  is  taken  in  the  examination, 
bacterial  central  nervous  system  infections  can 
be  correctly  diagnosed  on  the  basis  of  a gram- 
stained  smear  in  at  least  50%  of  patients  upon 
entrj'  into  the  hospital.  Fluorescent  antibody 
techniques,  while  often  helpful  in  confirming  the 
diagnosis,  are  neither  more  accurate  nor  more 
sensitive  than  conventional  techniques  in  experi- 
enced hands,  providing  proper  cultures  are  made.^ 
In  an  additional  30%  of  cases  bacteria  may  be 
recovered  on  culture,  thus  yielding  a specific  diag- 
nosis in  approximately  80%  of  patients  with  bac- 
terial meningitis.  Approximately  3%  of  these 
cases  will  be  due  to  imusual  organisms.  It  is  help- 
ful, particularly  for  interns,  residents  and  labora- 
tory’ personnel  who  are  relatively  inexperienced  in 
identification  of  the  common  organisms,  to  main- 
tain a collection  of  reference  slides  and  stained 
control  slides  of  identified  organisms  indicating 
proper  gram-negative  and  gram-positive  staining 
results.  These  may  be  used  for  comparison  at  the 
time  the  spinal  fluid  is  examined. 

Selection  of  Antibiotic 

Attention  must  be  given  to  selection  of  anti- 
biotics with  the  greatest  bactericidal  activity 
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against  the  specific  organisms.  The  intravenous 
route  should  be  employed  for  most  antimicrobial 
agents  unless  specifically  contraindicated  by  the 
nature  of  the  drug.  By  using  this  route,  problems 
associated  with  shock,  with  poor  circulation,  delay 
in  absorption  from  the  injection  site,  and  local 
tissue  damage  resulting  from  large  quantities  of 
drug  administered  subcutaneously  or  intramuscu- 
larly are  avoided. 

Special  problems  are  encountered  in  selecting 
antimicrobial  therapy  for  newborns,  due  to  the 
wide  variety  of  microorganisms  likely  to  be  re- 
sponsible for  disease  in  that  age.--^  Those  with 
communicating  sinus  tracts,  endocarditis,  or  sur- 
gical procedures  involving  the  central  nervous  sys- 
tem also  present  similar  problems.  suggested 
approach  is  given  in  Table  1.  Patients  in  whom 
there  are  reasons  to  suspect  infections  with  un- 
usual organisms  should  receive  treatment  as  sug- 
gested for  young  infants  until  the  specific  organ- 
isms have  been  identified.  A penicillinase-resistant 
penicillin  is  suggested  if  staphylococcal  disease  is 
suspected. 

Some  antibiotics,  for  example  polymyxin  B,  do 
not  diffuse  well  into  spinal  fluid  and  supplemen- 
tary therapy  by  the  intrathecal  route  must  be 
u.sed.  Since  many  infections  occur  in  young  in- 
fants, attention  should  be  given  to  potential  toxic- 
ity, particularly  eighth  nerve  damage,  when  pro- 
viding therapy.  More  detailed  information  con- 
cerning the  specific  choice  of  drugs  has  been 
published  recently. ^ -3 

Complications  of  Infection 

Symptomatic  subdural  effusions  are  among  the 
more  common  complications  of  infection.  These 
are  seen  in  approximately  10%  of  young  infants 
with  bacterial  meningitis,  but  are  rarely  a problem 
among  older  patients.  Most  of  these  effusions 
clear  within  three  weeks,  providing  daily  subdural 


taps  are  performed.  Up  to  15  cc.  of  fluid  from 
each  side  may  be  removed  daily  using  a short- 
bevel  needle  with  stylette.  Suction  must  not  be 
used  to  accelerate  drainage.  After  three  weeks  of 
conservative  management,  relatively  few  patients 
will  require  surgical  correction. 

If  brain  abscess  is  suspected  on  the  basis  of 
localizing  neurological  signs,  an  angiogram  or 
brain  scan  is  often  helpful  in  localization.  The 
echo  encephalogram  has  been  of  relatively  little 
value.  .Antecedent  or  concurrent  illness  is  helpful 
in  suspecting  the  correct  bacterial  etiology  of  the 
abscess.  Those  secondary  to  otitis  media  or  mas- 
toiditis are  likely  to  be  pneumococcal,  while  en- 
docarditis is  more  likely  to  be  followed  by  staphy- 
lococcal or  streptococcal  lesions. 

The  blood  pressure  must  be  monitored  fre- 
quently, and  if  shock  is  present  an  indwelling 
venous  catheter  is  helpful  in  monitoring  the  cir- 
culatory status.  Rapid  infusion  of  fluid  (saline, 
albumin  or  blood)  will  frequently  restore  effec- 
tive circulation.  If  central  venous  pressure  in- 
creases without  concomitant  improvement  in  cir- 
culation, isoproterenol  by  intravenous  drip  may 
provide  a beneficial  response.  Convincing  data  are 
not  yet  available  to  show'  clinical  benefit  from  the 
use  of  large  (pharmacologic)  doses  of  hydrocorti- 
sone or  other  glucocorticoids.  These  do,  however, 
provide  appropriate  physiologic  changes  in  circula- 
tion. 

Either  mannitol  or  urea  may  be  used  if  cere- 
bral edema  is  suspected.  Full  therapeutic  doses 
are  required  and  rapid  infusion  is  needed  to  insure 
maximum  diuresis.  Neither  of  these  agents  is  as 
effective  in  acute  inflammatory  central  nervous 
system  disease  as  following  brain  trauma.  If 
either  of  these  drugs  are  used,  attention  must  be 
given  to  electrolyte  balance.  Intravascular  clotting 
remains  a problem.  Despite  correction  of  the 
coagulation  defect,  death  usually  supervenes.-* 


Table  1. — Suggested  Therapy  for  Patients  Without  Evident  Immunological 
OR  Mechanical  Defect  or  Underlying  Disease. 


-•Vge  of 
Patient 

Initial  Therapy  Until 
Organism  Identified 

Definitive  Therapy  After 
Organism  Identified 

< 2 mo 

.\mpidllin*  7S-1S0  mg./kg./day 
I.V. 

Dependent  upon  specific 

susceptibilities  of 

-|-  Kanamycin  IS  mg./kg./day 

organisms. 

2 mo.  and 

.\mpicillin  ISO  mg./kg./dav 

Meningococci^PeniciUin  G 

older 

I.V. 

or  ampicillin 

Pneumococci=PeniciUin  G 
or  ampicillin 

H.  Influenzae — Ampicillin 
Purulent  unknownrr.Ampicillin 

* Must  be  given  intravenously.  One-third  of  estimated  daily  dose  by  rapid  I.V.  infusion  followed  by  1/6  of  daily  dose  by  rapid 
I.V.  infusion  at  4 hour  intervals.  Dose  is  75  mg. /kg. /day  during  the  first  week  of  life — 150  mg./kg./day  thereafter. 
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Although  various  enzymes  (e.g.,  plasmin  acti- 
vators such  as  streptokinase)  will  lyse  fibrin  clots, 
there  are  no  data  which  would  assure  benefit  from 
their  use  in  patients  with  unusually  purulent 
spinal  fluid. 

Persistent  fever  is  frequently  encountered  dur- 
ing therapy  despite  effective  control  of  the  CXS 
infection.  Some  of  the  common  causes  are  listed 
in  Table  2.  These  include  phlebitis  at  the  site  of 
intravenous  infusions  which  may  occur  either  with 
or  without  definite  superinfection.  While  the 
chemical  phlebitis  associated  with  infusion  of  some 
antibiotics  is  self-limited  and  relatively  harmless, 
superinfections  may  be  associated  with  serious 
bacteremias.  Abscesses  are  occasionally  seen  at 
the  site  of  local  injections  and  may  be  difficult  to 
locate.  Cerebral  abscesses  particularly  those  due 
to  acute  or  chronic  mastoiditis  or  associated  with 
endocarditis  may  be  a cause  of  persistent  fever, 
while  subdural  effusions  are  particularly  common 
among  young  infants.  Occasionally  sepsis  is  seen 
at  the  tracheotomy  site.  Use  of  uretheral  catheters 
is  prone  to  induce  urinary  tract  infection,  despite 
scrupulous  technique.  Some  infections,  notably 
severe  meningococcal  disease  with  extensive  areas 
of  hemorrhage,  may  induce  persistent  fever  until 
the  area  of  hemorrhagic  necrosis  has  demarcated 
and  no  longer  serves  as  a site  of  pyrogen  forma- 
tion. 

Of  all  the  causes  of  persistent  fever,  that  due 
to  the  drug  itself  is  the  most  deceptive.  Xo  local- 
izing signs  are  seen,  no  areas  of  necrosis  are  pres- 
ent, and  the  patient  does  not  appear  toxic.  The 
only  method  of  proving  this  etiology  is  discon- 
tinuation of  the  suspect  drug.  If  additional  thera- 
py is  necessary,  change  to  an  unrelated  drug  is  at 
times  necessary.  Occasionally  readministration  of 
the  drug  responsible  for  fever  does  not  induce  re- 
current pyrexia.  Drug  fever  has  been  observed 
most  commonly  with  sulfonamides,  chlorampheni- 
col and  penicillin.  However,  almost  any  drug  has 
potential  to  induce  drug  fever. 

Duration  of  Antimicrobial  Therapy 
Continuous  therapy  by  the  intravenous  route 

Table  2. — Causes  of  Persistent  Fever  Des- 
pite Appropri.ate  Antimicrobial  Ther.apy. 

1.  Phlebitis  with  or  without  superinfection 

2.  .Abscess  (local  or  cerebral) 

3.  Subdural  effusion  (especially  young  infants) 

4.  Foreign  objects: 

Tracheotomy 
Urethral  catheters 

5.  Continuing  tissue  necrosis 

6.  Drug  fevers 


is  usually  required  for  at  least  ten  days.  Patients 
should  always  be  afebrile  for  a minimum  of  five 
days,  and  repeat  spinal  tap  should  be  performed 
before  the  drug  is  discontinued.  The  spinal  fluid 
at  this  time  should  show  fewer  than  30  cells,  a 
normal  concentration  of  sugar  and  a protein  con- 
centration of  50  mg.  100  cc.  or  less. 

Caution  is  required  in  discontinuing  therapy- 
in  young  infants,  patients  with  gram-negative  en- 
teric bacterial  infections  and  those  in  which  a 
brain  abscess,  chronic  mastoiditis,  or  endocarditis 
is  suspected.  Therapy  for  these  patients  should 
be  continued  for  a minimum  of  three  weeks  and, 
ill  the  case  of  endocarditis,  for  the  period  indicated 
by  the  underlying  infection. 

After  therapy  has  been  discontinued  it  is  de- 
sirable to  observe  the  patient  for  an  additional 
48  hours.  Long  term  administration  of  oral  anti- 
biotics following  cessation  of  intensive  therapy  is 
not  recommended,  since  this  approach  often  masks 
recurrence  and  delays  definitive  therapy. 

Summary 

The  common  pitfalls  and  problems  associated 
with  management  of  acute  bacterial  infections  of 
the  central  nervous  system  have  been  reviewed. 
Optimal  results  in  terms  of  low  mortality  and  min- 
imal morbidity  are  aided  by  observance  of  the 
points  outlined.  It  should  be  emphasized  that  these 
infections  are  acute  medical  emergencies  and 
should  be  treated  as  such.  One  of  the  most  com- 
monly- overlooked,  yet  important,  portions  of  man- 
agement is  institution  of  rehabilitative  measures 
and  special  education  techniques  if  indicated.  Des- 
pite the  best  therapy  currently  available,  deafness, 
blindness  and  motor  disability  does  occur  and  is 
a particular  problem  among  young  infants.  The 
physician’s  responsibility  for  the  management  of 
the  disease  continues  until  careful  re-evaluation 
during  convalescence  has  defined  areas  of  func- 
tional loss  and  maximal  rehabilitation  has  been 
achieved. 
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Anaerobic  Bacteria  in  Central  Nervous 
System  Infections 

Morton  X.  Swartz,  M.  D. 


The  importance  of  anaerobic  bacteria  in  in- 
fections in  man  has  been  generally  underestimat- 
ed, probably  because  of  the  somewhat  specialized 
techniques  required  for  isolation  of  these  organ- 
isms and  failure  to  appreciate  the  frequency  of 
their  implication  in  specific  types  of  infections. 
Such  infections  include  endometritis,  intra-ab- 
dominal abscesses,  bacteremia  and  endocarditis, 
a constellation  of  pulmonary  problems  (broncho- 
pneumon’a,  lung  abscess,  empyema)  and  central 
nervous  system  infections.  The  latter  category 
will  be  the  sole  focus  of  the  present  consideration. 

General  Features  of  Anaerobic  Infections 
Predisposing  Factors 

Most  of  the  anaerobes  involved  in  human  in- 
fection are  normal  saprophytic  inhabitants  of  the 
skin  and  mucosal  surfaces,  including  the  mouth, 
nose,  pharynx,  lower  intestine  and  vagina.  Only 
under  special  circumstances  do  they  appear  to 
become  invasive  and  cause  disease.  Such  circum- 
stances usually  involve  the  lowering  of  the  oxida- 
tion level  in  the  tissues.  This  might  occur  secon- 
dary to  impairment  of  local  circulation  by  vascu- 
lar occlusion,  shock  and  edema.  Tissue  destruction 
is  another  important  factor  that  can  lower  the 
oxidation-reduction  potential  of  tissues  and  con- 
tribute to  pathogenicity  of  anaerobes.  This  may 
be  induced  by  trauma  or  by  infection  with 
another,  aerobic,  organism.  The  frequency  with 
which  anaerobes  are  found  in  mixed  infections 
with  other,  aerobic,  organisms  bespeaks  the  im- 
portance of  the  latter  relationship. 

Components  of  the  Anaerobic  Flora 

Clinicians  are  generally  quite  familiar  with 
Clostridium  perfringens  and  the  features  of  clos- 
tridial infections  including  gas  gangrene.  However, 
there  is  less  awareness  of  the  nature  and  potential 
pathogenic  role  of  other  members  of  the  anaerobic 
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flora.  For  this  reason  we  will  devote  our  consider- 
ation to  these  nonsporulating  anaerobic  bacteria 
(Table  1).  .\naerobic  streptococci  and  micrococci 
are  normally  present  in  the  mouth,  oropharynx, 
lower  intestine,  and  in  the  vagina.  Actinomyces 
israelii,  the  species  involved  in  human  actinomy- 
cosis, is  indigenous  to  the  mouth  particularly 
about  the  teeth  and  throat  of  man.  Anaerobic 
diphtheroids  are  normal  inhabitants  of  the  skin 
( Corynebacterium  acnes)  and  mucous  membranes. 
A good  deal  of  taxonomic  confusion  exists  regard- 
ing the  species  in  the  Bacteroides  group,  consisting 
of  anaerobic  gram-negative  bacilli.  Included 
among  those  species  most  clearly  identified  as  in- 
digenous to  man  are  Bacteroides  funduliformis 
(also  known  as  Sphaerophorus  necrophorus),  Bac- 
teroides fragilis,  Bactero’des  melaninogenicus  (a 
pigmented  species)  and  Fusobacterium  fusiforme. 
In  the  present  consideration  no  attempt  is  made 
to  identify  the  individual  species  and  the  term 
Bactero'des  is  applied  to  gram-negative  bacilli 
wh'ch  grow  on  anaerobic  but  not  aerobic  plates. 
These  organ’sms  are  normally  found  in  the  mouth, 
oropharynx,  lower  intestine  and  female  genital 
tract.  \’eillonella  are  anaerobic  gram-negative 
cocci  with  much  the  same  distribution  as  ana- 
erobic streptococci. 

Central  Nervous  System  Infections 

The  category  of  pyogenic  central  nervous  sys- 
tem infections  includes  five  processes:  1.  bacterial 
meningitis,  2.  cerebral  abscess,  3.  subdural  em- 
pyema, 4.  epidural  abscess,  5.  suppurative  cere- 
bral venous  thrombophlebitis.  Of  these,  menin- 
gitis and  cerebral  abscess  are  by  far  the  most 
frequent  and  our  attention  will  be  directed  exclu- 
sively to  them.  In  order  to  gain  some  perspective 
it  will  be  helpful  initially  to  take  an  overview  of 
the  bacterial  species,  both  aerobic  and  anaerobic, 
implicated  in  these  infections.  To  provide  a size- 
able sample  I have  summarized  the  bacteriologic 
findings  from  15  series^-i^  (787  cases)  of  cerebral 
abscess  culled  from  the  literature  during  the  past 
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Table  1. — Nonsporulating  Anaerobic  Bacte- 
ria OF  Clinical  Importance. 

Gram-positive  anaerobes 
-\naerobic  streptococci 
Actinomyces 
.Anaerobic  micrococci 
.Anaerobic  diphtheroids 
Gram-negative  anaerobes 
Bacteroides  species 
Veillonellae 


18  years  (Fig.  1).  The  percentages  given  are  of 
the  total  cultures  obtained  from  the  abscesses 
themselves.  Because  more  than  one  organism  was 
isolated  from  some  of  the  abscesses  the  total  num- 
ber exceeds  somewhat  the  number  of  cases  includ- 
ed. For  purposes  of  comparison,  these  findings 
are  contrasted  with  those  in  207  ca.ses  of  bacterial 
meningitis  in  patients  of  all  age  groups  seen  at 
the  Massachusetts  General  Hospital  between  1956 
and  1963.1® 

Several  generalizations  can  be  made  im- 
mediately on  looking  at  these  data.  In  the 
first  place  one  can  readily  see  that  cerebral  ab- 
scess is  very  seldom  if  ever  a complication  of 
bacterial  meningitis  as  judged  by  the  striking 
differences  in  the  bacteriology  of  the  two  processes. 
Thus,  while  the  pneumococcus.  Hemophilus  in- 
fluenzae, and  meningococcus  are  the  “big  three” 
of  bacterial  meningitis  and  together  account  for 
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Fig.  I. — Comparison  of  the  bacteriology  of  meningitis 
and  brain  abscess;  a compilation.  Anaerobic  species  are 
shown  as  solid  black  bars. 


over  two  thirds  of  the  cases,  they  are  responsible 
for  less  than  8^  of  cases  of  cerebral  abscess. 
In  contrast,  three  other  categories  of  organisms 
are  predominant  in  cerebral  abscess:  strepto- 
cocci of  all  types  (Gp.  A,  other  “groupable” 
strains.  Strep,  viridans,  anaerobic  and  micro- 
aerophilic  strains,  etc.) ; members  of  the  family 
Enterobacteriaceae  (E.  coli,  Klebsiella,  Enter- 
obacter,  Proteus,  etc.),  and  Staphylococcus  aur- 
eus. Together  these  account  for  over  60%  of  the 
cases,  .\nother  important  generalization  concerns 
the  frequency  with  which  several  organisms  simul- 
taneously are  implicated.  Mixed  bacterial  menin- 
gitis is  distinctly  uncommon,  occurring  in  our  ex- 
perience in  less  than  0.5%  of  cases.  However,  in 
14%  of  the  787  cases  of  brain  absce.ss  (Fig.  1) 
two  or  more  organisms  were  found.  Indeed,  in 
some  cases  as  many  as  three  or  four  different 
species  were  cultured  simultaneously  at  operation. 
.\naerobic  organisms  were  isolated  from  12%  of 
the  787  cases  of  brain  abscess.  This  certainly 
represents  a minimum  figure  when  one  considers 
that  often  anaerobic  cultures  were  not  performed 
(22%  of  all  cultures  showed  no  growth)  or  cul- 
tures were  taken  in  thioglycollate  broth,  where, 
in  mixed  infections,  facultative  aerobic  organisms 
might  easily  have  overgrown  and  obscured  com- 
panion anaerobes.  In  this  compilation  the  types 
of  cases  reported  and  the  bacteriologic  techniques 
employed  were  quite  varied.  This  variation  ac- 
counts for  the  marked  disparity  between  series, 
some  showing  few  if  any  anaerobes  and  others, 
like  that  of  Heineman  and  Braude,®  implicating 
anaerobes  in  88%  of  cases.  The  true  overall  po- 
sition of  anaerobes  probably  lies  somewhere  be- 
tween these  extremes.  The  major  anaerobic  spe- 
cies in  brain  abscess  consist  of  anaerobic  strepto- 
cocci, Bacteroides,  and  .\ctinomyces  in  that  order 
of  frequency.  Less  common  anaerobes  include 
\'eillonella,  anaerobic  diphtheroids,  and  Clostri- 
dium perfringens.  .Anaerobic  organisms  are  rarely 
the  cause  of  bacterial  meningitis,  but  occasion- 
ally one  sees  a case  of  C.  perfringens  meningitis 
secondary  to  head  trauma  or  Bacteroides  menin- 
gitis secondary  to  bacteremia  or  to  spread  of  in- 
fection from  a focus  of  chronic  mastoiditis.  One 
of  the  207  cases  of  meningitis  in  the  series^® 
from  Massachusetts  General  Hospital  was 
due  to  C.  perfringens. 

To  analyze  a series  of  cases  of  cerebral  ab- 
scess studied  more  recently  with  relatively  uni- 
form bacteriologic  techniques,  60  cases  seen  in 
the  period  1957-1968  at  the  Massachusetts  Gen- 
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eral  Hospital  are  recorded  in  Figure  2.  Again 
streptococci,  Enterobacteriaceae,  and  S.  aureus  ac- 
counted for  75%  of  the  cases,  and  simultaneous 
mixed  cultures  were  found  in  23%.  Sixteen  per- 
cent of  the  isolates  involved  anaerobic  organisms: 
anaerobic  streptococci  and  Bacteroides,  not  in- 
frequently together  in  the  same  lesion.  .Although 
these  organisms  may  be  associated  with  gas  pro- 
duction in  tissue,  such  was  not  observed  on  skull 
film  in  any  of  our  cases. 

The  characteristics  of  cerebral  ab.scesses  are 
not  uniform,  much  depending  on  the  location  of 
the  initiating  focus  of  infection.  Thus,  the  bac- 
teriology of  otogenic  brain  abscess  might  differ 
significantly  from  that  of  hematogenous  brain 
abscess.  This  can  be  seen  in  Table  2 where  recent 
cases  at  the  Massachusetts  General  Hospital  have 
been  classified  as  to  the  portal  of  entry.  The  brain 
abscesses  due  to  Enterobacteriaceae  were  almost 
exclusively  secondary  to  chronic  otitis  media  and 
mastoiditis.  This  was  particularly  true  of  infec- 
tions due  to  Proteus.  S.  aureus  brain  abscesses 
were  most  often  a consequence  of  bacteremia 
(usually  a feature  of  acute  endocarditis)  or  post- 
craniotomy operative  wound  infection.  Bacter- 
oides brain  abscess,  in  our  experience,  has  most 
often  complicated  chronic  mastoiditis  with  choles- 
teatoma formation.  In  contrast  anaerobic  strep- 
tococci have  been  isolated  equally  frequently 
from  otogenic  abscesses  and  those  due  to  meta- 
static spread  via  the  bacteremic  route.  The  latter 
include  patients  with  chronic  pulmonary  infec- 
tions as  well  as  a patient  with  a right-to-left  shunt 
associated  with  the  tetralogy  of  Fallot. 

The  localization  of  cerebral  abscess  further 
supports  the  prominent  relationship  of  anaerobic 
abscesses  to  an  antecedent  chronic  otitic  focus. 
In  Figure  3 are  schematically  represented  the 
sites  of  the  cerebral  abscesses  due  to  anaerobes 
in  our  series  and  that  of  Heineman  and  Braude.^ 
The  majority  of  abscesses  are  clustered  in  the 
temporal  lobes  and  cerebellum,  in  keeping  with 
their  otogenic  origin.  Parietal  lobe  abscesses  are 
most  often  of  hematogenous  origin,  but  hema- 
togenous abscesses  may  occur  in  any  lobe. 


Fig.  2. — Role  of  anaerobes  in  60  cases  of  brain  abscess 
seen  at  Massachusetts  General  Hospital  from  1957  to 
19(i8.  Anaerobic  species  are  shown  as  solid  black  bars. 


Treatment  of  Cerebral  .Abscess 
Due  to  .Anaerobic  Bacteria 

Central  to  the  successful  treatment  of  brain 
abscess  is  the  early  recognition  of  the  process. 
.Although  fever  is  usually  the  hallmark  of  infec- 
tion, in  our  experience  almost  one  third  of  pa- 
tients have  been  afebrile.  Under  these  circum- 
stances those  manifestations  related  to  the  cere- 
bral site  of  involvement  have  attracted  initial  at- 
tention and  suggested  the  diagnosis  of  brain  tumor, 
cerebral  thrombosis,  or  any  of  a variety  of  neuro- 
logic or  psychiatric  disorders.  The  development  of 
brain  abscess  following  a recent  exacerbation  of 
chronic  otitis  media  or  following  recent  mastoid 
surgery  may  be  obscured  as  the  result  of  preoccu- 
pation with  the  otitic  process.  Lender  these  circum- 
stances the  relation  of  further  nausea,  fever  and 
increased  headache  to  intracranial  extension  of  the 
process  may  be  overlooked.  In  such  patients  only 
by  careful  search  for  evidences  of  temporal  lobe 
signs — such  as  upper  homonymous  quadrantano- 
pia,  and  in  dominant  hemisphere  lesions,  Wer- 


Table  2. — Relation  of  Initiating  Focus  for  Cerebral  .Abscess  to  the  Bacterial  Species 

Involved. 


Cases 

Otogenic 

Enterobacteriaceae 

13 

11 

S.  aureus 

16 

4 

Bacteroides 

5 

4 

.Anaerobic  strep. 

7 

3 

Other  strep. 

22 

5 

.Anaerobic  diphth. 

1 

1 

Rhinogenic 

Hematogenous 

7 

4 

Postcraniotomy 

4 

4 

6 

1 
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nicke’s  aphasia  (misuse  of  words  and  an  inability 
to  read,  write  and  understand  spoken  words)  or 
a lesser  degree  of  aphasia  (inability  to  name  com- 
mon objects) — or  by  search  for  cerebellar  signs 
will  the  diagnosis  be  suspected.  One  form  of  pres- 
entation of  cerebral  abscess  that  is  often  mislead- 
ing but  extremely  important  to  recognize  is  that 
of  “acute  meningitis.”  Such  patients  may  exhibit 
stiff  neck  and  a brisk  cerebrospinal  fluid  poly- 
morphonuclear pleocytosis  associated  with  the 
early  phase  of  brain  abscess  (“bacterial  encepha- 
litis”) or,  more  commonly,  with  intraventricular 
leakage  or  rupture  of  the  abscess.  The  patient’s 
condition  may  improve  initially  under  antibiotic 
therapy  only  to  worsen  subsequently  as  the  effects 
of  the  enlarging  intracerebral  mass  lesion  become 
evident.  The  appreciation  of  the  existence  of  this 
phenomenon,  a recognition  of  underlying  foci  of 
infection  (chronic  suppurative  pulmonary  diseeise, 
chronic  otitis  media),  a detailed  inquiry  into 
possible  neurologic  symptoms  prior  to  the  onset 
of  meningitis,  and  the  performance  of  a careful 
neurologic  examination  may  lead  to  the  early 
detection  of  this  type  of  process. 

The  definitive  treatment  of  an  established 
brain  abscess,  whether  due  to  an  aerobic  or  ana- 
erobic organism,  involves  surgery.  The  basic  sur- 
gical approaches  consist  of  either  primary  ex- 
cision or  initial  aspiration.  The  former  has  the 
advantage  of  being  definitive  treatment  and  is 


O Bocteroides 
• Anaerobic  strep. 

□ Anaerobic  diphtheroid 
A Actinomyces 
A Veillonella 

Fig.  3. — Cerebral  localization  of  anaerobic  brain  ab- 
scesses; compilation  from  Heineman  and  BraudeS  and 
current  series  at  Massachusetts  General  Hospital. 


considered  the  only  way  of  treating  multiple  or 
multilocular  abscesses.^- 1’’’  The  vigorous  employ- 
ment of  antimicrobial  therapy  in  concert  with 
surgery  has  effected  a striking  reduction  in  the 
mortality  from  this  disease.  High  blood  levels 
of  the  appropriate  antibiotics  are  essential  about 
the  time  of  surgery  and  subsequently  to  pre- 
vent extension  of  the  process  during  operative 
manipulation,  particularly  when  aspiration  is  the 
only  procedure  employed.  No  matter  how  well 
encapsulated  an  abscess  may  be,  infection  is  in- 
variably present  in  the  surrounding  tissue.  If  this 
is  not  properly  handled  by  high  dose  antibiotic 
therapy,  satellite  abscesses  may  become  manifest 
in  the  postoperative  period.  Anaerobic  organisms 
can  proliferate  in  the  depths  of  necrotic,  avascular 
tissue  and  can  only  be  reached  and  attacked 
when  high  concentrations  of  bactericidal  agents 
are  delivered  for  prolonged  periods.  Thus,  the 
proper  use  of  antibiotics  is  even  more  imperative 
in  infections  due  to  anaerobes. 

In  view  of  the  varied  bacterial  flora  found  in 
cerebral  abscesses  and  particularly  in  view  of  the 
frequent  occurrence  of  mixed  infections,  no  single 
antibiotic  is  likely  to  be  sufficient  prior  to  bacter- 
iologic  confirmation  at  the  time  of  surgery.  A 
combination  of  penicillin  and  tetracycline  has 
been  suggested  as  the  treatment  of  choice  for  most 
anaerobic  infections  of  the  brain. ^ The  high  fre- 
quency of  a streptococcal  etiology  and  the  suscep- 
tibility of  most  strains  of  Actinomyces  and  some 
strains  of  Bacteroides  to  penicillin  make  this  drug 
an  important  part  of  any  therapeutic  program. 
Tetracycline  would  be  valuable  in  dealing  with 
those  Bacteroides  strains  resistant  to  penicillin. 
It  has  been  our  practice  to  treat  brain  abscess 
with  aqueous  penicillin  G intravenously  at  a 
daily  dosage  of  20,000,000  units  in  the  adult; 
chloramphenicol  (3-4  Gm./day  intravenously)  has 
been  used  with  penicillin  as  the  second  drug  be- 
cause of  its  activity  against  most  strains  of  Bacter- 
oides and  of  some  of  the  Enterobacteriaceae. 
Therapy  would  subsequently  be  modified  on  the 
basis  of  the  results  of  examination  of  the  gram- 
stained  smear  of  the  abscess  and  of  the  aerobic 
and  anaerobic  cultures  taken  at  the  time  of  sur- 
gery. 

Performance  of  Anaerobic  Cultures 

Proper  handling  of  the  specimen  is  essential 
since  the  inaccessibility  of  the  involved  area  pre- 
cludes repeated  cultures.  Examination  of  a gram- 
stained  smear  of  the  abscess  contents  will  pro- 
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vide  some  clues  as  to  the  nature  and  number 
of  species  involved.  Since  many  of  the  anaerobes 
are  sensitive  to  the  ambient  O2  tension,  the  mate- 
rial should  be  cultured  immediately  under  strict 
anaerobic  conditions  on  enriched  blood  agar 
plates.  Unquestionably  the  most  reliable  method 
involves  the  use  of  the  commercially  available 
anaerobic  (Brewer)  jar  for  incubating  culture 
plates.  This  involves  removal  of  oxygen  by  means 
of  reaction  with  hydrogen  or  illuminating  gas 
under  the  influence  of  a shielded,  electrically 
heated  platinum-cisbestos  catalyst.  In  recent  years 
our  bacteriology  laboratory  has  turned  to  a pro- 
cedure in  which  the  jars  are  “flushed”  three 
times  with  a gas  mixture  consisting  of  90%  N2 
and  10%  CO2.  Steel  wool  in  a CuSo4  solution 
is  used  to  combine  with  any  residual  oxygen  in 
the  incubator. 

Summary 

The  role  of  anaerobic  bacteria  in  human  in- 
fections, particularly  central  nervous  system  in- 
fections (cerebral  abscesses),  is  an  important  one 
and  one  that  has  been  generally  underestimated. 
Anaerobic  streptococci,  Bacteroides  and  Actino- 
myces, are  the  principal  species  that  have  been 
implicated.  Chronic  otitis  media  is  frequently 
the  portal  of  entry  for  development  of  brain 


abscess  due  to  anaerobic  organisms,  and  the  sites 
of  predilection  appear  to  be  the  temporal  lobes 
and  cerebellum. 
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Cerebritis,  Aseptic  Meningitis  and  Encephalitis 

Individual  and  Community  Implications 

N.  Joel  Ehrenkranz,  ISI.  D. 


Precise  definition  of  disease  is  important  for 
both  the  patient  and  the  community.  In  this  pres- 
entation, aseptic  meningitis,  cerebritis  and  en- 
cephalitis will  be  defined.  :Meningoencephalitis 
is  a confusing  term,  with  little  clinical  useful- 
ness. 

Aseptic  Meningitis 

Aseptic  meningitis  is  a superficial  central 
nervous  system  infection  involving  the  meninges, 
manifest  by  spinal  fluid  pleocytosis,  headache, 
fever  and  minimal  to  moderate  signs  of  me- 
ningeal irritation.  There  is  relatively  little,  if  any, 
brain  involvement.  Aseptic  meningitis  due  to  virus 
infection  is  almost  always  benign.  Coxsackie 
viruses  Group  A,  types  1-24,  and  Group  B,  types 
1-6,  ECHO  viruses  types  1-34,  and  the  agents  of 
encephalomyocarditis,  mumps  and  infectious  mon- 
onucleosis are  the  common  causes  of  the  aseptic 
meningitis  syndrome. 

.•Mthough  serological  and  virologic  techniques 
are  available  for  accurate  diagnosis,  why  bother 
when  treatment  is  only  symptomatic? 

The  fact  that  a patient’s  aseptic  meningitis 
syndrome  is  due  to  one  of  these  viruses,  and  is 
not  another  disease  presenting  as  aseptic  menin- 
gitis, is  reassuring  in  terms  of  prognosis.  Polio- 
myelitis, beginning  as  an  aseptic  meningitis,  used 
to  be  a terrible  problem.  It  may  be  a threat  again 
if  immunization  programs  are  not  maintained. 
There  are  other  serious  infections  whose  onset 
may  be  that  of  the  aseptic  meningitis  syndrome. 
Knowledge  of  the  type  of  infection  with  these 
agents  is  also  important  to  the  community.  En- 
teric viruses  generally  are  brought  into  a family 
by  a child  and  disseminated  to  the  adults.  Hos- 
pital dissemination  of  enteric  virus  infection  can 
occur.  An  outbreak  that  involves  large  numbers 
of  people  may  have  economic  implications  if  work 
and  school  absenteeism  is  high. 


Dr.  Ehrenkranz  is  professor  of  medicine  and  chief,  Infectious 
Diseases  Division,  University  of  Miami  School  of  Medicine, 
Miami. 


Cerebritis 

Cerebritis  is  a deeper  central  nervous  sys- 
tem infection  particularly  intense  in  the  outer 
layers  of  the  brain.  At  the  outset  the  clinical 
picture  may  be  similar  to  aseptic  meningitis  but 
evidence  of  neurologic  dysfunction  soon  becomes 
manifest.  The  infecting  organisms  are  often  bac- 
teria or  fungi.  The  signs  of  marked  meningeal 
irritation  are  well  known,  but  the  important  con- 
sideration is  the  extent  of  brain  involvement. 
Death  or  permanent  sequelae  may  occur.  Bac- 
terial meningitis  or  purulent  meningitis  is  the 
term  most  used  when  describing  cerebritis. 

Hemophilus  injluenzae  and  meningococci  are 
organisms  of  high  virulence  which  invade  an 
otherwise  normal  host  who  lacks  specific  im- 
munity. Although  these  organisms  spread  in  the 
family  setting  and  in  a military  population,  they 
do  not  appear  to  spread  through  the  hospital. 
This  may  be  due  to  the  high  ratio  of  immunes  to 
susceptibles — so-called  herd  immunity.^  Pneumo- 
cocci are  somewhat  less  virulent;  they  attack  a 
host  who  is  less  able  to  meet  the  challenge  of 
infection.  Higher  incidence  rates  are  seen  in  the 
very  young  and  the  very  old.  Pneumococcal  in- 
fection can  spread  in  a hospital  under  unusual 
circumstances.  Tuberculosis  and  fungi  also  prefer 
a damaged  host.  Hypersensitivity  is  apt  to  be  a 
very  important  factor  in  the  pathogenesis  of 
cerebritis  with  these  organisms.  Enteric  bacilli, 
listeria,  mimeae.  Group  A and  B streptococci 
rarely  invade  the  central  nervous  system  of  an 
individual  over  the  age  of  two  months.  When 
such  infections  occur,  markedly  altered  host  de- 
fenses, parameningeal  infection,  or  direct  in- 
stillation of  bacteria  into  the  central  nervous 
system  should  be  suspected. 

Dr.  Paul  Wehrle  discussed  the  management 
of  patients  with  bacterial  infections  of  the  cen- 
tral nervous  system  in  whom  the  diagnosis  has 
been  proved  by  smear  or  culture.  What  about 
the  patient  in  whom  the  source  of  infection  is 


24 


VOLUME  57/NUMBER  1 


not  apparent  and  in  whom  viral,  bacterial  or 
fungal  infections  cannot  be  differentiated?  Such 
a patient  may  have  severe  headache,  fever,  spinal 
fluid  pleocytosis,  but  no  major  neurologic  abnor- 
malities or  other  organ  dysfunction,  and  spinal 
fluid  smears  and  cultures  show  no  bacteria.  Is 
the  sugar  decreased  relative  to  the  blood,  and 
are  spinal  fluid  protein  and  pressure  elevated? 
If  such  abnormalities  are  present  in  the  first  lum- 
bar puncture,  are  they  present  in  repeated  lumbar 
punctures  over  a day  or  two? 

If  a low  spinal  fluid  sugar  persists,  the  curable 
conditions  are  likely  to  be  either  tuberculosis  or 
fungal  infections.  Although  careful  microscopic  ex- 
amination of  the  spinal  fluid  may  indicate  fungi 
on  India  ink  preparations  or  tuberculosis  in  acid- 
fast  smears,  this  will  not  be  true  in  the  majority 
of  infections  due  to  these  microorganisms.  If  the 
chest  x-ray  indicates  old  tuberculosis,  if  there 
is  a strong  tuberculosis  contact  history,  or  if  the 
PPD  reaction  is  strongly  positive,  then  the  prime 
suspicion  should  be  directed  towards  tuberculosis. 
Isoniazid  300  to  600  mg.  per  day;  para-amino- 
salicylic acid  15  Gm.  per  day  and  streptomycin 
initially  1 Gm.  per  day  should  be  administered. 
However,  it  must  be  appreciated  that  a thera- 
peutic response  will  not  take  place  immediately. 
Return  of  the  spinal  fluid  sugars  to  normal  values 
generally  takes  place  between  three  weeks  and 
three  months  after  start  of  effective  treatment 
in  tuberculosis  meningitis. 2 Thus  therapeutic  tests 
are  of  little  immediate  diagnostic  value,  .\drenal 
steroids  may  decrease  the  intercerebral  edema 
and  perhaps  alter  the  basilar  meningeal  block, 
but  they  do  not  otherwise  affect  the  course  of 
the  disease  in  the  presence  of  appropriate  anti- 
tuberculous therapy.  It  is  important  to  recog- 
nize that  adrenal  steroids  can  disseminate  a 
fungal  infection;  their  use  when  an  etiologic 
diagnosis  is  not  established  requires  a careful 
estimate  of  risks  and  gains.  If  there  is  some  un- 
derlying systemic  disease,  particularly  one  in 
which  there  has  been  long-standing  immuno- 
suppressive or  adrenal  steroid  therapy,  the  pos- 
sibility of  fungal  meningitis  should  be  considered 
when  the  spinal  fluid  sugar  remains  low.  Cul- 
tures on  Sabouraud’s  agar  may  ultimately  yield 
the  organism.  Amphotericin  in  dosage  of  1 mg./ 
kg./day  to  a total  dose  of  4 Gm.  should  be  used 
if  a clinical  diagnosis  of  cryptococcal  or  other 
fungal  infection  can  be  made.  Serious  hemato- 
logic and  renal  side  effects  do  occur  with  ampho- 
tericin, so  this  treatment  should  not  be  started 


without  an  appreciation  of  the  toxicity  of  the 
drug. 

When  focal  signs  of  cerebral  dysfunction  are 
present,  brain  abscess  is  a strong  possibility.  De- 
spite elevated  cerebrospinal  fluid  pressures,  papil- 
ledema is  not  a usual  finding  of  uncomplicated 
pyogenic  meningitis  and  the  presence  of  this  sug- 
gests study  for  abscess  or  other  complications. 2 
Localizing  signs  are  not  invariably  present  in  pa- 
tients with  abscess  at  the  outset.  The  correct  diag- 
nosis may  be  established  with  the  help  of  arteri- 
ography, EEG,  or  brain  scan.  The  usual  spinal 
fluid  findings  of  abscess  are  modestly  elevated 
protein  and  pressure,  pleocytosis  up  to  500 
wbc/mm’  (approximately  half  PMN’s)  and  a rela- 
tively normal  CSF-blood  sugar  ratio.  .After  a leak 
from  the  abscess  the  sugar  levels  may  decrease 
transiently.  A persistently  low  CSF  sugar  in  serial 
specimens  is  not  suggestive  of  brain  abscess,  since 
this  would  imply  continual  spillage  of  the  abscess 
into  the  meninges  and  is  not  consistent  with  life. 
.Anaerobic  cultures  are  important  in  the  study  of 
cause  of  brain  abscess  since  bacteroides  species  or 
anaerobic  streptococci  are  common  infecting  bac- 
teria. Aggressive  treatment  is  the  key  to  cure.  If 
frank  abscess  is  present,  surgery  is  indicated. 
There  is  no  antibiotic  that  drains  pus.  Acute 
endocarditis,  congenital  heart  disease,  chronic 
mastoiditis,  sinusitis  and  other  bone  infections, 
uterine  or  pulmonary  infections  are  some  of  the 
sources  of  brain  abscess  and  their  presence  should 
be  carefully  sought. 

Encephalitis 

Encephalitis  is  defined  as  diffuse  inflammation 
and  infection  of  the  brain.  The  correct  diagnosis 
of  the  various  encephalitides  clearly  has  important 
implications.  For  example,  mumps  encephalitis, 
although  rare,  is  a severe  disease  with  serious 
neurologic  sequelae.  By  contrast,  mumps  menin- 
gitis is  common  and  has  no  important  sequelae. 
Here,  rigid  clinical  as  well  as  virological  criteria 
are  important.  In  patients  with  meningitis  there 
are  pleocytosis  in  the  central  nervous  system,  signs 
of  meningeal  irritation,  and  headache.  In  patients 
with  encephalitis  there  are  objective  changes  in 
personality  and  neurologic  function,  or  alteration 
in  the  level  of  consciousness  due  to  inflammation 
of  the  brain.  A somewhat  sedated  or  drowsy  pa- 
tient with  aseptic  meningitis  does  not  meet  the 
criteria  for  a diagnosis  of  encephalitis.  Encephali- 
tis syndromes  following  measles,  rubella,  varicella, 
other  exanthematous  infections  or  immunization 
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can  be  very  destructive  of  brain  function.  In  addi- 
tion, rabies,  herpes  simplex,  cat  scratch  virus,  in- 
fectious mononucleosis,  Ijonphogranuloma  vener- 
eum, toxoplasmosis,  amoebae  (Naegleria  species), 
falciparum  malaria  and  trichinosis  can  all  be 
etiologic  agents.  Herpes  simplex  is  probably 
the  commonest  cause  of  sporadic  cases  of  enceph- 
alitis, but  can  be  difficult  to  document.'*^'^  The 
therapy  of  central  ner\'ous  system  infection  due 
to  malaria,  toxoplasmosis  and  trichinosis  may  be 
life-saving  if  the  correct  diagnosis  can  be  made. 
Encephalitis  due  to  rabies  and  to  amoebae  are 
thus  far  invariably  fatal.  Thus,  the  correct  diag- 
nosis has  important  implications  in  prognosis. 
Public  health  agencies  should  be  alerted  to  prevent 
additional  cases  if  possible. 

While  all  of  these  forms  of  encephalitis  may 
occur  sporadically,  large  outbreaks  of  encephalitis 
due  to  these  agents  is  not  likely.  However,  among 
the  arboviruses,  epidemic  encephalitis  can  be  a 
major  problem.  We  in  Florida  have  a rich  selec- 
tion of  arboviruses.  Eastern,  Western,  and  Ven- 
ezuelan equine,  California,  and  St.  Louis  enceph- 
alitis viruses  are  all  present  here  and  the  state 
has  experienced  outbreaks  of  encephalitis  in  the 


past.  The  full  extent  of  our  problem  is  not  yet 
known.  Other  arboviruses  present  in  Florida  in- 
clude Gumbo  Limbo,  Tamiami,  Shark  River,  Cow- 
bone  Ridge,  Mahogany  Hammock  and  still  others 
whose  potential  for  disease  is  unknown.  The  iden- 
tification of  even  one  case  of  arbovirus  infection  is 
vitally  important  to  the  community  since  a mos- 
quito-borne outbreak  may  be  averted  if  detected 
in  time. 

Precision  in  clinical  as  well  as  in  laboratory 
diagnosis  of  central  nervous  system  infections  has 
important  therapeutic,  prognostic  and  epidemio- 
logic implications  for  all  of  us. 
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Questions  and  Answers 
Central  Nervous  System  Infections 


Question 

Should  prophylactic  antibiotics  be  given  to 
relatives  and  contacts  of  a child  with  meningitis? 
If  so,  which  drug? 

Paul  F.  Wehrle,  M.  D. 

I am  a hard-liner  on  this  one.  The  only  place 
that  I would  recommend  using  prophylactic  anti- 
biotics would  be  in  the  immediate  household  con- 
tacts of  the  individual  who  has  a clinical  episode 
of  meningococcus  disease.  In  this  setting,  there 
is  a clear  additional  risk  to  the  family  or  close 
associates.  A family  is  sometimes  difficult  to 
define.  My  rule  of  thumb  is  that  those  who  eat 
together  regularly  constitute  a family.  More 
casual  patient-contacts  from  schools  or  distant 
relatives  frequently  get  hysterical.  Rumors  that 
spread  throughout  the  community  are  just  fan- 
tastic. 

Our  observation  of  secondary  cases  of  Hemo- 
philus influenzae  meningitis  within  families  has 
been  a bit  disquieting.  However,  the  overall  risk 
of  such  an  occurrence  appears  extremely  low.  It 
is  greatest  in  the  1-3  year  age  group.  Since  we  do 
not  have  a good  prophylactic  agent  and  since  the 
rate  is  low,  I think  we  might  create  more  prob- 
lems distributing  antibiotics  widely  in  this  age 
group  than  we  would  otherwise  have. 

Morton  M.  Swartz,  M.D. 

I agree  completely.  I think  the  greatest  serv- 
ice that  we,  as  physicians,  can  perform  in  regard 
to  the  family  in  this  situation  is  to  reassure  them. 
Certainly,  the  problems  from  a practical  point  of 
view  with  secondary  cases  of  H.  influenzae  or 
pneumococcal  meningitis  are  so  minor  as  to  be  not 
worth  consideration.  In  terms  of  meningococcal 
disease,  I think  secondary  cases  are  confined  spe- 
cifically to  the  family  unit.  In  private  schools  one 
needs  only  to  reassure  the  school  personnel.  In 
terms  of  what  one  does  with  the  family  unit  that 
has  been  exposed  to  an  index  case  of  meningococ- 
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cal  disease,  the  answers  are  not  all  in.  Some  peo- 
ple have  taken  the  stand  that  perhaps  the  best 
thing  to  do  is  to  define  this  group  and  watch  them 
very  closely  and  treat  them  at  the  onset  of  symp- 
toms that  one  ordinarily  might  disregard.  Such 
minor  symptoms  could  represent  the  initial  phase 
of  the  disease.  Another  tack  that  has  been  taken 
in  some  areas  has  been  to  use  sulfonamide  prophy- 
lactics, assuming  that  perhaps  50%  of  the  strains 
of  meningococci  are  sensitive  to  this  drug.  An- 
other tack  is  to  use  penicillin  and  perhaps  by 
using  very  large  doses,  as  Dr.  Wehrle  has  sug- 
gested, avoid  bacteriemia.  This  may  turn  out  to 
be  the  most  effective  drug  given  in  the  family 
unit,  at  least  for  the  immediate  period.  I think 
that  most  important,  however,  is  to  watch  all  fam- 
ily contacts  very  closely  for  a period  of  weeks. 

N.  Joel  Ehrenkranz,  M.D. 

I can  illustrate  some  of  the  difficulties  with 
episodes  that  have  happened  to  us  recently.  This 
year  we  admitted  two  adults  from  the  same  family 
to  the  Jackson  Memorial  Hospital  Infectious  Dis- 
eases Service.  The  first  admission  was  a 16-year- 
old  daughter  who  was  known  to  have  lupus  erythe- 
matosis  and  came  in  with  typical  signs  of  vasculi- 
tis. She  had  recently  decreased  her  steroid  dosage 
and  her  headache  was  attributed  to  cerebral  edema 
associated  with  this.  The  initial  lumbar  puncture 
was  negative.  Some  12-18  hours  later,  the  mother 
of  this  patient  came  in  with  meningococcal  men- 
ingitis. At  this  point,  we  re-examined  the  daugh- 
ter, doing  another  lumbar  puncture,  and  she  also 
had  evident  meningococcal  meningitis. 

Our  e.xperience  with  sulfonamide  prophylactics 
has  not  been  invariably  good,  even  where  the 
organisms  themselves  have  been  sensitive.  Some 
j^ears  ago,  we  administered  sulfonamide  prophy- 
lactics to  the  family  contacts  of  a case  of  men- 
ingococcal infection  and  the  organism  was  sensi- 
tive to  sulfonamide.  Some  months  later,  one  mem- 
ber of  the  family  came  in  with  what  seemed  to  be 
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the  same  organism,  and  died  with  fulminating 
meningococcus  infection.  This  patient  had  re- 
ceived sulfonamide  prophylactics,  we  are  sure. 
Of  course  we  were  never  able  to  determine  who 
may  have  spread  the  meningococcus  to  this  person. 

In  summary,  I think  that  where  there  is  very 
close  contact,  such  as  a young  child  sleeping  in 
the  same  room  as  the  person  with  meningococcal 
meningitis  and  where  there  is  a highly  susceptible 
individual,  for  instance  a child  under  the  age  of 
15,  then  one  should  seriously  consider  hospital- 
izing a seemingly  well  person  for  observation,  be- 
cause meningococcal  infection  can  be  so  fulminant 
that  a delay  in  hours  between  the  onset  and  effec- 
tive treatment  may  be  the  difference  between  life 
and  death.  Antibiotic  prophylaxis  does  not  pro- 
vide the  protection  that  we  would  hope  it  would. 

Dr.  Wehrle 

I think  that  Dr.  Ehrenkranz  has  just  touched 
on  an  extremely  important  point.  I would  like  to 
emphasize  that  of  the  multiple  cases  that  we  see 
in  families,  there  are  co-primaries  and  true  second- 
aries mixed  together.  Ninety  percent  of  these  have 
their  onset  within  four  days  of  the  first  case  in  the 
family.  Ten  percent  are  going  to  be  admitted 
later.  Now,  none  of  the  antibiotics  that  we  have 
are  going  to  remove  the  meningococci  from  the 
nasophar\TLx  of  these  individuals.  All  we  are  do- 
ing is  simply  cushioning  and  suppressing  the  acute 
bacteremic  stage.  Our  reason  for  doing  this  is  that 


the  meningococci  is  the  only  organism  that  can 
kill  within  about  three  hours  from  the  onset  of 
initial  symptoms.  Admittedly,  relatively  few  pa- 
tients go  this  way.  i\Iost  of  them  have  a more 
conventional  course,  but  with  the  fulminant  men- 
ingococcal toxemia  we  have  absolutely  nothing 
that  will  dependably  arrest  or  slow  the  course  of 
the  illness.  This  is  my  reason  for  favoring  anti- 
biotic suppression. 

Question 

Is  there  antagonism  of  the  action  of  penicillin 
by  broad-spectrum  antibiotics  when  both  are  used 
in  the  treatment  of  meningitis? 

Dr.  Sw.artz 

Theoretical,  experimental  and  clinical  evidence 
suggests  that  such  combinations  are  antagonistic 
in  treatment  of  meningitis.  Lepper  and  Dowling 
have  shown  that  tetracycline  and  penicillin  are 
antagonistic  in  patients  with  pneumococcal  menin- 
gitis. Dr.  Petersdorf  has  shown  a similar  antag- 
onism of  penicillin  by  chloramphenicol  in  experi- 
mental pneumococcal  meningitis. 

There  are  situations,  however,  in  which  one 
may  have  to  employ  a combination  of  drugs.  An 
example  is  brain  abcess,  which  may  be  due  to  a 
variety  of  microorganisms.  In  this  setting  it  may 
be  wise  to  use  several  drugs  to  provide  broad- 
spectrum  coverage,  until  results  of  cultures  indi- 
cate that  a single  agent  may  be  adequate. 


editorial  comment 


W.  Eugene  S.anders  Jr.,  M.D. 


Detection,  management  and  prevention  of  cen- 
tral nervous  system  infections  remain  difficult 
problems  for  the  medical  profession.  As  clinicians, 
our  difficulties  at  the  bedside  are  frequently  com- 
pounded b}'  the  far-reaching  implications  of  many 
central  nervous  system  infections  for  the  com- 
munity at  large.  Our  involvement  with  these 
broader  problems  in  the  community  may  at  times 
seem  personally  undesirable  or  irrelevant,  but  it  is 
nonetheless  imperative.  As  indicated  by  Dr. 
Wehrle,  a clinical  diagnosis  of  pyogenic  bacterial 
meningitis,  regardless  of  specific  etiology,  is  fre- 
quently equated  to  “epidemic  spinal  meningitis” 
by  famih’,  friends,  and  casual  contacts  of  the  pa- 


tient. Our  responsibility  to  allay  resultant  fears 
and  prevent  the  occasional  hysteria  through  edu- 
cation and  reassurance  is  as  great  as  our  respon- 
sibility to  diagnose  accurately  and  treat  appro- 
priately. Furthermore,  as  Dr.  Ehrenkranz  sug- 
gests, for  one  to  simply  diagnose  “viral  meningitis 
or  encephalitis,”  without  an  attempt  to  identify 
the  specific  etiologic  agent,  is  a disservice  to  both 
patient  and  the  community.  Large  reservoirs  of 
arboviruses  and  a past  history  of  epidemic  disease 
in  Florida  dictate  that  we,  as  clinicians,  assume 
primary  responsibility  for  early  case  detection. 
We  may  do  this  only  by  regular  submission  of  ap- 
propriate specimens  for  virus  isolation  and  sero- 
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logic  study,  and  by  prompt  case  reporting  to  pub- 
lic health  officials.  Without  our  continuing  partic- 
ipation, programs  of  epidemic  disease  surveillance 
are  doomed  to  failure,  and  control  measures  insti- 
tuted in  the  event  of  an  epidemic  may  offer  too 
little,  too  late. 

In  the  preceding  discussions,  much  attention 
was  devoted  to  a consideration  of  the  indications 
for  and  appropriate  choice  of  prophylaxis  in  pyo- 
genic bacterial  meningitis.  Each  of  the  authors 
agreed  that  infections  due  to  the  meningococcus 
were  the  only  possible  indication  for  prophylaxis. 
There  was  also  general  agreement  that  prophylaxis 
should  be  reserved  for  those  having  prolonged  and 
intimate  contact  with  the  patient.  Examples  of 
crowded  living  conditions  in  which  secondary 
cases  are  likely  to  occur  are  military  recruit  train- 
ing barracks,  vessels  at  sea,  certain  unpartitioned 
dormitories,  or  homes  in  which  three  or  more 
individuals  sleep  in  the  same  bedroom.  There  can 
be  little  doubt  of  the  former  efficacy  of  sulfadi- 
azine appropriately  administered  in  prevention  of 
secondary  cases  among  contacts  during  their 
period  of  greatest  risk  (up  to  ten  days  following 
contact). 1 However,  the  former  usefulness  of 
sulfadiazine  has  been  severely  limited  by  the 
widespread  emergence  of  resistant  strains  of  me- 
ningococci. Other  antimicrobial  drugs  such  as  tet- 
racycline, erythromycin,  penicillin  G,  ampicillin, 
and  chloramphenicol — each  possessing  a high  de- 
gree of  activity  against  meningococcal  growth  in 
vitro  and  of  efficacy  in  therapy  of  meningococcal 
disease — have  failed  to  eradicate  the  carrier  state 
or  prevent  acquisition  of  disease.  Recently,  cases 
of  meningococcal  meningitis  have  been  observed 
to  develop  in  patients  while  they  were  receiving 
penicillin  orally  or  intramuscularly.  Thus,  the 
need  for  a uniformly  effective  prophylactic  agent 
remains.  Since  the  seminar  in  May,  two  possible 
solutions  to  this  problem  have  been  offered. 

Rifampin,  a new  antimicrobial  agent,  has  been 
demonstrated  to  be  highly  efficacious  in  eradica- 
tion of  meningococci  from  known  carriers. ^ This 
drug,  although  still  investigational,  has  been  wide- 


ly used  in  treatment  of  tuberculosis,  wherein  its 
efficacy  and  relative  lack  of  toxicity  have  been 
substantiated.  Rifampin  has  been  active  against 
all  sulfadiazine  susceptible  and  resistant  menin- 
gococcal strains  studied  thus  far.  Mutant  strains, 
resistant  to  rifampin,  have  been  induced  in  the 
laboratory.  However,  emergence  of  resistant 
strains  in  man  will  likely  not  become  a problem,  if 
rifampin  is  reserved  for  cases  at  high  risk  and  is 
administered  judiciously.  Penicillin  G will  remain 
the  agent  of  choice  in  treatment  of  meningococcal 
meningitis  and  bacteriemia. 

The  second  advance  has  been  toward  develop- 
ment of  meningococcal  vaccines.-  Investigators 
at  the  Walter  Reed  Army  Institute  of  Research 
have  succeeded  in  extracting  and  purifying  a poly- 
saccharide component  of  several  of  the  common 
serogroups  of  meningococci.  These  polysaccha- 
rides (from  Groups  A and  C meningococci)  ap- 
pear nontoxic  in  man  and  their  administration  has 
been  followed  by  a brisk  antibody  response. 
Limited  early  studies  among  susceptible  military 
recruits  suggest  that  immunization  with  the  Group 
C polysaccharide  may  prevent  acquisition  of 
Group  C meningococci  in  the  nasopharynx.  Thus, 
both  the  recognition  of  the  activity  of  rifampin 
and  the  vaccine  trials  hold  promise  for  future 
usefulness  in  the  prevention  of  meningococcal  in- 
fections. 

There  can  be  little  doubt  that  dealing  with 
infections  of  the  central  nervous  system  presents 
a tremendous  challenge  to  the  physician.  As  clini- 
cians, we  are  seldom  presented  with  similar  op- 
portunities to  have  a broad  impact — on  the  pa- 
tient, his  family  and  his  community — in  a rapidly 
changing  and  e.xciting  area  of  medicine. 
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Exercise,  Diet  and  Other  Factors 
on  Blood  Lipids 


Christian  W.  Zauner,  Ph.D.,  and  Edward  W.  Swenson,  M.D. 


The  major  blood  lipids  are  cholesterol,  trigly- 
cerides, and  phospholipids.  Their  concentrations 
in  blood  vary  among  individuals  and  show  diurnal 
and  seasonal  fluctuations.  A number  of  other  fac- 
tors contribute  to  the  concentration  of  lipids  in 
the  blood. 

The  ingestion  of  a fatty  meal  increases  lipid 
concentration  to  the  point  that  the  plasma  may 
become  opaque.  This  condition  is  referred  to  as 
postprandial  or  alimentary  lipemia.i-^ 

The  purpose  of  this  paper  is  to  summarize  the 
available  scientific  literature  in  order  to  elucidate 
the  relationships  between  such  factors  as  diet,  ex- 
ercise, age,  sex,  body  composition,  personality, 
heredity  and  physical  status  with  blood  lipid  con- 
centration and  alimentary  lipemia. 

Diet.ary  and  .\bsorptive  .\spects.  When 
cholesterol  is  fed  in  an  absorbable  form,  it  shortly 
appears  in  the  serum.®  This  exogenous  form  is 
conjugated  to  protein  as  it  is  absorbed  from  the 
sm.all  intestine,  enters  the  blood  via  the  thoracic 
duct  lymph  and  travels  in  the  blood  stream  as 
chylomicrons.  On  the  other  hand,  cholesterol 
manufactured  within  the  body  (endogenous)  is 
believed  to  be  in  the  plasma  in  soluble  form. 
Therefore,  it  is  thought  that  changes  in  exogenous 
cholesterol  may  affect  the  chylomicron  count  and 
serum  lactescence.  Changes  in  endogenous  choles- 
terol do  not. 

When  Yemenite  Jews  changed  to  a rich  West- 
ern diet,  they  gained  weight  and  demonstrated 
elevated  blood  lipid  concentrations.*  Increased 
incidence  of  electrocardiographic  abnormalities 
was  also  noted. 

.\  dietary  supplement  of  yoghurt  was  fed  to 
h\percholesterolemic  patients.*  The  yoghurt  was 
low  in  fat  content  and  cholesterol  but  had  a heavy 
concentration  of  lactobacilli,  bacteria  thought  to 
facilitate  intestinal  absorption.  Xo  change  was 
noted  in  cholesterol  levels. 
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Interference  with  intestinal  absorption  has 
been  found  to  reduce  blood  lipid  levels,  both 
chronically  and  after  meals.  Lowered  blood  choles- 
terol levels  were  found  after  ileal  exclusion.® 
Similarly,  sprue  interfered  with  fat  absorption  in 
Puerto  Rican  men  thereby  reducing  serum  choles- 
terol levels. .\lso  related  may  be  certain  anti- 
biotics not  only  effective  in  altering  intestinal 
flora  but  also  in  reducing  cholesterol  concentra- 
tion.n 

Exercise. — A single  bout  of  rather  intense 
isotonic  exercise  produces  lipemia  and  hyper- 
cholesterolemia.12-14 

There  is  little  dispute  that  either  pre-meal  or 
post-meal  exercise  reduces  the  magnitude  and  du- 
ration of  postprandial  lipemia.i-^-is-ir  Since  tri- 
gh'cerides  are  found  in  heavy  concentration  in  the 
chylomicra  and  since  postprandial  lipemia  is  com- 
monly estimated  from  measurement  of  serum  lacte- 
scence, it  may  be  logically  assumed  that  the  post- 
prandial level  of  triglycerides  might  also  be  re- 
duced by  exercise.  IMild  exercise  has  been  ob- 
served to  be  at  least  as  effective  as  strenuous  exer- 
cise in  facilitating  these  phenomena. n The  mech- 
anism is  probably  humoral,i-i*  although  some 
workers  believe  it  is  due  to  delay  in  intestinal  ab- 
sorption. Clearance  of  postprandial  lipemia  may 
be  a function  of  epinephrine^*  and  infusion  of 
lactic  acid  reduces  free  fatty  acid  concentration. 
Finally,  plasma  triglycerides  decrease  when  de- 
pleted glucose  stores  are  replenished. 20  .All  these 
factors  may  be  related  to  clearance  of  alimentary 
lipemia  after  exercise. 

.Age. — Many  studies  indicate  that  concentra- 
tions of  lipids  in  men  increase  with  age. 21-29 
Others  disagree® ®-®i  and  our  own  work  has  shown 
that  elevated  blood  lipid  levels  are  more  closely 
related  to  habitual  sedentarj^  habits  than  to  age.® 2 
This,  we  believe,  is  a sociological  phenomenon. 
A^'estern  man  characteristically  becomes  more 
sedentary  with  age  and  may  even  avoid  activity. 

Sex. — The  human  female  may  have  little  dif- 
ficulty with  elevated  blood  lipid  concentrations 
until  she  reaches  menopause,  at  which  time  her 
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endocrine  function  becomes  more  like  that  of  her 
male  counterpart.^-'*-***  After  menopause,  women 
as  a proup  may  have  even  more  problems  w'ith 
faulty  fat  metabolism  than  do  men  of  similar 
ap;e.~*  Many  males,  however,  who  have  a tenden- 
cy toward  problems  of  this  nature,  die  before 
reaching  this  age,  thus  leaving  a relatively  healthy 
male  population  for  purposes  of  comparison. 

Body  Composition. — Mesomorphs  typically 
have  elevated  cholesterol  levels** especially 
when  they  grow  older  and  gain  weight.^®  How- 
ever, elevated  levels  have  been  found  in  individ- 
uals of  all  body  types  when  they  become 
obese.'***- **  For  example,  cholesterol  levels  have 
been  related  significantly  to  obesity  as  estimated 
by  the  subscapular  skinfold.* --*-"*  Studies  in  our 
laboratory  revealed  a significant  negative  relation- 
ship between  percent  of  lean  body  mass  and  both 
fasting  and  postprandial  lipemia.** 

Personality  Factors. — They  appear  to  affect 
lilood  lipid  concentrations.**  Gregarious  types 
have  higher  serum  lipid  lipoprotein  levels  than 
do  less  outgoing  types.*'  A personality  test 
predicts  pronene.ss  to  ischemic  heart  disease  and 
elevated  blood  lipids.*-"’  The  factor  indicating 
such  problems  is  “time  awareness.”  The  “stress 
of  modern  living”  has  been  associated  with  an 
increase  in  blood  lipids.***-*"  The  .stress  of  exer- 
cise does  this  also*^-**  as  does  traumatic  shock.*** 
The  caffeine  ingested  in  coffee  has  lieen  shown 
to  induce  an  increase  in  free  fatty  acids  in  the 


serum  and  this  is  probably  a stresslike  response.*** 
The  same  workers  could  not  produce  an  elevation 
of  free  fatty  acids  with  decaffeinated  coffee.  In- 
creased calcium  inge.stion  has  licen  reported  to 
significantly  decrease  fasting  scrum  cholesterol  and 
triglycerides.*^**  One  is  tempted  to  hypothesize 
that  blood  lipid  levels  could  be  balanced  with 
cafe  an  lait. 

Heredity. — Faulty  lipid  metabolism  has  been 
associated  with  some  hereditary  factors.-"’*  For 
example,  diabetes  is  hereditary  and  often  accom- 
panied by  abnormal  blood  lipid  patterns.****--"’** 

Lipids  and  Incidence  of  Disease. — The  pos- 
sibility that  lipemia  might  be  an  important  factor 
in  the  etiology  of  atherosclerosis  was  originally 
di.scussed  more  than  two  decades  ago.-"’**  Choles- 
terol was  first  considered  to  be  particularly  dan- 
gerous, but  later  examinations  suggest  that  ele- 
vated triglycerides  represent  the  major  vil- 
lain,****-*** being  more  closely  correlated  with 
ischemic  heart  disease  and  cerebrovascular  dis- 
ease. Lipemia  has  also  been  associated  with  short- 
ened blood  coagulation  time, '-*■*'•*’2-**-^  inhibited 
fibrinolysis,****-***  and  reduced  blood  flow  through 
the  myocardium.**” 

Lipid  Levels  and  Physical  Performance. — 
The  so-called  oral  fat  tolerance  test  has  been 
found  useful  in  identifying  individuals  with  faulty 
lipid  metabolism.**--"’  A recent  report  describes  a 
superior  physical  performer  (H.S.)  who  showed 
an  intense  response  to  the  oral  fat  tolerance  test 


Table  1.  — Comparison 

OF  Blood  Lipids 

AND  Physical 

Performance  \'ariable. 

H.S. 

WITH 

Others 

Weeks 

OF  Training 

0 

2 

4 

6 

8 

Mean  fasting  serum 
cholesterol  mg.% 

246.7 

238.5 

232.1 

231.2 

273.4 

Fasting  serum 
cholesterol  for  H.S. 

350.0 

450.0 

349.0 

371.0 

425.0 

Mean  fasting 
total  lipids 

742.8 

741.6 

708.9 

730.0 

822.7 

Fasting  total 
lipids  for  H.S. 

1262.0 

1080.0 

1070.0 

1130.0 

1340.0 

Mean  postprandial 
serum  optical  density 

0.834 

0.568 

0.558 

0.643 

0.524 

Postprandial  serum 
optical  density  for  H.S. 

1.699 

1.222 

0.521 

0.800 

1.496 

Mean  % treadmill  slope 
at  heart  rate  160 

9.1 

13.9 

16.9 

17.3 

16.8 

% Treadmill  slope  for 
H.S.  at  heart  rate  160 

12.0 

17.0 

20.0 

24.0 

20.0 

Mean  heart  rate  at  5% 
treadmill  slope 

140.9 

124.2 

114.0 

111.8 

115.6 

Heart  rate  at  5%  tread- 
mill slofie  for  H.S. 

125.0 

109.0 

110.0 

105.0 

109.0 
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and  abnormal  lipid  fractions  despite  a normal 
glucose  tolerance  test.®®  His  data  in  comparison 
to  the  means  of  the  data  of  other  subjects  reported 
in  the  same  series®®  are  reproduced  in  Table  1. 

Habitually  physically  active  subjects  seem  to 
have  greater  increases  in  blood  fat  levels  as  a 
result  of  a period  of  physical  exercise  than  do 
sedentary  subjects.'®  We  have  often  noticed 
this  phenomenon  in  our  laboratory,  and  further- 
more find  it  more  pronounced  in  the  mesomorph 
as  opposed  to  other  body  t\pes. 

The  reticuloendothelial  system  actively  takes 
up  fats  from  the  blood. it  has  been  hypo- 
thesized that  reticuloendothelial  cells  in  the  lung 
may  be  important  in  taking  up  blood  lipids. 
Since  pulmonary  blood  flow  is  increased  in  exer- 
cise, it  is  conceivable  that  the  lungs  are  partially 
responsible  for  the  hastened  clearance  of  alimen- 
tary lipemia  seen  as  a result  of  physical  activity. 


Physical  Status. — Although  evidence  to  the 
contrary  does  exist®-®®’**  there  is  considerable 
scientific  support  for  the  hypothesis  that  good 
physical  fitness  and  improvement  in  physical  con- 
dition through  training  are  accompanied  by  re- 
duced blood  lipid  levels.*®-*®  Triglycerides  par- 
ticularly seem  to  be  sensitive  to  training.*'  Cho- 
lesterol levels  have  been  observed  to  drop  with 
training  only  when  there  is  a concurrent  weight 
loss.**  Reduction  in  triglyceride  levels  through 
training  is  probably  related  to  the  fact  that  the 
triglyceride  molecule  can  be  converted  to  glyxerol 
and  fatty  acids  and  then  metabolized  for  energy- 
release.  Such  is  not  true  of  the  cholesterol  mole- 
cule.*® It  is  important  to  emphasize  that  the 
greatest  reduction  in  both  triglycerides  and  cho- 
lesterol concentration  has  been  found  in  subjects 
with  hyperlipemia  initially. 

Epidemiological  studies  reveal  clearly  that 


Rest 


1%  slope* 


6%  slope* 


10%  slope* 


1 min.  post-exercise* 


5 min.  post-exercise 


* Significant  S-T  segment  depression. 

Fig.  1. — Resting  and  exercise  ECG  (treadmill  - 3.5  mph).  Transthoracic  bipolar  lead  (5/31  68). 
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habitually  active  populations  have  lower  mean 
blood  lipid  levels, smaller  response  to  dietary 
fat  intake,  32,84.86  and  reduced  incidence  of  cor- 
onary heart  disease,®^ Once  these  disease 
states  are  established,  it  is  hoped,  but  by  no  means 
proved,  that  whole  body  physical  conditioning 
can  cause  them  to  remit.  A patient  of  ours  has 
encouraged  us  into  thinking  with  the  optimists. 
Data  relating  to  his  condition  follow: 

This  patient  was  a SO-year-old  sedentary  professor  who 
noted  atypical  angina  (left  mid-axillary  line)  under 
situations  of  intellectual-emotional  fatigue  but  not 
exertion.  His  mother  had  suffered  a fatal  stroke  at 
age  47.  After  complete  cardiopulmonary  evaluation, 
we  placed  him  on  a progressive  physical  conditioning 
program.  The  response  of  his  exercise  ECG  and  blood 
lipid  levels  are  shown  in  Figures  1 through  4. 

It  is  significant  that  although  one  would  in- 
terpret this  patient’s  ECG  as  improved,  no  im- 
portant changes  are  evidenced  in  his  lipid  tol- 


erance curve.  Perhaps  the  underlying  causes  of 
ischemic  heart  disease  cannot  be  altered  through 
training,  but  such  activity  may  precipitate  re- 
mission of  ECG  abnormalities. 

Summary 

In  summary,  research  generally  supports  the 
following  concepts: 

Physical  training  can  reduce  lipid  levels,  es- 
pecially triglyceride  concentration,  if  these  levels 
are  elevated  initially. 

Pre-meal  or  post-meal  exercise  reduces  the 
magnitude  and  duration  of  postprandial  lipemia. 

Acquired  obesity  increases  both  triglyceride 
and  cholesterol  concentration. 

Weight  loss  precipitates  a drop  in  fasting  ser- 
um cholesterol.  This  may  be  the  mechanism  un- 
derlying the  effectiveness  of  training  as  a reducer 
of  lipid  concentration. 


10%  slope* 


1 min,  post-exercise 


5 min.  post-exercise 


* Significant  S-T  segment  depression 

Fig.  2. — Resting  and  exercise  ECG  (treadmill  - 3.5  mph).  Transthoracic  bipolar  lead  (7/17/68). 


J.  FLORIDA  M.AVJANUARY  1970 


3,1 


The  method  of  choice  for  reducing  chances  of 
heart  and/or  arten.*  disease  appears  to  be  graded 
progressive  training  and  gross  reduction  of  dietary 
saturated  fats.  This  will  aid  in  keeping  the  body 
weight  stabilized  and  lipid  concentrations  con- 
stant. According  to  De  Haen,®*  the  use  of  hv'po- 
cholesterolemic  drugs  presently  is  not  entirely 
safe. 

Future  Research 

Some  questions  to  which  we  hope  to  address 
our  future  research: 

Is  the  triglyceride  concentration  lower  in  ha- 
bitually active  people? 

How  dangerous  are  the  post-meal  nap  and 


the  midnight  snack? 

Does  an  increase  of  percent  lean  body  mass 
with  weight  held  constant  affect  blood  lipid  levels? 

Can  an  individual’s  response  to  the  oral  fat 
tolerance  test  be  altered? 

How  does  the  athlete  handle  dietary  fats,  and 
how  efficient  is  he  at  mobilizing  and  clearing 
fats? 

What  part  does  the  lung  play  in  fat  metabo- 
lism? Is  it  in  fact  a metabolic  organ? 

References  are  available  from  the  author  upon  request. 

^ Dr.  Swenson,  University  of  Florida  College  of 
Medicine,  Gainesville  32601. 


1%  slope 


6%  slope 


5 rain,  post  exercise 


* Significant  S-T  segment  depression; 

Fig.  3.— Resting  and  exercise  ECG  (treadmill  - 3.5  mph).  Inferior-superior  sternal  lead,  telemetered  (1/31  69). 
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Doctor,  Please  Mark  These 
Dates  on  Your  Calendar: 
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Optical 

Density 


Fasting  357 
Postprandial  Hours 
3/13/69 

400 


Fasting  3 5 

Postprandial  Hours 
Fig.  4. — Lipid  tolerance  curves. 
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for  the  debilitated 
geriatric  patient 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid  . 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Bi2- 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Let’s  be  specific  about  Campbell’s  Soups... 

There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,400  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to; 

Campbell  Soup  Company,  Box  265,  Camden,  N.  J.  08101 


Each  tablet  cantains  ethynodiol  diacetate  1 mg.,  mestranal  0.1  mg. 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well 

so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 


when  she  will  have  additional  children ^ ^ > 

and  how  many  she  will  have.  . ! V- f 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs. . .to  plan  for  her  family’s  future. 

She  con  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen;  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof”  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
on  her  side. 

Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 

Indication-Oral  contraception. 

Confraindications-Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly 
impaired  liver  function,  known  or  suspected  carcinoma  of  the  breast, 
known  or  suspected  estrogen-dependent  neoplasia,  undiagnosed  ab- 
normal genital  bleeding. 

Warnings-Watch  for  the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  em- 
bolism, retinal  thrombosis);  if  present  or  suspected  discontinue  the 
drug  immediately. 

British  studies  reported  in  April  1968''^  estimate  there  is  a seven- to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contraceptives.  In  these  controlled 
retrospective  studies,  involving  36  reported  deaths  and  58  hospitali- 
zations due  to  "idiopathic"  thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed  between  users  and  non-users 
were  highly  significant.  The  conclusions  reached  in  the  studies  are 
summarized  In  the  table  below; 

Comparison  of  Mortality  and  Hospitalization  Rates  Due  to  Thromboem- 
bolic Disease  in  Users  and  Non-Users  of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization  Rates 
(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral  Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

ft 


No  comparable  studies  are  yet  available  in  the 
United  States.  The  British  data,  especially  as  they 
indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to 
women  in  other  countries  in  which  the  incidences 
of  spontaneously  occurring  thromboembolic  dis- 
ease may  differ. 

Discontinue  medication  pending  examination  if 
there  is  sudden  partial  ar  complete  loss  of  vision, 
or  sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. Withdraw  medication  if  papilledema  or 
retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has 
nat  been  demonstrated,  it  is  recommended  that 
pregnancy  be  ruled  out  for  any  patient  who  has 
missed  two  consecutive  periods  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  ad- 
hered to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contra 


ceptives  has  been  identified  in  the  milk  of  mothers  receiving  these 
drugs.  The  long-range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time. 

Precaufions-Pretreatment  physical  examination  should  include  spe- 
cial reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou 
smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by 
Ovulen.  Therefore,  it  is  recommended  that  such  tests  if  abnormal  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the 
influence  of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention, 
conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  ob- 
servation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  con- 
sider nonfunctional  causes.  Adequate  diagnostic  measures  are  indi- 
cated in  undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discantinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  ob- 
served carefully  while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen 
should  be  used  judiciously  in  young  patients  in  whom  bone  growth 
is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor, 
although  Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  rel- 
evant specimens  are  submitted. 

Adverse  Reacfions-A  statistically  signifcant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious 
adverse  reactions;  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confrmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions;  cerebrovascular  accidents,  neuro-ocu- 
lar lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  re- 
ceiving oral  contraceptives;  nausea,  vomiting,  gastrointestinal  symp- 
toms (such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding, 
spotting,  change  in  menstrual  fow,  amenorrhea  during  and  after 
treatment,  edema,  chloasma  or  melasma,  breast  changes  (tenderness, 
enlargement,  secretion),  change  in  weight,  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lactation  when  given  im- 
mediately post  partum,  cholestatic  jaundice,  migraine,  allergic  rash, 
rise  in  blood  pressure  in  susceptible  individuals,  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
frmed nor  refuted;  anovulation  post  treatment,  pre- 
menstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  ner- 
! vousness,  dizziness,  fatigue,  backache,  hirsutism,  loss 
of  scalp  hair,  erythema  multiforme  and  nodosum, 
hemorrhagic  eruption,  itching.  The  following  laboratory 
results  may  be  altered  by  oral  contraceptives;  hepatic 
function;  increased  sulfobromophthalein  and  other 
tests;  coagulation  tests;  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function;  increase 
in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values,-  metyrapone  test; 
pregnanediol  determination. 

References;  1.  Inman,  W.  H.  W.,  ond  Vessey,  M.  P.: 

. .-  Brit.  Med.  J.  2:193-199  |Apfil  27|  1968.  2.  Vessey,  M.  P., 

V ond  Doll,  R.:  Brit.  Med.  J.  2:199-205  (April  27)  1968. 

Before  prescribing  see  complete  prescribing  information. 


Where  “The  Pill”  Began 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory'  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try'  Dimetapp.  It  clearly  works. 


FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs' 

Dimeiane*  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BRE.YTHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined. he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia. have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY  /I'H'DOBINS 
RICHMOND. VA.23220  ri 


Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 

chancroid 

diphtheria 

endocarditis 

genitourinary 

infections 

gonorrhea 

granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


itraindications:  Hypersensitivity  to 
acycline. 

rning:  In  renal  impairment,  since 
r toxicity  is  possible,  lower  doses 
indicated;  during  prolonged  therapy 
sider  serum  level  determinations, 
'todynamic  reaction  to  sunlight  may 
ar  in  hypersensitive  persons, 
'tosensitive  individuals  should 
id  exposure;  discontinue  treatment 
in  discomfort  occurs, 
cautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  5^/n— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— 
angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young 
infants.  Tee?/;— yellow-brown  staining; 
enamel  hypoplasia,  fi/oor/— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/vw— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


Achromycin  V 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Announcing  the  Thirty-Third  Annual  Meeting  of 
THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 
Conference  Headquarters  — The  Roosevelt  Hotel 
March  2,  3,  4,  5.  1970 
GUEST  SPEAKERS 


John  J.  Bonica,  M.D.,  Seattle  Wash. 
Anesthesiology 

John  R.  Hill,  M.D.,  Rochester,  Minn. 

Colon  and  Rectal  Surgery 
Walter  B.  Shelley,  M.D.,  Philadelphia,  Pa. 
Dermatoiogy 

H.  M.  Pollard,  M.D.,  Ann  Arbor,  Mich. 

Gastroenterology 
Walter  Lane,  M.D.,  Tampa,  Fla. 

General  Practice 

Henry  Clay  Frick,  II,  M.D.,  New  York,  N.  Y. 
Gynecology 

William  H.  Crosby,  M.D.,  Boston,  Mass. 
Internal  Medicine 

Thomas  L.  Petty,  M.D.,  Denver,  Colo. 
Internal  Medicine 

David  N.  Danforth,  M.D.,  Chicago,  III. 
Obstetrics 

Jack  A.  Dillahunt,  M.D.,  Albuquerque,  N.  M. 
Ophthalmology 


John  J.  Niebauer,  M.D.,  San  Francisco,  Calif. 
Orthopedic  Surgery 

William  K.  Wright,  M.D.,  Houston,  Tex. 
Otolaryngology 

Omer  E.  Hagebusch,  M.D.,  St.  Louis,  Mo. 
Pathology 

Chester  M.  Edelmann,  Jr.,  M.D.  Bronx,  N.  Y. 
Pediatrics 

Howard  P.  Rome,  M.D.,  Rochester,  Minn. 
Psychiatry 

Wendell  P.  Stampfli,  M.D.,  Denver,  Colo. 
Radiology 

Joel  W.  Baker,  M.D.,  Seattle,  Wash. 

Surgery 

Edwin  J.  Wylie,  M.D.,  San  Francisco,  Calif. 
Surgery 

Ralph  A.  Straffon,  M.D.,  Cleveland,  Ohio 
Urology 


Lectures,  symposia,  clinicopathologic  conference,  round-table  luncheons,  medical  motion  pictures,  tech- 
nical exhibits,  and  entertainment  for  visiting  wives. 

(All-inclusive  registration  fee  — $35.00) 

This  program  is  acceptable  for  twenty-two  (22)  prescribed  hours  and  nine  (9)  elective  hours  by  the 
American  Academy  of  General  Practice. 

For  information  concerning  the  Assembly  meeting  write  Secretary,  The  New  Orleans  Graduate  Medical 
Assembly,  Room  1538,  1430  Tulane  Avenue,  New  Orleans,  Louisiana  70112. 


HOSPITAL 

.Formerly  Hill  Crest  Sanitarium, 


7000  5TH  AVENUE  SOUTH 
Box  2896,  Woodlawn  Station 
Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered 
independent  hospital  for 
intensive  treatment  of 
nervous  disorders . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  43 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 

In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


Ill 


MEDICAL  DIRECTOR; 

James  A.  Becton,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTORS: 

James  K.  Ward,  M.D.,  F.A.P.A. 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRI- 
VATE  PSYCHIATRIC  HOSPITALS  . . . 
ALABAMA  HOSPITAL  ASSOCIATION  . . . 
BIRMINGHAM  REGIONAL  HOSPITAL 
COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals. 
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editorial 


Franz  Stetvart 

Protect  Each  To  Serve  All 

f'ree  your  imagination  or  your  memory  and 
see  a hospital  some  25  years  ago.  This  is  a good 
hospital  and  on  the  wards  are  many  sick  people 
who,  at  least  during  their  sickness,  are  wards  of 
the  county.  Those  who  come  through  certain 
doors  or  are  tagged  with  certain  diagnoses  are 
cared  for  on  the  medical  floors. 

It  is  important  to  the  patient  and  for  intern 
training  to  have  a system  whereby  e.xperts  in  the 
several  subspecialties  can  e.xert  their  knowledge 
in  depth  to  improve  training  and  patient  care. 
.\n  orderly  system  exists.  On  Monday  the  phy- 
sicians from  the  general  medical  service  make 
rounds  and  supervise  management.  On  Tuesday 
the  gastroenterologists  make  rounds.  Then  on 
Wednesday  the  cardiologists  are  in  charge.  Thurs- 
day the  diabetes  and  metabolism  service  make 
rounds.  Friday  the  rotation  begins  again.  The 
nephrologists,  rheumatologists,  infectious  disease 
or  medical  chest  services  were  not  present  to  take 
a turn. 

With  this  organized  system,  the  patient  has 
direction  to  his  medical  care  only  if  the  intern 
can  successfully  hide  him  from  rounding  on  some 
days  or  even  on  all  days.  Care  depends  upon 
the  skill  and  agility  of  the  intern. 

On  other  floors  are  people  who  chose  their  own 
physician  and  are  not  wards  of  the  county.  This 
permits  a personal  relationship  between  physician 
and  patient  but  offers  little  chance  for  the  intern 
to  gain  stimulus  or  information.  The  quality  of 
care  is  an  individual  matter  and  there  is  almost 
no  supervision  or  internal  quality  control.  The 
result  is  good  care  for  some  and  inadequate  care 
for  others. 

Now  rein  in  your  imagination  and  let  memory 
escape  all  the  intervening  years  and  improvements. 
Notice  the  methods  of  internal  quality  control 
which  have  developed  by  group  effort. 

Economic  aid,  especially  government  financ- 
ing, has  taken  many  of  the  patients  from  the  cate- 
gory of  county  wards  and,  potentially  at  least. 
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From  the  Editor 


they  can  choose  hospital  or  physician  on  the  open 
market.  This  hopefully  gives  them  the  advantage 
and  dignity  of  individualized  care. 

The  problems  are  the  same.  There  are  wards 
of  the  county  and  these  sick  people  must  have 
skilled  medical  care  and  the  dignity  and  person- 
alized attention  needed  to  recover.  There  are 
others  who  should  have  a choice  of  physician 
either  because  they  can  buy  this  themselves,  or 
because  government  or  other  means  supplies  this 
dignity  of  choice  to  them.  The  physicians  must 
impose  quality  control  on  medical  management. 
Good  medical  training  of  interns  is  necessary  and 
this  requires  e.xposure  to  the  guidance  of  person- 
alized broad  medical  care  with  an  opportunity  to 
watch  the  interplay  of  the  various  subspecialties. 
At  the  same  time  the  intern  must  have  a chance 
to  try  himself  out,  to  exercise  independent  judg- 
ment and  action. 

These  problems  seem  to  conflict  but  this  is 
because  each  person  involved  sees  each  problem 
only  from  his  own  vantage  point.  This  will  always 
be  true  in  some  degree,  but  when  there  is  leader- 
ship to  consider  the  needs  of  patient  care,  intern 
training,  and  the  needs  of  each  physician  regard- 
less of  his  status  other  than  medical  ability  and 
contribution,  then  a team  effort  will  answer  the 
problems.  This  does  work  and  the  quality  of  care 
and  quality  of  training  improve  each  other. 

Now  walk  the  floors  of  this  same  hospital  and 
see  the  search  for  a simple  answer  still  going  on. 
It  is  logical  to  make  all  teaching  patients  ward 
patients,  without  regard  to  whether  or  not  they 
are  wards  of  the  county.  Have  the  intern  in 
charge  take  the  lead  under  guidance  of  an  ap- 
pointed physician  who  makes  rounds  but  also  have 
in  charge  the  physician  who  was  chosen  by  the 
patient.  If  the  intern  avoids  communication  and 
can  balance  the  doctors  quietly  and  skillfully, 
then  the  patient  will  get  medical  direction  accord- 
ing to  the  skill  and  agility  of  the  intern.  On  the 
other  hand  with  cooperation  between  the  intern, 
teaching  team,  and  the  responsible  physician,  the 
plan  can  surely  work.  What  a charge  this  is  to 
the  leaders  to  keep  the  communications  open,  to 
protect  the  interests  of  all,  and  avoid  the  pitfalls 
presented  by  income  from  the  government.  Physi- 
cians tend  to  be  individualists  regardless  of  the 
direction  of  their  labors.  The  view  from  each 
vantage  point  can  focus  in  the  same  direction,  but 
this  requires  the  humility  and  confidence  to  be 
certain  the  advantage  to  all  will  be  served  best 
by  the  protection  and  stimulus  to  each  one. 
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Convalescing . . . but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient:  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions. 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets. 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

EQUANIi:  ra 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


SUSTAINED 
RELEASE 
VITAMIN  C 


CEVI 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Mylanta 
24  million  hours 

a day* 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G,l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


PHARMACEUTICALS  Pasadena,  Calif.  91109 


Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  tS'899 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing; may  be  habit  forming). 


AMBAR '2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications;  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica> 
tions:  Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  H.  robins  company,  >1,l-I»r)nRIN*i 

RICHMOND,  VA.  232:0  ^ '' 


"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting,  in  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
alike,  either. 


MeadJdiTiHjjn  -pharmaceuticals  created  for  your  specialized  clinical  needs 


wiien  your  patients 
need  eontinuous 
potassium 
supplemeiitation... 


they  need  die  proved 
effeetiveness  and  safety  of 


Each  effervescent  tablet  supplies:  2.5  Gm.  potassium  bicarbonate 
(25  mEq.  elemental  potassium),  2.1  Gm.  citric  acid,  cyclamic  acid 


Three  clinical  studies*  confirm  the  effectiveness 
of  good  tasting  K-Lyte  as  a source  of  supple- 
mental potassium  to  increase  low  levels  of 
serum  potassium  and  to  maintain  normal 
levels.  Patients  were  on  continuous  diuretic 
therapy  and  salt-restricted  diets.  K-Lyte  dosage 
was  one  tablet  b.i.d. 


Serum  Potassium  Levels  (in  mEq./L) 


Number  of 
patients 

Mean  initial 
value 

Mean  final 
value 

14 

3.23 

4.83 

16 

3.50 

4.40 

25 

4.52 

4.47 

K-Lyte  can  offer  effective  potassium  supple- 
mentation without  the  gastrointestinal  com- 
plications sometimes  associated  with  potassium 
chloride  tablets  and  thiazide-potassium  chloride 
combination  therapy.  Effervescent  K-Lyte  is 
taken  in  solution,  speeding  up  absorption  to 
avoid  these  hazards. 


Composition;  Each  tablet  contains  potassium  bicarbon- 
ate (^5  Gm.),  citric  acid  (2.1  Gm.),  cyclamic  acid,  arti- 
ficial flavor  and  color. 

Contraindications:  When  renal  function  is  impaired,  or 
if  the  patient  has  Addison’s  disease,  potassium  supple- 
mentation should  not  ordinarily  be  instituted. 
Precautions:  Should  not  be  used  in  patients  with  low 
urinary  output  unless  under  the  supervision  of  a physi- 
cian. In  established  hypokalemia,  attention  should  be 
directed  toward  correction  of  frequently  associated  hypo- 
chloremic alkalosis  and  other  potential  electrolyte 
disturbances.  Patients  should  be  directed  to  dissolve 
tablet  in  stated  amount  of  water  to  assure  against  gastro- 
intestinal injury  associated  with  the  oral  ingestion  of 
concentrated  potassium  salt  preparations. 

Side  Effects:  While  nausea  has  been  reported  in  an  occa- 
sional patient,  K-Lyte  produces  no  serious  side  effects 
when  given  in  recommended  doses  to  patients  with 
normal  renal  function  and  urinary  output.  Potassium 
intoxication  causes  listlessness,  mental  confusion,  tingling 
of  the  extremities  and  other  symptoms  associated  with 
a high  concentration  of  potassium  in  the  serum. 
Administration  and  Dosage:  K-Lyte  effervescent  tablets 
must  be  dissolved  in  3 to  4 ounces  of  water  before  taking. 
Adults:  1 tablet  2 to  4 times  daily,  depending  on  the  re- 
quirements of  the  patient.  Two  tablets  (50  mEq.  of 
elemental  potassium)  supply  the  approximate  normal 
adult  daily  requirement. 

How  Supplied:  Effervescent  tablets— boxes  of  30  and  250 
(orange  or  lime). 

•Reports  on  file:  Medical  Research  Department, 

Mead  Johnson  Laboratories,  Evansville,  Indiana  47721 

©1970  MEAD  JOHNSON  A CO.MPANY  - EVANSVILLE.  INDIANA  47721  71770 


L-ABORATORI  ES 
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SPECIFICALLY,  to  thin  and  UqueF 
enacious  mucous  and  facilitate 


iits  removal  because . . . 

'4U> 


“Of  the  agents  which  influence  respiratory  tract  fluid,  only  two  are  worth 
considering,  the  iodides  and  glyceryl  guaiacolate.” 

Drugs  of  choice  1 962-1 963,  Modell  p.  478 

G.G.I.  contains  BOTH  Glyceryl  Guaiacolate  and  Calcium  Iodide  and 
AVOIDS  the  usual  interfering  ingredients  present  in  many  expectorant 
preparations,  e.g.  antihistamines,  decongestants  and  antitussives. 

G.G.I.  Expectorant  . . . when  dry  unproductive  cough  is  clinically  significant 
especially  in  asthma,  emphysema  and  chronic  bronchitis. 


Federal 
Pharmaca! 
Corp.  ^ 

1260  N.E.  35  Street 

Ft.  Lauderdale,  Florida  33308 

Telephone  305  / 565-6070 


FORMULA:  Each  5 cc  contains 


Glyceryl  Guaiacolate  100  mg 

Calcium  Iodide,  Anhydrous 150  mg 

Alcohol  5%,  in  a tasty  base. 


DOSAGE:  As  an  expectorant:  Adults:  One  or  two  teaspoonfuls 
every  two  to  four  hours.  Children  6 to  10:  Half  to  one  teaspoonful 
every  two  to  four  hours.  Children  under  6:  As  directed. 
INDICATIONS:  To  thin  and  increase  bronchial  secretions,  especially 
in  Asthma,  Chronic  Bronchitis  and  Emphysema. 

PRECAUTIONS:  Evaluate  thyroid  function  and  watch  for  symptoms 
of  iodism  during  prolonged  therapy.  If  iodism  (skin  rash,  parotitis, 
ocular  irritation)  occurs  during  prolonged  therapy,  discontinue  use. 
CONTRAINDICATIONS:  Certain  cases  of  thyroid  disease  where 
iodine  is  contraindicated,  known  iodide  sensitivity,  pregnancy  (where 
fetal  thyroid  depression  may  occur).  Revised  Jan.  1968 


SUPPLY:  On  prescription  only  — pints  and  gallons. 


comment 
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1970  Benefit  Art  Show 


]\Iarion  S.  Gilliland 
(Mrs.  C.  H.) 


May  I put  in  a word  about  the  A^1.\-ERF 
Benefit  Art  Show  which  is  fa.st  becoming  a tra- 
ditional part  of  our  Florida  iMedical  .Association 
convention  each  year? 

Plans  are  underway  for  another  e.xpanded 
display  of  the  many  and  varied  artistic  talents 
of  the  medical  community.  Each  year  since  the 
beginning  in  1967,  the  show  has  grown  in  number 
and  variety  of  entries  submitted  by  Florida  phy- 
sicians and  their  wives.  Last  year  16  award  win- 
ners were  selected  from  79  entries  by  34  artists 
and  $410  was  contributed  to  .AM.A-ERF. 

This  year  we  will  have  two  new  categories; 
both  should  provide  additional  entries  and  inter- 
est. For  the  first  time  the  show  is  being  opened 
to  sons  and  daughters  of  Florida  physicians.  With 
their  bright  young  imaginations  and  creative 
talents  added,  there  should  be  new  levels  of 
artistic  expression  to  e.xplore  and  enjoy  at  the 
May  1970  show  at  the  Diplomat  Hotel. 

-Also,  a new  award  has  been  added  in  a special 
category — the  Editor’s  .Award.  Dr.  Franz  Stewart, 
editor  of  the  Journal,  is  contributing  an  award 
for  the  most  artistic  and  appropriate  entry  suit- 
able for  use  as  a cover  on  a future  issue  of  the 
Journal.  A^ou  are  all  aware,  I am  sure,  of  the 
beautiful,  subtle  and  completely  Florida  nature 
of  the  covers  of  the  Journal.  They  represent 
our  natural  heritage  as  citizens  of  Florida  and 
our  hope  for  the  future — as  a state,  as  a people, 
and  as  a profession  dedicated  to  serving  those 


Mrs.  Gilliland  is  president,  Woman’s  -Auxiliary  to  the  Florida 
Medical  .Association. 
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people.  Florida  medicine  as  practiced  today  is 
an  integral  part  of  life  in  our  state  and  it  will 
be  a part  of  the  heritage  of  future  Floridians. 
Surrounded  by  natural  beauties  and  enjoying  a 
full  life  afforded  us  all,  personally  and  profes- 
sionally, what  a wealth  of  material  for  inspiration 
to  artistic  expression. 

We  are  encouraging  artistic  endeavor  of  all 
kinds.  There  have  been  inquiries  about  entering 
poetry  and  specialized  crafts.  If  there  are  sufficient 
literary  entries  to  establish  a separate  category, 
we  will  plan  to  do  so.  If  there  are  enough  entries 
in  the  specialized  crafts  to  Avarrant  it,  we  will 
establish  a separate  category  for  them  also. 

The  -Art  Show  is  but  a toddler,  your  toddler, 
and  a A’igorous  and  fast-growing  one  we  hope. 
We  want  it  to  mirror  your  interests  and  talents; 
to  give  you  pleasure,  sharing  your  talent  with 
others  and  enjoying  their  talents  in  return  and 
incidentally,  in  a measurable  and  meaningful  way, 
to  lend  support  to  the  things  for  which  the  .Ameri- 
can Aledical  .Association  Education  and  Research 
Foundation  was  established  and  which  it  supports. 
A'our  entries  in  and  support  of  the  .AAI.A-ERF 
.Art  Show  at  the  FAI.A  convention  helps  to  main- 
tain your  practice  of  medicine  and  create  the 
knowledge  and  skills  produced  by  biomedical 
research  as  well  as  provide  for  the  education  of 
your  future  associates  and  successors. 

Plan  now  to  enter.  .An  entry  blank  will  be 
provided  in  a future  issue  of  the  Journal. 

► Mrs.  Gilliland,  324  Northwest  24th  Street, 
Gainesville  32601. 
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Embryonic  Blood  Flow  Patterns 
and  Heart  Development 

Some  Remarks  on  B.  L.  Guedes’  "Studies  of  Circulation  in  the  Embryonic  Chick  Heart” 

Tomas  Pexieder,  M.  D. 


In  his  paper  published  in  this  Journal,  May 
1968,  B.  Guedes  reached  the  conclusion  that 
“Separation  of  streams  (understand  spiral)  does 
occur  in  the  developing  chick  heart  with  virtually 
no  mixing  of  blood  during  its  passage  .... 
although  this  study  is  not  conclusive,  it  is  sug- 
gested that  disturbance  of  blood  flow  patterns 
is  a likely  cause  of  these  (understand  cardiovas- 
cular) anomalies.”  This  study  was  supported  by 
six  references,  three  of  them  papers  written  by 
Jaffee. 

Let  us  look  to  this  communication  a little  in 
detail.  It  is  an  old  tradition  in  writing  scientific 
papers  that  results  obtained  by  other  authors  up 
to  date  are  mentioned.  In  case  we  are  doing  the 
same  or  using  the  same  methods  as  others,  it  is 
useful  to  mention  the  difference  in  our  approach 
and  results.  Finally,  it  is  only  very  rarely  that  we 
present  nonconclusive  results,  the  conclusions  with 
some  statistical  weight  being  appreciated. 

The  influence  of  blood  flow  on  heart  develop- 
ment was  deduced  first  by  Beneke  in  1920  and 
not  by  Bremer  in  1932,  as  stated  by  Mr.  Guedes. 
Authors  such  as  Goerttler,  Jaffee,  IMoffat,  Patten, 
Kramer  and  Barry,  omitted  by  i\Ir.  Guedes  with 
the  exception  of  some  papers  by  Jaffee,  could  not 
follow  the  separate  course  of  any  labelled  laminar 
blood  stream  from  the  heart.  And  so,  as  in  the  case 
of  i\Ir.  Guede’s  study,  they  could  not  appreciate 
the  morphogenetic  significance  of  blood  stream 
concretely  and  quantitatively'. 

The  15-\'ear  long-lasting  systematic  study 
of  Czech  scientists,  Rychter  and  Rychter  and 
Lemez,  brought  many  evidences  and  proofs,  more 
than  conclusions,  of  the  influence  of  the  blood 
streams  on  cardiac  morphogenesis  in  chick  embry- 
os. Ry’chter  and  Lemez  proved  that  small  devia- 
tions of  the  blood  stream  retarding  development 
of  proximal  bulbar  cushions  and/or  atrioventricu- 
lar cushions  results  in  ventricular  septal  defects. 
In  1962  Rychter  in  his  review  article  stated  that 
the  morphogenetic  movement  of  the  heart  bulb 


From  the  Institute  of  Embryology,  Charles  University, 
Prague,  Czechoslovakia,  and  Institute  of  Histology  and  Embry- 
ology, University  of  Lausanne,  Lausanne,  Switzerland. 


is  also  governed  by  the  blood  stream,  reaching 
it  from  the  left  ventricle.  IMr.  Guedes  cited  noth- 
ing from  these  results. 

The  methods  used  by  Mr.  Guedes  can  be 
classified  as  local  intervention  which,  according 
to  Rychter,  is  the  best  way  for  the  analysis  of 
the  deviations  of  developmental  processes  into 
abnormal  channels.  Concerning  local  intervention 
on  the  area  vasculosa,  it  was  Wolff  and  Stephan 
who  have  done  many  experiments  with  electro- 
cautery, electrocoagulation  and  a small  mechani- 
cal occluding  device.  But  all  these  interventions, 
much  more  minute  than  Guedes’  intervention, 
were  too  unspecific,  wasteful  and  with  diffuse  ac- 
tion. In  1956,  Ry'chter  and  Lemez  presented  their 
microclips  for  exactly  directed  and  limited  local 
intervention.  ,\lso  here  no  quotations  by  Mr. 
Guedes. 

Concerning  dye  injection,  it  was  used  by  Mof- 
fat to  study  the  morphogenesis  of  aortic  arches 
in  rat  embryos.  Rychter,  Lemez  and  Siler  analy- 
zed, by  means  of  dye  injections,  the  hereditary 
ventricular  septal  defects  occurring  in  the  S-line 
of  brown  leghorn  chicks,  and  in  1961  Rychter 
and  Lemez  by  the  same  method  followed  the 
hemodjmamic  effects  of  the  suppression  of  both 
pulmonary  arches.  But  none  again  is  cited  by 
IMr.  Guedes. 

Summarizing  we  can  say  that  36  years  after 
Bremer,  Mr.  Guedes  has  repeated  the  same  experi- 
ence with  almost  the  same  inconclusive  results, 
while  at  least  six  years  ago  there  was  proof  and 
evidence  enough  for  the  fact  that  embryonic  flow 
patterns,  and  not  only  two  spiral  streams,  play  a 
decisive  and  sharply  limited  role  in  the  develop- 
ment of  the  heart.  Recent  experiences  bring  some 
further  explanation  in  the  way  of  action  of  these 
patterns. 

Is  the  lack  of  references  in  i\Ir.  Guedes’  work 
a consequence  of  the  information  explosion,  neg- 
ligence or  disrespect  to  the  work  done  by  others? 

► Dr.  Pexieder,  Universite  de  Lausanne,  9 Rue 
du  Bugnon,  CH-1005,  Lausanne,  Switzerland. 
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American  College  of  Emergency  Physicians 

William  T.  Haeck,  M.  D. 


In  the  past  ten  years  approximately  200  ar- 
ticles have  appeared  detailing  “The  Emergency 
Department  Problem.”  It  is  of  interest  that  the 
majority  appeared  in  “hospital”  literature  and 
very  little  in  “medical  journals.”  It  is  obvious 
that  the  hospitals  were  stimulating  the  develop- 
ment of  solutions  to  the  problems  and  only  lately 
have  physicians  become  the  primary  movers  in 
attempts  to  solve  emergency  department  problems. 

In  January  1968,  a conference  was  sponsored 
by  the  AM.'X  in  San  Francisco.  The  title  was 
“The  Community  and  Emergency  Medical  Serv- 
ices.” The  conference  in  three  days  hardly  con- 
cerned itself  with  delivery  of  health  care  in  the 
hospital  itself.  It  was  primarily  devoted  to  ambu- 
lance service. 

About  half  the  people  attending  the  conference 
were  physicians  who  were  devoted  to  full  time 
emergency  medicine.  We  soon  discovered  the  con- 
ference was  not  really  geared  to  present  what  we 
had  hoped  to  hear:  “How  can  physicians  best 
organize  to  give  maximum  care  in  our  emergency 
department?”  Soon,  outside  the  regular  schedule, 
small  groups  of  emergency  department  physicians 
were  meeting  fellow  emergency  department  phy- 
sicians and  discussing  common  problems.  It  was 
readily  apparent  that  common  problems  and  their 
solutions  needed  a physicians’  forum  for  their 
expression. 

A group  of  physicians  from  Michigan  with 
common  local  problems  took  up  the  task  of  or- 
ganizing emergency  physicians  as  an  entity. 
.After  long  (often  weekly)  conferences,  the  Ameri- 
can College  of  Emergency  Physicians  was  in- 
corporated in  September  1968.  The  purposes  and 
functions  of  the  college  as  stated  therein  are: 

To  advance  the  ethical  standards  of  the  private 
practice  of  emergency  medicine  and  surgery. 

To  encourage  and  implement  the  training 
and  continuing  education  of  emergency  physicians. 

To  improve  emergency  services  rendered  to 
the  patient. 

To  promote  patient  education  emphasizing  the 
ethical  standards  and  principles  of  private  prac- 
tice. 


Dr.  Haeck  is  membership  chairman,  American  College  of 
Emergency  Physicians. 


To  preserve  the  right  of  the  emergency  phy- 
sician to  engage  in  medical  and  surgical  pro- 
cedures for  which  he  is  qualified  by  training  and 
experience. 

To  study  and  to  analyze  the  socioeconomic 
aspects  of  the  private  practice  of  emergency  medi- 
cine and  surgery. 

To  promote  policy  which  preserves  the  in- 
tegrity of  private  practice. 

To  promote  coordination  of  community  emer- 
gency care  facilities  and  personnel. 

In  November  1968,  at  a conference  held  in 
Washington,  D.  C.,  interested  parties  from  all 
over  the  United  States  met  to  consider  the  prob- 
lem of  promoting  membership  in  the  college; 
skeleton  committees  were  developed.  In  February 
1969,  an  organizational  meeting  was  held  in  Chi- 
cago to  further  refine  committee  work  and  to 
report  our  membership  progress. 

.An  immediate  organizational  goal  is  the  es- 
tablishment of  state  and  regional  charters,  so 
delegates  may  be  sent  to  a national  convention 
where  formal  ratification  and  refinement  of  a 
constitution  and  bylaws  can  be  accomplished. 

The  biggest  needs  of  the  college  at  present 
are  more  time  and  more  members. 

The  board  meets  every  two  weeks  in  Lansing, 
Michigan.  .As  of  this  writing,  no  full-time  director 
or  secretary  has  been  hired  because  of  scarce 
finances.  Most  correspondence  is  initiated  by  the 
individual  physician.  Solutions  to  organizational 
matters  within  the  board  and  within  the  com- 
mittees are  immediate  goals. 

The  most  personal  satisfaction  I have  received 
as  a member  of  the  college  is  the  opportunity 
to  meet  many  fine  men  from  all  over  Florida  and 
the  United  States  who  are  practicing  emergency 
medicine.  We  have  had  many  discussions  in  refer- 
ence to  common  problems  and  have  helped  each 
other  by  seeing  the  different  solutions  others 
have  developed. 

Much  remains  to  be  done.  We  would  encour- 
age all  Florida  physicians  practicing  emergency 
medicine  to  join  us  in  our  efforts  to  upgrade 
practice  in  a fledgling  specialty. 

^ Dr.  Haeck,  10  University  Boulevard  North, 
Jacksonville  32211. 
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Dialogue 


Spontaneous  comment  by  readers  is  invited.  Choice  of 
subject  and  manner  of  treatment  is  an  individual  matter 
for  each  contribution.  The  ideas,  opinions  or  statements 
are  those  of  the  individual  who  is  writing  and  are  not 
meant  to  reflect  the  attitude  of  the  Florida  Medical  .4s50- 
ciation,  its  officers  or  its  publication.  Each  one  is  invited 
to  express  himself  on  a subject  close  to  him.  Acceptance 
of  material  will  be  based  on  space,  appropriateness  and 
good  taste  according  to  our  best  judgment. — Ed. 


Legal  Considerations  in  Removal  of  Eyes 
XiCHOLAs  H.  KAL\ax,  ;m.D, 


Dear  Editor: 

Some  of  our  hospital  personnel  have  brought 
up  a legal  point  of  consideration  in  the  removal 
of  eyes  willed  to  the  eye  bank  from  individuals 
who  die  outside  the  hospital.  For  example,  if 
a person  should  die  either  in  a rest  home  or  at 
his  own  domicile  or  on  the  street  and  he  is  found 
to  carry  or  is  known  to  carry  a card  requesting 
that  his  eyes  be  donated  to  the  eye  bank,  it  has 
been  my  experience  as  a resident,  and  in  my 
practice  so  far  in  our  community,  to  have  the 
individual  brought  to  the  hospital  emergency 
room.  Here  we  check  the  card  to  see  that  it  is 
a bona  fide  donation  card  and  that  it  has  been 
duly  witnessed.  We  then  remove  the  eyes  using 
sterile  instruments  from  a tray  that  has  been 
previously  set  up,  put  the  eyes  in  sterilized  bottles 
and  forward  them  to  the  eye  bank  in  ^liami 
by  highway  patrol,  if  they  are  not  to  be  used 
locally. 

The  hospital  pathologist  thinks  that  this  is 
rather  risky  legally.  He  feels  that  even  though 
the  person  has  expressed  a desire  to  donate  his 
eyes,  removal  of  the  eyes  in  the  emergency  room 
constitutes  an  operation  upon  a corpse  without 
consent  of  the  next  of  kin — that  may  be  con- 
strued therefore  as  an  unnecessary  and  perhaps 
indefensible  legal  risk.  He  feels  that  the  person 
performing  the  operation  is  legally  at  risk  as  well 
as  the  hospital  that  furnishes  its  facilities  and 
equipment  for  such  a procedure. 

He  also  feels  that  the  hospital  is  placed  in 
a bad  way  financially  since  it  would  be  most  un- 


favorable publicity  for  the  hospital  to  bill  the 
deceased  or  his  family  for  the  use  of  the  surgi- 
cal trays,  antibiotic  used  or  sterilization  of  the 
eye  bank  bottles.  Since  the  hospitals  are  in- 
creasingly under  attack  by  the  federal  govern- 
ment, he  feels  it  would  be  wise  if  the  cost  for  this 
otherwise  unrecognized  and  unrewarded  service 
be  borne  by  outside  organizations,  such  as  the 
Lions  Club  or  the  eye  bank  itself  or  private  con- 
tributions. Xeedless  to  say,  I do  not  charge  for 
the  removal  of  the  eyes  myself,  although  it  may 
cause  considerable  inconvenience  or  disruption  of 
my  own  schedule  and  activities. 

I have  to  agree  with  our  pathologist’s  think- 
ing although  I will  continue  to  do  as  I have  in  the 
past.  It  is  truly  regrettable  when  we  are  forced, 
first  of  all,  to  think  not  what  may  be  desirable 
or  honest  or  worthwhile  or  right  or  curative,  but 
rather  what  is  the  least  legal  risk  we  can  assume. 
I personally  think  that  such  an  approach  to  life 
will  become  increasingly  a problem  until  contin- 
gency fees  are  eliminated. 

The  pathologist  speaks  from  e.xperience  since 
he  has  known  of  cases  where  suit  was  begun  or 
threatened,  even  where  local  authorities  had  war- 
ranted autopsies  on  deceased  parties. 

► Dr.  Kalvin,  773  Fourth  Avenue  Xorth,  Xaples 
33940. 

Does  recent  legislation  help  give  the  answer.^ — Ed. 
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The  Old  Order  Changeth 

Matthew  E.  Morrow  Jr.,  M.D. 


The  need  for  the  prompt  delivery  of  good 
medical  care  to  our  patients  has  been  repeated  so 
often  that  it  has  become  a cliche.  We  have  talked 
about  freeing  the  M.D.  from  minor  duties  that 
could  well  be  taken  care  of  by  less  skilled,  but 
nevertheless  trained,  personnel  so  much  that  it 
has  become  quite  a bore.  The  constant  problem 
of  insuring  continuing  education  for  the  physician 
has  received  a vast  amount  of  attention  in  the 
past  decade  and  continues  to  continue. 

With  each  passing  day  all  these  problems  be- 
come increasingly  important,  and  unfortunately, 
increasingly  difficult.  As  the  population  swells, 
the  medical  profession,  destined  to  give  such  care, 
continues  to  shrink.  As  the  minor  duties  are  taken 
over  by  para-medical  personnel,  the  paper  work 
increases.  And  finally,  as  knowledge  mounts,  the 
time  for  the  practitioner  to  learn  diminishes. 

We  are  now,  as  never  before,  examining  the 
total  health  care  of  this  nation,  and  the  realization 
that  we  can  best  meet  its  needs  through  coopera- 
tive practice  in  a clinic  or  hospital  is  evident.  The 
highly  esteemed  doctor  in  solo  practice  is  hard 
on  the  tracks  of  the  now  all-but-extinct  horse 
and  buggy  doctor.  The  recognized  merit  of  the 
doctor-patient  relationship  is  by  necessity  giving 
way  to  the  new  technology  in  order  that  medical 
knowledge  can  better  encompass  the  growing  de- 
mands of  the  public. 

Locally,  our  hospitals  are  recognizing  their  re- 
sponsibility to  the  community  by  building  cam- 
paigns of  a proportion  never  before  e.xperienced. 
The  trend  in  all  this  is  obviously  toward  pre- 
dominately outpatient  care,  and  the  future  prac- 
tice of  medicine  seems,  as  I have  mentioned,  des- 
tined to  be  largely  hospital  or  clinic  based.  This, 
if  done  w'ell,  can  help  solve  each  of  the  three 
major  problems  referred  to  previously. 

The  most  appealing  solution  to  the  third  prob- 
lem— that  of  continuing  education  for  the  physi- 
cian— is  in  dropping  the  established  teaching 
and  non-teaching  hospital  appellation  as  all  medi- 
cal centers  would  be  in  the  business  of  continuing 
education  and  each  would  have  a Director  of  Con- 
tinuing Education  (DOCE)  whether  or  not  they 
had  need  for  a Director  of  Medical  Education 
(DME).  This  hopefully  would  prove  more  suc- 
cessful than  our  present  seminars  and  out-of-town 
scientific  meetings  for  it  would,  as  has  been  point- 
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ed  out,  “bring  the  hay  to  the  horses.” 

The  emergency  room  is  perhaps  the  advanced 
guard  of  this  whole  movement  which  is  growing  in 
strength  and  recognition  whether  we  happen  to 
like  it  or  not.  The  success  of  the  emergency  room 
in  attracting  and  keeping  competent  physicians 
wall  no  doubt  greatly  influence  acceptance  or  re- 
jection of  the  concept  of  hospital-based  physicians 
for  their  diagnostic  clinics  and  follow-up  treatment 
centers. 

“There’s  a real  push  now  for  making  the  hos- 
pital’s emergency  service  a full-fledged  department 
to  give  it  more  status  and  to  ensure  that  it  gets 
more  support  from  the  hospital  administration,” 
says  Dr.  John  Paul  Stapp,  chief  medical  scientist 
of  the  National  Safety  Bureau.  He  sees  the  old 
emergency  room  with  its  unseasoned  intern  as  a 
thing  of  the  past  and  in  its  place  is  emerging  the 
most  significant  liaison  between  the  hospital  and 
the  community.  “In  order  that  it  not  falter,  it 
must  be  under  the  constant  supervision  of  a phy- 
sician whose  best  interest  is  for  the  patient  and 
the  patient’s  private  doctor  as  well  as  the  hos- 
pital.” 

The  emergency  room  can  also  become  the 
heart-beat  of  the  hospital  in  training  personnel 
and  in  continuing  education.  So  we  are  back  to 
our  stated  problems,  hopefully  with  some  solu- 
tions. The  emergency  room  should  be  the  con- 
stant supplier  of  prompt  and  good  care  to  the 
patient  (now  nauseatingly  referred  to  as  the  con- 
sumer), it  should  be  able  to  delegate  its  duties 
and  organize  its  personnel  so  that  the  physician’s 
time  is  not  consumed  by  unimportant  details, 
and  it  can  be  the  home  office  for  a program  in 
continuing  education  for  the  practicing  physician. 

Despite  what  1 have  written  here,  let  it  be 
thoroughly  understood  that  I fully  endorse  the 
editorial  written  by  Dr.  Clyde  Collins  that  appear- 
ed in  the  November  issue  of  the  Journal  under 
the  title  “The  Individual  Practitioner.”  One  of 
my  favorite  true  stories  is  about  a friend  of  mine 
who  flees  the  Kaiserian  Clinics  of  California  when 
she  is  in  need  of  a “real”  doctor  to  fly  to  London 
to  see  a good  general  practitioner  who  is  still 
in  private  practice. 

► Dr.  Morrow’,  107  River  Road,  Orange  Park 
32073. 
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Our  Mail 


Dear  Editor: 

At  first  I would  like  to  introduce  myself.  I am 
a Mexican  missionary  (Catholic)  who  has  been 
working  in  Korea  for  five  years  and  I have  volun- 
teered to  stay  for  one  more  \'ear. 

Along  with  my  missionary  job,  I am  working 
in  social  welfare  for  the  Korean  people.  I was  for 
a year  in  the  National  Leprosarium  of  Korea  and 
now  I am  working  in  a very'  poor  territoiy  in 
which  I am  the  only  foreigner,  and  a lot  of  people 
come  to  me  asking  for  help. 

Through  a close  friend  in  the  U.  S.  Army  I 
heard  and  got  your  name  and  address.  I would 
like  to  ask  how  to  get  any  kind  of  medicines  to 
give  free  to  this  people,  and  also  if  possible  how 
to  get  books  and  magazines,  even  old  ones,  for  the 
students  and  nurses.  Here  in  Korea  medicine  is 
studied  in  English;  that  is  why  we  need  a lot  of 
printed  material. 

.As  a member  of  the  medical  association  in  jmur 
state,  probably  you  are  the  most  qualified  person 
to  help  me.  Is  there  some  institution  which  may 
provide  some  medicines?  Would  there  be  an  insti- 
tution or  a person  who  would  be  interested  in 
sending  me  books  and  medical  supplies?  If  so,  I 
would  like  to  have  their  names  and  addresses  in 
order  to  apply  for  help.  Later  I may  give  them 
the  address  to  send  the  stuff  in  order  to  avoid 
the  problems  in  the  custom  house. 

Excuse  my  poor  English  but  I can  say  that 
after  five  years  in  Korea  I can  speak  Korean  bet- 
ter than  English. 

Father  Stephen  Ortega 
Catholic  Chetrch 
Bo  Seong  Kun.  Bo  Seong  Eltp. 

Chol  La  Xam  Do. 

Korea 


Dear  Editor: 

I have  read,  reread  and  read  again  your  edi- 
torial on  “Death,  .A  Concept  to  Reconsider.”  Each 
reading  brings  new  insight  and  new  meaning.  The 
depth  and  breadth  of  the  thoughts  expressed  are 
difficult  to  comprehend  unless  one  thoroughly  and 
repeatedly  contemplates  each  paragraph;  you  have 


indeed  in  one  page  succinctly  and  in  a meaningful 
way  translated  many  of  the  thoughts  of  philos- 
ophers concerning  death,  and  life,  down  through 
the  centuries.  I am  especially  interested  in  the 
thoughts  3'ou  expressed  about  physicians,  whose 
experiences  and  responsibilities  should  evoke  noth- 
ing less  than  absolute  humilitjL 

One  must  have  lived  many  experiences  and  be 
sensitive  to  and  have  reflected  on  a broad  expanse 
of  knowledge  to  record  such  a sage  message  about 
such  a complex  subject.  I congratulate  you. 

Fred  Wasserman,  M.D. 

COR.AL  G.ables 


Dear  Editor: 

The  current  issue  of  Reader’s  Digest  contains 
a gross  error.  I feel  that  the  Florida  Medical  .As- 
sociation should  protest.  “Profiteers  .Are  Wreck- 
ing Medicaid”  on  page  151  lists  as  an  example  of 
a Aledicaid  profiteer  a Florida  physician.  If  Flor- 
ida has  no  Medicaid,  how  can  a Florida  physician 
be  a profiteer  in  the  sj^stem? 

William  T.  Haeck,  M.D. 

Jacksonville 


Air.  Hobart  Lewis 
President  and  Editor-in-Chief 
Reader’s  Digest 

Dear  Air.  Lewis: 

We  have  reviewed  the  article  in  the  October 
1969  issue  of  the  Reader’s  Digest  entitled  “Prof- 
iteers Are  Wrecking  Aledicaid.”  On  page  152,  it 
states  that  a Florida  physician  offered  kickbacks 
to  patients  if  they  would  cooperate  in  their  being 
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listed  on  false  claims  for  services  he  had  not  per- 
formed, and  in  one  instance  he  claimed  21  house 
calls  or  office  visits  for  a patient  who  was  in 
Greece  at  the  time. 

I would  greatly  appreciate  the  source  of  infor- 
mation on  which  this  statement  is  based,  as  it 
reflects  upon  the  physicians  of  Florida.  It  would 
be  impossible  for  there  to  be  any  abuse  of  Medi- 
caid in  Florida,  as  such  a program  has  never 
existed  in  this  state  and  has  just  recently  been 
authorized  by  our  Florida  legislature  to  become 
effective  January  1,  1970. 

Legitimate  criticism  should  not  be  objected  to 
by  anyone,  but  when  authors  make  slanderous 
unfounded  statements,  they  should  certainly  be 
held  responsible. 

Thank  you  for  consideration  of  this  request. 

W.  Dean  Steward,  M.D. 

Public  Relations  Officer 
Florida  Medical  Association 
Orlando 


Dear  Doctor  Steward: 

We  deeply  regret  that  it  was  necessary  for  you 
to  point  out  that,  because  Florida  has  no  Medicaid 
program,  the  illustration  concerning  a Florida 
physician  had  no  place  in  “Profiteers  Are  Wreck- 
ing Medicaid.”  The  error  stems  from  the  fact  that 
one  of  our  researchers  found  the  example  in  a 
Washington  Post  Report  (June  15,  1969)  on  the 
Senate  Finance  Committee’s  investigation  of  both 
Medicare  and  Medicaid,  and  there,  unfortunately, 
it  was  cited  as  an  abuse  of  Medicaid.  A further 
check  should  have  been  made. 

Thank  you  for  giving  us  an  opportunity  to 
explain. 

Hobart  Lewis 
Pleasantville,  N.  Y. 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex. 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
.'\lfred  Petschow,  Administrator 

Staff  Psychiatrists 

August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  doctor  provides  the 
facts,  supplies  the  rationale,  triggers  the  ac- 
tion for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa- 
tion program.  Through  medical  conferences, 
films,  exhibits,  pamphlets,  monographs  and: 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “A 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 


doc'tor  fdok'ter).  n.  (ME.  doctour,  fr. 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knovvledoe;  a learned  man. 


American  Cancer  Society 


American  Cancer  Society,  Florida  Division,  Inc., 
2909  Bay-to-Bay  Blvd.,  Tampa,  Florida  33609. 


for  the  problem  drinker 


BerofMia’ 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI  5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


If  they  remember  "then”,, 
they  may  need  Mediatric  now. 

Their  world  has  made  history— and  they’re  afraid  they 
may  have  too.  They  are  the  “getting  old”  patients  who 
may  not  be  quite  sick,  nor  yet  quite  well.  They  probably 
complain  of  too  easy  fatigue,  of  vague  aches  and  pains 
often  without  any  evidence  of  organic  disease.  You  know 
it’s  an  inexorable  partof  aging— and  only  an 
improvement  in  symptoms  can  be  expected.  MEDIATRIC 
is  designed  to  help. . . 


The  need  for  metabolic  support ... 

MEDIATRIC  provides  the  gonadal  steroids 
[PREMARIN®  (conjugated  estrogens-equint 
orally  active,  natural  estrogens,  and  methyl- 
testosterone]  for  physiologic  and  metabolic 
benefits. 

The  need  for  mood  elevation . . . 

MEDIATRIC  provides  methamphetamine  to 
impart  a gentle  emotional  uplift  and  combati 
apathy. 

The  need  for  nutritional  support ...  , 

MEDIATRIC  provides  specially  selected 
nutritional  supplements  to  help  meet  the  di 
requirements  of  the  elderly  individual. 

The  need  for  dosage  convenience . . . 

Only  a single  Tablet  or  Capsule  (or  3 
teaspoonfuls  of  Liquid)  daily  to  minimize 
skipped  doses. 


lonjugated  estrogens-equine 
(PREMARIN®) 

Each 

MEDIATRIC® 
Tablet  or 
Capsule 
contains: 

0.25  mg. 

Each  IS  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC® 
Liquidt 
contains: 

0.25  mg. 

Methyltestosterone 

2.5  mg. 

2.5  mg. 

Vlethamphetamine  HCl 

1.0  mg. 

1.0  mg. 

^yanocobalamin 

2.5  meg. 

1.5  meg. 

rhiamine  HCl 

— 

5.0  mg. 

fhiamine  mononitrate 

10.0  mg. 

— 

Riboflavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCl 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

•errous  sulfate  exsic. 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

ntains  15%  alcohol— some  loss  unavoidable. 

tablets,  capsules,  liquid, 

'IwUlClH  Iw  Steroid-nutritional  compound 

lay  help  a little,  or  a lot. 


BRIEF  SUMMARY 

Indication:  For  use  in  aging  patients  of  both  sexes. 
Contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

Side  Effects:  In  addition  to  withdrawal  bleeding, 
breast  tenderness  or  hirsutism  may  occur. 
Suggested  Dosage:  Male  and  female— I Tablet  or 
Capsule  or  3 teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous  stimulation  of 
breast  and  uterus,  cyclic  therapy  is  recommended 
(3  week  regimen  with  1 week  rest  period— 
Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  A careful  check  should  be  made  on 
the  status  of  the  prostate  gland  when  therapy  is 
given  for  protracted  intervals. 

Supplied:  No.  752— MEDIATRIC  Tablets,  in  bottles 
of  100  and  1,000.  No.  252— MEDIATRIC  Capsules, 
in  bottles  of  30,  100,  and  1,000.  No.  910— 
MEDIATRIC  Liquid,  in  bottles  of  16  fluidounces. 


Ayersfc 


AYERST  LABORATORIES 
New  York,  N.Y.  10017 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  “case  history”  of  one  new  drug  — or, 
rather,  a proposed  new  drug  — assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

0 Pharmaceutical 

Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St..  N W,.  Washington,  D C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


8^to\lda 
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What  the  Regional  Medical  Program 
Can  Do  for  Individual  Physicians 


H.  Phillip  Hampton,  M.D. 

Chairman,  Florida  Advisory  Council,  Inc. 

Dear  Dr.  Hampton: 

I just  received  the  nice  letter  from  you  and 
Dr.  Babers  and  enclosed  with  it  is  the  very  fine 
little  brochure  describing  the  activities  of  the  Flor- 
ida Regional  Medical  Program.  I thought  the 
presentation  was  excellent  and  I am  sure  this  will 
help  all  of  us  understand  better  just  what  the  pro- 
gram means  in  Florida. 

The  Journal  of  the  Florida  Medical  Associa- 
tion might  serve  a useful  purpose  by  re-emphasiz- 
ing to  each  physician  how  he  might  use  the  pro- 
gram to  the  benefit  of  his  own  patients.  Is  there 
anything  the  individual  doctor  can  or  should  do 
to  help  further  the  aims  of  this  group?  Is  there 
any  way  the  Journal  can  help? 

Franz  Stewart,  Sr.,  M.D. 

Editor 

Dear  Dr.  Stewart: 

You  may  be  sure  that  your  letter  is  greatly 
appreciated  by  those  of  us  in  the  Florida  Regional 
Medical  Program,  offering  as  it  does  even  more 
assistance  through  the  Journal  of  the  Florida 
Medical  Association  which  has  already  been  rather 
generous  with  support. 

The  Journal  can,  indeed,  play  a vital  role  in 
calling  to  the  attention  of  Florida  physicians  that 
P'RMP  is  an  organization  to  which  they  can  refer 
health  care  delivery  problems  as  they  confront 
them  in  their  own  communities.  It  is  not  possible 
for  us  to  know  all  the  needs — and  certainly  I 
don’t  mean  to  imply  that  we  can  fill  them  even 
if  we  did — but  the  more  information  we  have  the 
better  able  we  are  to  establish  priorities  for  our 
efforts  and  apply  the  resources  of  the  Florida 
Regional  Medical  Program  in  cooperation  with 


the  medical  profession  to  achieve  reasonable  solu- 
tions of  the  problems. 

While  we  operate  under  certain  categorical 
limitations,  it  becomes  readily  apparent  that 
health  care  delivery  services  do  not  group  them- 
selves neatly  into  categories  and  there  is  hope  that 
as  the  program  develops,  it  will  be  able  to  eval- 
uate the  problems  in  most  areas  of  health.  Only 
recently  we  completed  the  organization  of  a 
Diabetes  Task  Force  under  the  chairmanship  of 
James  B.  Tobias,  M.D.,  of  St.  Petersburg,  who  is 
guiding  the  group  in  its  efforts  to  assist  in  con- 
trolling this  problem  in  the  state.  You  already  are 
familiar  with  the  work  of  the  Cancer  Task  Force, 
headed  by  William  J.  Harrington,  M.D.,  of 
Miami;  the  Heart  Task  Force,  headed  by  Simon 
Doff,  M.D.,  of  Jacksonville;  the  Stroke  Task 
Force,  headed  by  Francis  L.  Merritt,  Jr.,  M.D., 
of  Lakeland;  the  Continuing  Education  Task 
Eorce  headed  by  Richard  G.  Connar,  M.D.,  of 
Tampa  and  the  Health  Education  Task  Force, 
headed  by  Benton  Clifton,  Jr.,  of  Tallahassee. 

In  all,  these  Task  Forces  are  served  by  more 
than  100  volunteer  physicians  and  other  health 
service  professionals,  all  vitally  interested  in  their 
special  areas  and  all  willing  and  anxious  to  define 
Florida’s  problems,  seek  out  solutions  and  press 
for  the  means  for  carrying  out  the  solutions. 

We  all  know  that  Florida  Regional  Medical 
Program  will  accomplish  little  or  nothing  without 
the  support  of  Florida’s  medical  population.  This 
is  why  your  willingness  to  extend  the  pages  of  the 
Journal  on  our  behalf  represents  a highly  valued 
contribution  toward  the  success  of  the  Florida 
Regional  Medical  Program  since  it  will  facilitate 
communications  with  a group  most  important  to 
FRMP,  the  physicians  of  the  state. 

H.  Phillip  Hampton,  M.D. 

Tampa 
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Medicare  Coverage 
For  the  Post-Hospital  Patient 


Frank  D.  White 


Medicare’s  post-hospital  benefits  can  be  of 
valuable  assistance  to  private  physicians  in  elderly 
patient  management.  Extended  care  coverage  of- 
fers payment  for  specialized  treatment  of  patients 
whose  medical  conditions  have  improved  or  stabi- 
lized to  a point  that  the  depth  and  scope  of  acute 
hospital  services  are  no  longer  necessary,  but 
whose  current  condition  still  requires  skilled  nurs- 
ing and  therapy  services. 

Extended  care  benefit  pays  for  an  extension 
of  hospital  care,  not  an  extended  time  period  of 
care.  A patient  may  be  transferred  from  a hospital 
after  three  days  or  longer  of  treatment  to  a Medi- 
care participating  extended  care  facility  or  nursing 
home  and  receive  further  active  treatment  of  the 
medical  condition  for  which  he  was  hospitalized. 
The  objective  may  be  restoration  of  function  or 
palliative  treatment. 

The  attending  physician  certifies  that  the  pa- 
tient requires  post-hospital  care  at  time  of  transfer. 
Or  a patient  may  be  admitted  for  extended  care 
with  his  physician’s  certification  if  no  more  than 
14  days  have  elapsed  between  the  time  of  hospital 
discharge  and  admission  to  the  facility.  This  pro- 
vision answers  the  need  of  a patient  who  returns 
home  from  the  hospital  but  consequently  suffers 
a setback  or  medical  complication. 

Three  fundamental  considerations  are  essential 
to  Medicare  coverage  of  extended  care:  individual 
patient’s  current  medical  needs,  specific  services 
required  to  fill  these  needs  and  health  personnel 
requisite  to  these  services.  For  care  to  be  qualified 
for  payment,  the  patient’s  medical  condition  must 
necessitate  a planned,  organized,  continuous  treat- 
ment program  involving  multiple  services  that  can 
only  be  personally  supplied  or  given  under  the 
direct  supervision  of  professional  personnel. 

A patient  who  only  needs  intramuscular  injec- 
tions twice  a week  would  not  qualify  for  pajment : 
nor  would  the  patient  whose  primary  medical  need 


Mr.  White  is  assistant  regional  representative,  Social  Secu- 
rity Administration,  Atlanta. 


is  routine  administration  of  oral  medication.  The 
patient  with  a primary  diagnosis  of  senility  can 
normally  be  cared  for  by  a nonprofessional.  Pay- 
ment is  not  applicable  in  the  management  of  a 
nonambulatory  patient  whose  primary  need  is  to 
have  his  position  changed  to  prevent  decubiti. 

The  kinds  of  serv  ices  associated  with  post-hos- 
pital care  include  administration  of  oral  medica- 
tions requiring  that  the  patient  be  under  continu- 
ous observation;  Levine  tube  and  gastrostomy 
feedings:  nasopharvmgeal  aspiration,  and  catheters 
— with  the  exception  of  routine  care  connected 
with  indwelling  bladder  catheters.  Obviously 
these  examples  do  not  come  close  to  exhausting 
the  t\pes  of  skilled  services  considered  integral 
parts  of  extended  care;  however,  they  illustrate 
the  professional  skill  which  distinguishes  e.xtended 
care  from  less  intensive,  long-term  care.  Within 
this  framework  of  the  patient’s  medical  need  for 
intensive  nursing  services.  Medicare’s  extended 
care  benefit  will  pay  up  to  100  days. 

An  extended  care  patient’s  medical  require- 
ments will  also  be  evaluated  by  the  institution’s 
utilization  review  committee.  If  a patient  at  ad- 
mission does  not  require  skilled  nursing  services, 
or  after  a period  of  stay  the  primary  need  changes 
and  can  be  met  by  nonprofessional  personnel,  the 
committee  members  consult  with  the  patient’s  at- 
tending physician.  Should  this  consultation  con- 
firm the  initial  judgment,  the  committee  will  rec- 
ommend to  the  institution’s  administration  that 
the  patient’s  medical  condition  does  not  warrant 
extended  care  services.  It  might  be  noted  that  the 
utilization  review  committee  at  this  point  may  also 
recommend  the  next  appropriate  level  of  care,  if 
further  less  intensive  care  appears  needed.  Al- 
though ^Medicare  strongly  favors  this  approach, 
the  program  has  no  direct  requirement  for  this 
recommendation. 

Further  details  may  be  obtained  upon  request. 

^ Mr.  White,  Room  404,  50  71st  Street  Northeast, 
.Atlanta.  Georgia  30323. 
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Peer  Utilization  Review 

Richard  M.  Fleming,  M.D. 


The  board  of  directors  of  the  Florida  iMedical 
Foundation  and  the  board  of  directors  of  Blue 
Shield  of  Florida,  Inc.,  have  entered  into  an  agree- 
ment whereby,  through  the  Florida  Medical  Foun- 
dation, the  Florida  Medical  Association  and  its 
component  county  medical  societies  will  provide 
medical  peer  review  for  Blue  Shield  and  ^Medicare 
programs.  Each  county  medical  society  has  been 
asked  to  appoint  a committee  or  designate  an 
existing  committee  to  serve  at  the  local  level,  as 
only  physicians  practicing  in  the  community  can 
provide  adequate  peer  review.  This  is  a most  im- 
portant function.  If  we  do  not  do  it,  someone 
outside  the  practice  of  medicine  may. 

\\’hen  individual  physicians’  profiles  and  pat- 
terns of  practice  are  referred  to  the  county  society 
by  the  Florida  ^Medical  Association,  they  should 
be  reviewed  at  the  earliest  possible  time  and  spe- 
cific recommendations  reported  to  the  Association. 
The  individual  physicians’  practice  patterns  will 
have  been  carefully  screened  and  reviewed  by  the 
Blue  Shield  and  Medicare  Utilization  Review 
committees,  which  are  physicians  in  private  prac- 
tice, prior  to  being  referred  to  the  Florida  Medical 
.Association  and,  in  turn,  to  the  county  medical 
society. 

.A  Medical  Peer  Utilization  Review  Committee 
is  being  appointed  by  the  Florida  Medical  Asso- 
ciation to  perform  this  function  where  a county 
society  is  unable  to  do  so.  We  are  attempting  to 
negotiate  reasonable  reimbursement  for  both  ad- 
ministrative overhead  and  physician  services 
devoted  to  peer  utilization  review  cases.  Each 
county  society  is  being  requested  to  keep  a record 
of  administrative  costs  and  the  time  spent  by 
physicians  in  this  activity. 

We  are  in  a most  favorable  position  to  provide 
a very  necessary  service  which  physicians  can  best 
provide.  The  patient  will  be  better  served,  the 
cost  will  be  less,  the  medical  profession  will  retain 
the  initiative  and  the  individual  physician  will  be 
reimbursed  for  his  services.  This  is  worthy  of  our 
sincere  and  complete  cooperation. 


FMA  1970  Legislative  Program 

Sanford  A.  Mullen,  M.D. 


The  Florida  Medical  .Association  recently  estab- 
lished a full-time  capitol  office  in  Tallahassee. 
Mr.  Donald  S.  Fraser,  director  of  the  FM.A  Pub- 
lic .Affairs  Department,  is  manager  of  the  office, 
which  is  located  in  Suite  780  of  the  Tallahassee 
Bank  Building.  The  telephone  number  is  (904) 
224-6496. 

In  view  of  annual  legislative  sessions  and  the 
increased  between-session  activities  of  the  stand- 
ing legislative  committees,  it  became  imperative 
that  a full-time  capitol  office  be  established.  This 
office  should  enable  the  .Association  to  increase 
its  effectiveness  and  communication  with  the  mem- 
bers of  the  legislature  and  county  medical  socie- 
ties. This  office  is  under  the  direct  supervision  of 
the  FATA  e.xecutive  vice  president  and  all  of  its 
activities  are  coordinated  by  the  executive  vice 
president  and  the  Committee  on  State  Legislation. 

The  capitol  office  staff  will  publish  frequent 
legislative  bulletins,  furnish  each  county  medical 
society  with  a copy  of  the  legislative  program,  and 
will  keep  local  societies  thoroughly  informed  about 
current  legislative  activities. 

The  FATA  Council  on  Legislation  and  Public 
.Agencies,  under  the  chairmanship  of  Dr.  Joseph 
C.  A'on  Thron  of  Cocoa  Beach,  coordinates  and 
implements  the  activities  of  the  .Association  which 
pertain  to  state  and  national  legislation  and  main- 
tains liaison  with  governmental  agencies  render- 
ing health  services. 

The  Committee  on  State  Legislation  is  present- 
ly composed  of  the  following  five  members;  Dr. 
Sanford  .A.  Alullen  of  Jacksonville  (chairman). 
Dr.  Louis  C.  Alurray  of  Orlando,  Dr.  Richard  S. 
Hodes  of  Tampa,  Dr.  David  C.  Lane  of  Fort 
Lauderdale  and  Dr.  Joseph  H.  Davis  of  Aliami. 

The  FATA  has  determined  that  the  main  prior- 
ity for  the  1970  legislative  session  is  the  passage 
of  positive  legislation  in  the  area  of  professional 
liability  and  malpractice  insurance.  Several  bills 
are  being  developed  by  the  FAI.A  legal  counsel 


Dr.  Mullen  is  chairman,  Committee  on  State  Legislation,  Florida 
Medical  .Association. 
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on  the  subject  of  professional  liability.  These 
include: 

(1)  Posting  of  bonds  (a  plaintiff  must  post  a 
bond  in  a malpractice  suit). 

(2)  Locality  rule  (expert  witnesses  must  be 
licensed  and  practicing  in  the  state  of 
Florida). 

(3)  Statute  of  limitations  (two  years  from 
knowledge  of  the  alleged  malpractice  and 
four  years  from  the  date  of  treatment). 

(4)  Doctrine  of  informed  consent  (limitation 
of  liability). 

(5)  Res  ipsa  loquitur  (elimination  of  the  doc- 
trine, “the  thing  speaks  for  itself”). 

(6)  Expert  witness  (a  physician  would  not 
have  to  testify  against  himself  as  an 
expert). 

Two  bills  from  the  1969  session  are  of  serious 
concern  to  the  Association.  These  are  C.S.  for 
H.B.  348  (hospital  staff  privileges  for  osteopaths 
and  others)  and  H.B.  994  (chiropractic  insurance 
bill).  The  former  bill  would  tend  to  force  osteo- 
paths and  other  licensed  practitioners  on  the 
attending  staffs  of  accredited  hospitals  and  would 
diminish  the  authority  of  local  hospital  boards  of 
trustees  and  medical  staffs  to  determine  who  shall 
be  admitted  to  practice.  This  bill  passed  the  last 
session  of  the  legislature  but  was  vetoed  by  Gov- 
ernor Kirk.  It  is  one  of  the  FMA’s  major  objec- 
tives to  see  that  the  governor’s  veto  of  this  unwise 
legislation  is  sustained. 

H.  B.  994  requires  that  all  health  and  accident 
insurance  contracts  must  provide  for  payment  or 
reimbursement  for  services  of  practitioners  such  as 
chiropractors  and  naturopaths  for  any  service  they 
are  allowed  to  perform  under  Florida  law.  Fur- 
thermore, the  bill  prevents  freedom  of  contract 
between  the  insurance  buyer  and  the  insurance 
company  by  forcing  the  buyer  to  pay  for  coverage 
he  may  not  want.  This  bill  is  now  in  the  House 
Rules  Committee  and  will  go  on  the  calendar  at 
the  beginning  of  the  regular  1970  session.  The 
FMA  has  taken  a strong  position  urging  the  defeat 
of  this  legislation. 

The  capitol  office  also  operates  a capitol  dis- 
pensary for  the  members  of  the  legislature  and 
their  staffs.  This  dispensary  is  manned  by  physi- 
cians from  all  over  Florida  who  volunteer  their 
services  for  one  day  during  tlie  legislative  session. 
Interested  Florida  physicians  are  urged  to  contact 
the  capitol  office  in  order  to  make  arrangements 
to  serve  in  this  program. 


Physician  of  the  Day 
and  the  Capitol  Dispensary 

Sanford  A.  Mullen,  M.D. 


\’olunteers  are  needed  to  serve  as  “Physician 
of  the  Day”  in  the  state  capitol  dispensary.  The 
FMA  Committee  on  State  Legislation  is  actively 
seeking  physicians  who  are  willing  to  give  a day 
of  their  time  during  the  forthcoming  legislative 
session.  This  program  not  only  meets  a very  real 
need  in  health  care  for  our  legislators  and  their 
staffs  but  is  proving  to  be  a vital  factor  in  improv- 
ing physician-legislator  relations. 

As  recently  as  1966,  the  doctor  for  the  Florida 
House  of  Representatives  was  a naturopath.  In 
1967,  four  medical  doctors  and  one  dentist  were 
elected  to  the  legislature  and  they  saw  the  critical 
need  to  establish  a legislative  dispensary  under 
medical  supervision  with  accompanying  high 
standards  of  professional  care. 

The  dispensary  began  that  year  in  a small 
room  (9  by  12  feet)  with  a full-time  registered 
nurse  during  the  session,  Mrs.  Delma  Hart,  but 
with  only  minimal  supplies  and  equipment.  In 
the  opening  days  of  the  session,  it  was  referred 
to  by  Mrs.  Hart  as  “the  little  room  behind  the 
store,”  because  it  was  the  room  adjacent  to  the 
supply  room  of  the  House  Sergeant-at-Arms’ 
office. 

When  the  1967  legislature  convened  in  April, 
five  to  six  patients  a day  were  seen.  As  the  session 
progressed,  so  did  the  patient  load.  As  the  60-day 
session  stretched  into  September,  20  to  30  patients 
a day  were  treated  in  the  clinic  by  doctors  from 
the  Panhandle  to  the  Everglades.  Many  of  the 
medications  were  given  in  sample  form  by  the 
doctors  themselves. 

In  February,  1969,  the  legislative  clinic  was 
permanently  established  under  the  House/Senate 
Joint  Management  Committee  with  Mrs.  Hart 
being  retained  on  a full-time  basis.  During  the 
1969  session,  the  clinic  was  moved  to  larger 
quarters  with  improved  equipment  and  Mrs.  Hart 
was  given  assistance  in  the  form  of  a licensed 
practical  nurse  and  a full-time  secretary.  During 
the  1969  legislature  some  55  to  60  doctors  served 
their  one  day  “hitch.”  The  patient  load  had  in- 
creased with  as  many  as  50  to  55  patients  a day 
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being  cared  for.  Since  1967,  the  clinic  has  had 
patients  with  minor  to  severe  problems.  A great 
deal  of  credit  must  go  to  members  of  the  Leon- 
\\'akulla-Jefferson  County  Medical  Society  for 
their  willingness  to  cooperate  and  see  referred  pa- 
tients in  their  offices  or  in  the  Tallahassee  Memor- 
ial Hospital  emergency  room. 

The  clinic  has  rendered  service  not  only  to  the 
legislative  body  but  to  employees  of  the  governor’s 
office  and  other  state  agencies  in  the  capitol  who 
come  to  the  clinic  for  first-aid  treatment.  Emer- 
gency aid  is  also  given  to  out-of-town  or  out-of- 
state  visitors  in  Tallahassee  for  the  legislative  ses- 
sion. Throughout  the  entire  program  there  has 
developed  a feeling  of  great  respect  and  under- 
standing between  the  doctors  and  the  members 
of  the  legislature. 

During  the  1970  session,  the  FMA  has  re- 
served a room  at  the  Quality  Court  Motel  which 
can  either  be  shared  by  two  physicians  or  by  a 


physician  and  members  of  his  family  during  the 
time  they  are  serving  as  “Physician  of  the  Day.” 
In  addition  to  the  recognition  given  when  the 
physician  is  introduced  on  the  floor  of  the  House 
and  the  Senate,  there  is  opportunity  for  the  visit- 
ing physicians  to  meet  their  legislators  either  at 
frequently  scheduled  social  activities  in  the  eve- 
ning or  at  luncheon  engagements. 

The  Committee  on  State  Legislation  needs 
physicians  to  volunteer  their  time  to  help  make 
the  FMA  legislative  program  more  effective.  Par- 
ticipation in  the  “Physician  of  the  Day”  program 
is  an  e.xtremely  satisfying  way  to  help  the  FMA. 
It  gives  the  physician  a chance  to  see  legislation 
being  developed  at  first  hand,  by  becoming  in- 
volved in  legislation,  the  physician  can  give  the 
benefit  of  his  medical  expertise  to  the  legislators 
and  provide  a real  service  to  all  citizens  of  Flor- 
ida as  well  as  to  his  profession. 

^ Dr.  Mullen,  P.O.  box  2921,  Jacksonville  32203. 


Rep.  Lew  Brantley  of  Duval  County  is  checked  in  capitol  dispensary  by  Dr.  Edward  G.  Haskell  Jr.  of  Tallahas- 
see, assisted  by  nurse  Delnia  Hart. 
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On  To  Orlando! 

Richard  M.  Fleming,  M.D. 


This  is  the  second  and  final  call  for  the  conference  of  county  medical  society  presidents  and  sec- 
retaries. The  meeting  takes  place  in  Orlando  on  Saturday,  January  31.  1970  and  all  FMA  members 
are  not  only  invited  but  urged  to  attend.  As  a matter  of  fact,  it  would  seem  to  me  that  the  meeting  is 
of  such  general  interest  and  importance  to  the  entire  membership  that  it  should  be  re-named  “The 
Interim  Meeting  of  the  FMA”  or  given  some  other  appropriate  designation. 

At  any  rate,  it  will  be  well  worth  your  time  to  make  a little  extra  effort  to  attend.  Reservations 
may  be  made  by  advising  your  county  medical  societj*  officers  of  your  plans  to  attend.  Your  own 
hotel  reservations  should  be  made  with  the  Robert  Meyer  Motor  Inn.  The  program  follows: 


Twelfth  Annual 

Conference  for  Presidents  and  Secretaries 
of  County  Medical  Societies 

Robert  >Ieyer  Motor  Inn 
Orlando,  Florida 
January  31,  1970 

Sponsored  by  the  Florida  Medical  Association 
Morning 

Hkxry  J.  B.vbers  Jr..  M D.,  President,  Presiding 


9:00  Registration 

9:15  Introductory  Remarks — Dr.  Babers 

9:30  “Voluntary  Health  Agencies” — Frank  L.  Creel,  M.D.,  Chairman,  F^IA  Council  on  \’oluntary 
Health  .\gencies 

10:00  “Emergency  Medical  Service” — James  L.  Campbell  Jr.,  ]\I.D.,  Chairman,  FM.\  Committee 
on  Emergency  ^ledical  Service 

10:30  — Coffee  and  Coke  Break  — 

10:45  “Hospital  Relations  (Florida  Joint  Commission;  Suits;  Incorporation  of  Medical  Staffs; 

Model  B}'-laws)” — Vernon  B.  Astler,  M.D.,  Chairman,  FMA  Committee  on  Hospitals  and 
Extended  Care  Facilities 

11:15  “Legislative  Program” — Sanford  .\.  Mullen,  ]\I.D.,  Chairman,  F^MA  Committee  on  State 
Legislation 

11:45  “Woman’s  Auxiliary” — ^Irs.  C.  H.  Gilliland,  President 

12:15  — Buffet  Luncheon  — “The  National  Medical  Scene,”  Ernest  B.  Howard,  M.D.,  E.xecutive 

\'ice  President,  .\]\L\ 

.\fternoon 

J.\.MEs  T.  Cook,  M.D.,  President-Elect,  Presiding 

2:00  “Peer  Utilization  Review  (Medicare,  Medicaid,  Blue  Shield,  Commercial  Health  Insurance)” 
-H.  Phillip  Hampton,  M.D.,  EM  A Past  President;  :Mr.  W.  Joe  Stansell,  Vice  President 
for  Physician  Affairs,  Blue  Shield  of  Florida 

2:45  “Medical  Economics:  Relative  \ alue  Studies;  Workmen's  Compensation” — Jack  A.  MaCris, 
M.D.,  Chairman,  FM.\  Council  on  Medical  Economics;  Fred  A.  Butler,  M.D.,  Chairman. 
FMA  Committee  on  Relative  \'alue  Studies;  Joseph  G.  Matthews,  M.D.,  Chairman,  FMA 
Council  on  Specialty  Medicine 
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3:30  — Coffee  and  Coke  Break  — 

3:45  Department  of  Health  and  Rehabilitative  Services — James  A.  Bax,  Ph.D.,  Secretary 
4:10  Florida  Regional  Medical  Program — Granville  \V.  Larimore,  M.D.,  State  Director 
4:30  Audience  Participation — Questions  and  Answers 
5:15  Adjournment 
6:00  Reception 


Sunday  Morning 
9:00  a.m.  - 12:00  noon 

Seminar  on  State  Legislation 


The  Fall  Meeting  of  the 
I Board  of  Governors 


(Continued) 


Richard  M.  Fleming,  M.D. 


The  volume  of  business  conducted  at  this 
meeting  was  so  large  that  publication  of  a com- 
plete report  in  the  Journal  is  not  practical.  A 
summary  of  some  of  the  more  important  actions 
taken  follows  below  and  the  complete  minutes  are 
available  at  the  FMA  offices  in  Jacksonville  to 
anyone  who  would  like  more  detail. 

Program  Effectiveness  System  for  Health  Care 

Dr.  Phillip  Hampton  made  a presentation 
describing  the  development  of  computer  servicing 
agents  to  provide  services  to  physicians  in  helping 
with  their  accounts  and  relating  physicians’  activ- 
ities to  the  normal  so  that  third  party  payment 
plans  may  be  administered  more  efficiently.  Ulti- 
mately this  information  could  be  used  for  peer 
utilization  review,  about  which  there  is  a report 
in  this  issue.  Funds  are  available  from  the  De- 
partment of  H.E.W.  for  conducting  a pilot  project 
in  Hillsborough  County  with  eight  or  ten  physi- 
cians participating  initially.  The  board  of  direc- 
tors of  the  Florida  Medical  Foundation  will  con- 
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tract  with  the  Department  of  H.E.W.  to  use  the 
facilities  of  an  existing  computer  company  to  pro- 
vide these  services.  It  is  hoped  that  100  physi- 
cians will  be  participating  by  the  end  of  the  year. 
Eventually  this  service  would  be  available  for  any 
part  of  the  country. 

Criteria  for  FMA  Approval  of  Postgraduate 
Education  Courses 

This  was  amended  to  allow  the  chairman  of 
our  Committee  on  Postgraduate  Education  or  his 
representative  to  attend  without  charge  any  course 
requesting  EMA  approval,  sponsorship  or  co- 
sponsorship. 

Future  Annual  Meetings  of  FMA 

The  Board  approved  the  1975  annual  meetin 
being  held  at  the  Americana  and  the  1976  meetin 
at  the  Diplomat  Hotel.  For  1977  and  beyond, 
the  Fontainebleau  and  Disney  World  will  be  con- 
sidered. 
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Joint  Meeting  of  the  Executive  Committee  of  the 
FMA  with  the  Executive  Committee  of  the  Flor- 
ida Hospital  Association 

This  Meeting  was  held  September  30,  1969  to 
discuss  relationships  between  medical  staffs, 
boards  of  trustees  and  administrators  of  hospitals 
and  methods  of  investigating  and  solving  problems 
surrounding  these  relationships. 

Among  the  recommendations  approved  were 
the  following; 

1.  That  there  be  established  a Joint  Commit- 
tee for  Review  of  Hospital-Physician  Rela- 
tions, composed  of  representatives  of  the 
Florida  Hospital  Association  and  the  Flor- 
ida IMedical  Association,  and  that  the  FMA 
representatives  be  the  Committee  on  Hos- 
pitals and  the  Executive  Committee.  This 
joint  committee  would  undertake  to: 

a.  Consider  the  qualifications  for  individ- 
uals to  serve  as  hospital  trustees. 

b.  Work  on  a model  charter  for  hospital 
corporations. 

c.  Consider  the  nature  of  various  con- 
tracts between  physicians  and  hospitals. 

d.  Promote  the  principle  of  elected  public 
officials  not  serving  as  trustees. 

e.  Consider  the  problem  of  allied  person- 
nel. 

2.  The  Executive  Committee  emphasized  that 
health  professionals  must  be  dominant  in 
comprehensive  health  planning  both  at  the 
state  and  the  local  levels. 

3.  The  representatives  of  the  Florida  Hospi- 
tal Association  stated  that  current  policy 
of  the  FH.\  has  no  objection  to  physicians 
serving  on  hospital  boards,  provided  they 
are  selected  in  the  same  manner  as  other 
members  of  the  board  (received  as  infor- 
mation). 

This  joint  meeting  would  seem  to  me  to  be  one 
of  the  most  important  things  that  has  happened 
in  medical  staff-hospital  relations  in  a long  time. 
A realization  that  our  problems  are  mutual  and  a 
determination  to  work  them  out  together  will  do 
much  to  resolve  many  of  the  conflicts  in  the  hos- 
pitals which  we  have  experienced  in  the  past. 
This  is  one  of  the  helpful  side  effects  of  Medicare 
and  other  government  medical  programs! 

Assignment  of  AMA  Delegate  to  each  Reference 
Committee 

He  will  act  in  an  advisory  capacity  to  keep 
the  Committee  informed  of  A.M.A.  position  or 


policy  on  matters  under  discussion;  conversely,  he 
will  be  able  to  keep  the  A.M.A.  informed  of  atti- 
tudes and  positions  at  the  “grass  root”  level. 

Professional  Liability  Insurance  Program 

Executive  \flce  President  Harold  Parham  told 
the  Board  that  he  had  met  recently  with  the  car- 
riers of  the  Association’s  group  professional  liabil- 
ity coverage.  Effective  January  1,  there  will  be 
an  18%  increase  in  rates,  which  will  bring  our 
rates  up  to  Bureau  rates.  There  also  will  be  added 
a provision  that  no  non-Florida  licensed  physi- 
cians will  be  covered,  and  that  coverage  will  be 
refused  when  a criminal  act  has  been  committed. 
This  was  received  by  the  Board  as  information. 

The  Board  recommended  that  a mechanism 
for  a medical  defense  fund  being  considered  for 
establishment  by  the  Association  be  formulated 
for  consideration  at  the  next  meeting  of  the 
Board  of  Governors. 

Report  of  the  Ad  Hoc  Committee  on  Implemen- 
tation of  Title  XIX  in  Florida 

It  was  noted  that  the  appropriation  for  this 
program  by  the  legislature  is  inadequate  and  un- 
realistic. .Mternatives  and  methods  of  receiving 
federal  matching  funds  were  considered.  It  was 
pointed  out  that  the  state’s  program  has  not  yet 
been  approved  by  the  Department  of  H.E.W., 
and  it  was  the  consensus  that  the  Association  has 
nothing  on  which  to  take  action  until  such  time 
as  an  acceptable  program  has  been  developed  by 
the  state. 

Many  other  items  considered  and/or  actions 
taken  have  been  or  will  be  reported  in  separate 
articles  in  the  Journal.  In  addition,  there  was  a 
vast  amount  of  work  reported  on  and  discussed 
by  the  chairmen  of  the  councils,  the  editor  of  the 
Journal,  the  secretary'  of  the  newly-formed  state 
Department  of  Health  and  Rehabilitative  Services, 
the  president  of  Blue  Shield  and  others. 

I am  continually  amazed  to  see  the  quantity 
of  work  and  the  diversity  of  problems  which  must 
be  constantly  handled  by  our  Association.  That 
the  work  is  handled  so  smoothly  and  efficiently' 
is  not  only  a great  tribute  to  our  officers  and  par- 
ticularly our  President,  but  also  an  index  to  the 
great  number  of  hours  which  are  contributed  to 
the  job.  It  goes  without  saying  that  despite  the 
greatest  effort  by'  your  elected  officers,  none  of  this 
would  be  possible  but  for  the  devoted  efforts  of 
Harold  Parham  and  his  wonderful  staff. 
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Putnam  County  Physicians 
Sponsor  Exhibit  at  Fair 


Dear  Editor: 

I would  like  to  have  an  item  and  picture  in  our 
Florida  Medical  Association  Journal  as  I believe 
other  county  societies  with  membership  similar  to 
ours  may  be  interested  in  using  this  exhibit  in 
their  localities. 

The  Putnam  County  Medical  Society  spon- 
sored an  exhibit  booth  at  the  annual  county  fair 
beginning  November  12  and  ending  November 
15.  The  subject  this  year  was  tetanus  and  the 
exhibit  shown  was  constructed  and  loaned  by  the 
Florida  State  Division  of  Health.  Dr.  E.  Charlton 
Prather  directed  the  activity  and  assisted  the  local 
society  in  setting  up  the  exhibit. 

Complimentary  tetanus  toxoid  injections  were 
given  daily  to  persons  desiring  this  immunization. 
Members  of  the  Woman’s  Auxiliary  to  the  Putnam 
County  Medical  Society  and  local  nurses  volun- 
itarily  staffed  the  booth. 

Lawrence  G.  Hebel,  M.D. 

Palatka 


I The  exhibit  as  sponsored  by  the  Putnam  County 
I Medical  Society  at  the  local  county  fair.  (Dr.  Hebei  jailed 
to  identify  the  attractive  nurse.  We  are  not  certain  if  she 
■'  comes  with  the  exhibit. — Ed.) 
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YOUR  PATRONAGE 
HAS  MADE  OUR  GROWTH  POSSIBLE 

Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

4111  Carmichael  Ave.  32207 
(904)  359-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

St.  Petersburg  call  862-0332  direct  line 
to  Tampa  office 

Clearwater  call  446-0487  direct  line 
to  Tampa  office 
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TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
Richmond,  Virginu 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D, 
Catherine  T,  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
Edward  W.  Gamble,  III,  M.D. 
Gerald  W.  Atkinson,  M.D. 


1 


Highland  Hospital 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Direaor 
Area  Code  704-  254-3201 
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Need 

another  car? 


See  your 
jeweler ! 


Visit  your 
auto  dealer! 


Need 

optical  services? 


Call  on 
an  expert  — 


YOUR  GUILD  OPTICIAN! 


Just  as  the  jeweler  is  trained  in  his  field, 
and  the  auto  dealer  is  knowledgeable  in 
his  business,  the  Guild  Optician  is  an  ex- 
pert in  his. 

We  say  “Call  on  an  expert . . because  your 
local  Guild  Optician  is  an  expert  in  me- 
chanical optics.  You  know  he  is  equipped 
to  handle  your  most  critical  cases,  both 
in  experience  and  in  training.  You  know 
also,  because  he  is  a Guild  Member,  that 
his  standards  are  high,  and  that  you  can 
depend  on  him  to  accurately  translate  your 
patient’s  prescription  and  to  render  such 
after  service  as  your  patient  might  need, 
for  the  life  of  that  prescription. 


Your  local  Guild  Optician  also  is  an  expert 
at  working  with  your  patient  in  an  under- 
standing manner  when  it  comes  to  the  styl- 
ing and  fit  of  your  patient’s  frame.  His 
stocks  reflect  not  only  the  most  modern 
fashions,  but  also  the  conservative  styles 
that  have  lasted  over  the  years. 

There  are,  of  course,  many  other  areas  in 
which  your  Guild  Optician  may  be  highly 
skilled:  sub-normal  vision  cases,  aphakic 
cases,  contact  lenses. 

When  you  need  optical  services,  think  first 
of  your  Guild  Oj)tician!  Guild  of  Prescrip- 
tion Opticians  of  Florida. 


USING  GUILD  SKILLS  AND  EXPERIENCETO  SERVE  YOUR  PATIENTS 


...with  episodes  of  vertigo, 
headaehe,  eonfiision,  sensory  loss, 
slurred  speeeh,  eonsider 


VASOdLAN 

SOXSUPRINE  HC 


to  help  relieve  symptoms  by 
preventing  vasospasm  and 
inereasing  eerebral  blood  flow 


LABORATORI  ES 


ough  not  all  clinicians  agree  on  the  value  ot  vasodilators  In  vascular  disease,'  several  investigators^'^  have  reported  favorably  on  the  effects  of 
suprine  on  cerebral  blood  flow.  Effects  have  been  demonstrated  both  by  objeotlve  measurement^’^  and  observation  of  clinical  improvement.'^'^ 
ications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger's  disease), 
baud's  disease,  pqstphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic), 
nposition:  VASODILAN  tablets,  isoxsuprine  hydrochloride  10  mg.  Dosage:  Oral— 10  to  20  mg.  (1  or  2 tablets)  t.i.d.  or  q.i.d.  Contraindications 
Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
iding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not  recommended.  Complete 
liils  available  in  product  brochure  from  Mead  Johnson  Laboratories  References:  (1)  Fazekas,  J.  F.;  Alman,  R.  W.;  Ticktin,  H.  E,;  Ehrmantraut, 
^.,  and  Savarese,  C.  J.:  Angiology  75;No.  2 (Feb.)  1964.  (2)  Horton,  G E.,  and  Johnson,  P C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  (3)  Clarkson, 

, and  LePere,  D M ■ Angiology  77:190-192  (June)  1960  (4)  Dhrymiotis.  A D . and  Whittier,  J R.:  Current  Therapeutic  Research  4:124-128  (April) 
2 (5)  Whittier,  J R.-  Angiology  75:82-87  (Feb  ) 1964  ® is.s  mead  johnson  » company  . evansville.  Indiana  47721 
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MEDI  CARD, 

Life  Saver  Around  The  World 
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GOOD  THRU 

TROY  H CAMPBELL  JR 


l662A574ln500n 


HELPS  YOU 
help  your  patients 

Medi  Card  extends  credit  up  to  $5000  exclusive . 
for  health  services  to  its  cardholders.  You  r 
ceive  payment  in  full,  less  a 4.5%  service  fe 
within  10  days,  without  recourse.  Patients  c< 
take  up  to  24  months  to  pay.  As  an  addition 
benefit,  Medi  Card  offers  a round  - the- clo( 
emergency  medical  information  service  for  i 
patient-members  and  their  families. 


help  your  assistant 


95.5%  IS  NORMAL  with  Medi  Card 
Medi  Card  guarantees  you  payment 
within  10  days  . . . without  recourse. 


Medi  Card  simplifies  billing  and  bookkeepir 
procedures  . . . reduces  time  required  for  creci 
and  collection  functions  . . . minimizes  patient  r 
ceivables.  What’s  more,  there’s  no  commitme 
on  your  part,  nothing  to  join,  no  directory  or  lis 
ing  of  any  kind. 


EXCLUSIVELY  FOR  THE  POST-PAYMENT  OF 
THESE  UNIVERSAL  HEALTH  SERVICES: 

□ MEDICAL  □ DENTAL  □ HOSPITAL 

□ NURSING  HOME  □ PHARMACY 
AND  OTHER  BONA  FIDE  HEALTH 
SERVICE  CHARGES 


MEDI  CARD  INC. 

Ill  Prospect  Street 
Stamford,  Connecticut  06901 


Gentlemen:  I have  not  received  my  Medi  Card  kit.  Please  send  one  as  soon  as 
possible  to: 


ATTENTION : 

ADDRESS- 

CITY STATE 

ZIP 


I 


Anderson  Surgical  Supply  Co. 

Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 


Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


yv  T HATEVER  your  first  requisites  may  be,  we 
’ ’ always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


uronca 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

M.  G.  Isaacson,  M.D. 

Medical  Director 
1861  N.W.  South  River  Drive 
Miami,  Florida 
Phone  642-3555 

A nonprofit-voluntary  hospital  for  the  treat- 
ment of  nervous  and  mental  disorders  and  the 
problems  of  drug  addiction  and  alcoholic  habit- 
uation. Modern  diagnostic  and  treatment  proce- 
dures including — Psychotherapy.  Insulin,  & Elec- 
troshock, when  indicated.  Adequate  facilities  for 
recreation  and  out-door  activities.  Admissions  are 
made  without  regard  to  race,  color  or  national 
origin. 

Information  on  request 

Member  NAPPH,  American  Psychiatric  Assn.,  & 
American  Hospital  Assn. 
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physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  R.  C. 
Thompson,  Bartow  Memorial  Hospital,  Bartow,  Fla. 


F.AMILY  PHYSICLYN  WANTED  to  join  estab- 
lished family  physician  (pediatrics  and  general  medi- 
cine) in  rapidly  growing  residential  area.  AAGP  mem- 
ber or  eligible  preferred.  Lovely  waterfront  community 
with  excellent  professional  atmosphere.  Will  guarantee 
S20.000  first  year.  Contact:  Fred  O.  Smith,  M.D.,  1015 
Bartelt  Rd.,  Tarpon  Springs,  Fla.  33589. 


GENERAL  PR-\CTITIONER  WANTED:  For 

pri\'n.te  practice,  pleasant  surroundings  in  JacksonviUe 
area.  Seventy-five  bed  county  hospital  adjacent  to 
modern  office  building  with  two  colleagues.  Write 
C-842,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


IMMEDIATE  OPENING:  GP  desires  office  asso- 

ciate. Salarv-  and  percentage  with  minimum  guarantee 
of  824,000  per  year.  Adequate  office  space  with  two 
excellent  area  hospitak.  Central  Florida  location  mid- 
wav'  between  two  coasts.  Phone  (813)  453-3121  or 
write  C-917,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


FAMILY  PHYSICI.\NS  NEEDED  in  Floridas 
fastest  growing  area.  New  university  here,  Disney 
World  around  the  comer.  Economically  sound  with 
excellent  hospital  facilities.  Practice  in  an  area  of  cul- 
ture and  growth,  Orange  County.  Contact  the  Orange 
Countv  Medical  Society,  14  West  Gore  St.,  Orlando, 
Fla.  3^06.  Telephone  241-3338. 


PHY'SICLANS  NEEDED:  General  practitioner 

and  pediatrician  needed  in  community  of  20,000.  New 
hospital;  50  beds.  Twelve  miles  from  Orlando.  Con- 
tact R.  E.  Travers,  Administrator,  North  Orange 
Memorial  Hospital,  P.O.  Drawer  1147,  Apopka,  Fla. 
32703.  Phone  889-2566. 


W.ANTED:  M.D.  to  do  general  practice  in  fast 

growing  community  to  join  corporate  group  with 
profit-sharing  and  pension  trust  fund.  Have  60-bed 
JC.\H  hospital.  Guaranteed  salarv-  S24.000.  Must 
have  Florida  license.  Contact  John  M.  Canakaris, 
M.D.,  Box  727,  Bunnell,  Florida  32010.  Phone  (904) 
437-3354. 


Specialists 

INTERNIST  W.ANTED:  For  private  practice 

netting  $24,000  yearly.  Pleasant  surroundings  in  Jack- 
sonville area.  Seventy-five  bed  county  hospital  ad- 
jacent to  modem  office  building  with  two  colleagues. 
Write  C-871,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

INTERNIST  W.\NTED:  Will  consider  internist- 

partner,  well-established  practice,  C.  W.  Bush,  M.D., 
F.\CS,  4337  Seagrape  Drive,  Lauderdale-by-the-Sea, 
Fla.  33308. 

PSYCHIATRIST  W.\NTED-NEEDED:  To  con- 
tinue county  solo  nine-j'ear  practice  terminated  by 
sudden  death.  Office,  furniture,  files,  patients  ready, 
waiting.  Local  hospital  psychiatric  facility  newly  com- 
pleted. Contact  Mrs.  Frederick  L.  Patry,  5912  River- 
view  Blvd.  W.,  Bradenton,  Fla.  33505. 

INTERNIST  W.YNTED:  Board  eligible  or  cer- 

tified, married,  military  obligation  completed  to  join 
growing,  busy  internal  medical  practice.  Cardiology 
subspecialty  preferred.  Suburban  Miami  area.  Write 
C-921,  P.  0.  Box  2411,  Jacksonville,  Fla.  32203. 

PHYSICI.\N  NEEDED:  To  take  over  well  estab- 

lished internal  medicine  practice.  Completely  equipped 
office  and  building  for  sale  or  lease.  Contact  Dr.  Willis 
F.  Evans,  66  Star  Lake.  Pensacola,  Fla.  32507  or  call 
(904)456-2612  or  455-4516. 

W.ANTED:  Psychiatrist  for  private  practice  in 

excellent  family  town.  Two  major  universities,  junior 
college,  state  capital,  trade  area  of  350,000.  Modern 
400-bed  hospital  five  minutes  from  residential  area. 
Contact  Royce  V.  Jackson,  M.D.,  1328  N.  Magnolia 
,\ve.,  Tallahassee.  Fla.  32303.  Phone  (904)877-5183. 

R.\DIOLOGIST:  Florida  license  necessarj-.  Im- 

mediate opening  in  a new  77-bed  hospital  and  outpa- 
tient center  in  North  Miami  area.  Contact  .•\rnold 
Oper,  M.D.,  North  Dade  Hospital  and  Medical  Center, 
14701  N.W.  27  .\ve.,  Opa  Locka,  Fla.  33054.  Phone 
(305)688-3511. 


Miscellaneous 

W.ANTED:  Pediatrician,  internist,  anesthesiologist, 

general  practitioner  in  27-man  multispecialty  group 
located  Florida  Gulf  coast.  Progressive,  rapidly  grow- 
ing community  with  abundance  of  recreational  and 
cultural  opportunities.  Clinic  affiliated  with  200-bed 
accredited  hospital  with  immediate  and  long  range  ex- 
pansion plans.  No  investment  required.  Contact  D.  M. 
Schroder,  ,\dm.,  Mease  Hospital  and  Clinic,  Dunedin, 
Fla.  33528. 
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' WANTED:  General  practitioner  and  internists 

needed.  Excellent  opportunities,  Florida  west  coast. 
If  interested  call  collect  (813)  Neptune  9-2191,  Arnold 
B.  Simon,  M.D.,  President  or  Roscoe  Maxwell,  M.D., 
Secretary,  medical  staff.  Medical  Center,  809  E.  Marion 
f Ave.,  Punta  Gorda,  Fla.  33950. 


' EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  internist,  ENT,  and 

dermatologist.  Write  C-901,  P O.  Box  2411,  Jackson- 
, ville,  Fla.  32203. 

I 

EMERGENCY!  Naples,  a beautiful  town  on 
I Florida’s  southwest  coast,  has  opportunities  for  full 
! or  part  time  emergency  room  physicians.  Openings  in 
January  and  June.  Contact  John  S.  Stewart,  M.D., 
i % Naples  Community  Hospital,  Naples,  Fla.  33940. 

I 


situations  wanted 

GENERAL  SURGEON:  Board  certified,  licensed 

111  Florida  1968.  Desires  association  with  another 
surgeon  or  group  in  a coastal  city  of  central  or 
southern  Florida.  Write  C-855,  P.O  Box  2411,  Jack- 
sonville, Fla.  32203. 


LOCUM  TENENS:  Take  a week  or  so  vacation 
and  I will  cover  for  you.  Internal  medicine  or  gen- 
eral practice;  no  surgery  or  obstetrics.  Have  Florida 
license.  Write  C-928,  P.  O.  Box  2411,  Jacksonville, 
Fla.  32203. 


POSITION  W.\NTED:  Anesthesiologist  desires  posi- 
tion with  a group ; Florida  licensed.  Will  complete  resi- 
dency in  May  1970.  Write  C-931,  P.  O.  Box  2411,  Jack- 
sonville, Fla.  32203. 


POSITION  WANTED:  Vascular  surpon,  board 

certified,  desires  association  or  group  practice.  Licensed 
in  Florida,  military  obligations  completed.  Write 
C-929,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


OTOL.\RYNGOLOGIST:  Completing  residency 

October  1970  desires  information  on  community  open- 
ings or  ENT  association.  Write  George  L.  Kullmann, 
M.D.,  3909-3 rd  St.,  N.W.,  Rochester,  Minn.  S5901. 
Phone  (507)289-5567. 


P.\THOLOGIST  SEEKING  POSITION:  Military 

obligation  completed,  board  certified  in  anat.  and  clin. 
path.  Florida  license.  Reply  to  C-932,  P.O.  Box  2411, 
Jacksonville,  Fla.  32203. 


.ATTENTION  HOSPITAL  ADMINISTRATORS: 
I offer  my  services  as  medical  record  auditor  full  or 
part  time.  I have  for  the  past  six  years  audited  charts 
for  a 280-bed  hospital.  This  service  relieves  your  busy 
medical  staff  of  the  responsibility,  requiring  the  pres- 
ence of  only  a few  to  be  present  at  the  usual  monthly 
meeting  to  pass  opinion  on  the  auditor’s  comments. 
Write  C-933,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


practices  available 

PR.ACTICE  FOR  S.ALE:  Internal  medicine;  will 

introduce.  Florida  license  required.  Write  P.O.  Box 
4481,  Miami  Beach,  Fla.  33141. 


GENER.AL  PR.ACTICE:  Established  family  prac- 
tice in  completely  equipped  office,  located  in  better 
section  of  Jacksonville,  Florida.  Six  hundred  patients 
in  the  open  active  file.  Building  may  be  leased  or  pur- 
chased. Mrs.  Cecil  Hogan,  4913  River  Basin  Dr.,  S., 
Jacksonville.  Fla.  32207.  Phone  396-6159. 


GENER.AL  PR.ACTICE  .AVAILABLE:  Estab- 

lished in  Cape  Kennedy  area  for  6 years;  grossing 
$70,000.  Excellent  opportunity;  increasing  potential; 
no  cash  necessary;  all  supplies  and  equipment.  Write 
C-934,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


real  estate 

IN  SEBRING:  Acreage,  lake  frontage,  ranches, 

homes,  business  opportunities  and  groves.  Contact 
Grayce  McCoy,  Realtor,  4 Circle,  Sebring,  Fla.  33870 
or  phone  EV  5-7740. 


IN  ORL.ANDO:  Beautiful  new  Mercy  Profes- 

sional Center.  Ideally  located  in  fast  growing  area 
only  Yz  block  from  Mercy  Hospital.  Suites  from  1,00C 
to  2,000  sq.  ft.  Very  reasonable  rental  rate.  Contact 
Roberts  & Gillman,  Inc.,  Realtors,  Rental  Dept., 
P.  O.  Box  6786,  Orlando,  Fla.  32803.  Phone  (305) 
843-2121. 


OFFICE  SP.ACE  available  near  Orlando,  Fla. 
Professional  Center  consisting  of  two  general  prac- 
titioners, two  dentists,  pharmacy,  and  medical 
laboratory.  Centrally  located  in  a rapidly  expanding 
population  center.  Rotating  call  available.  Contact 
Mrs.  Veitch,  office  of  Stuart  P.  Culpepper,  M.D., 
South  Seminole  Professional  Center,  Inc.,  Highway 
436  & Robin  Rd.,  Altamonte  Springs,  Fla.  32701. 
Phone  (305)  838-3497. 


Classified  advertising  rates  are  $5.00  per  inser- 
tion for  ads  of  25  words  or  less.  Add  20<  for  each 
additional  word. 


The  Florida  Medical  .Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  O.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144’s-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

„ 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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Officers 
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Chairmen 
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Jack  A.  MaCris,  M.D.,  St.  Petersburg,  Medical  Economics 

Irving  E.  Hall  Jr.,  M.D.,  Bradenton,  Medical  Services 

Richard  C.  Dever,  M.D.,  Miami,  Scientific  Activities 

William  C.  Thomas  Sr.,  M.D.,  Gainesville,  Special  Activities 

Joseph  G.  Matthews,  M.D.,  Orlando,  Specialty  Medicine 
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LIBr>Ar'y 
jAf! . !3r 


Wtw  iUh(.  - , - , 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows; 

INDICATIONS:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

CONTRAINDICATIONS:  Patients  with  known  hypersensitivity  to  the  drug. 
WARNINGS:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-octing  drugs,  caution 
patients  against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards. 

PRECAUTIONS:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six.  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usuol  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

ADVERSE  REACTIONS:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido — all  infrequent 
and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  protracted  therapy. 


with  the  aid  of  antianxiety 

Librium'* 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 


In  an  age  of  swiff  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees  of 
excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  disease. 
In  properly  individualized  main- 
tenance dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunctive 
therapy  in  psychophysiologic 
disorders.  In  long  clinical  ex- 
perience, Librium  has  demonstrated 
a wide  margin  of  safety. 


Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  inc 
Nutley  New  Jersey  07110 


NY  academy  MED  l_l 
2 east  103RD  ST 
1 mew  YORK  NYI 
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Tepanir  Ten-tai^ 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eot 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Controirvdications:  Concurrently  with  M.AO  inhibitors,  in  potients  hypersensitive  to 
this  drcC;  in  errotionoHy  unstcb'e  potients  susceptible  to  drug  cbuse. 

Warning:  Alrbowgh  cenerolly  scfe^'  thon  t^e  cr^phetcmines.  use  with  greet  coution  in 
oefients  vvith  se^-e'e  hypertension  or  se.ere  ccrdiovoscuior  diseose.  Do  not  use  dur- 
•ng  first  trimester  of  pregncncy  unless  poter.tlol  benefits  outweigh  potentlol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  requi.'e  discontinuotic^  of  therapy,  un- 
pfeosent  symptoms  with  diethyJpropion  hydnochioride  hove  been  reponed  to  occur 
in  refotively  low  incidence.  As  is  chorccterisiic  of  syrrpothomimetic  ogents,  it  moy 
ccccsionolly  ccuse  CNS  effects  such  cs  ir-somnio,  nervousness,  dizziness,  anxiety. 


ond  jitreriness.  In  controst.  CNS  depression  hos  been  reported.  In  o few  epileptics 
on  increase  In  cwwulslve  episodes  hos  been  reported.  SympKSthomlfnetic  cordio* 
vcscu/or  effects  reponed  Include  ones  such  os  tochycordic,  precordiol  poin, 
errhythmio.  polpitotion,  and  increosed  blood  pressure.  One  published  repoh 
desenbed  T-wove  changes  in  the  ECG  of  o heolthy  young  mole  otter  Ingestion  c 
dierhylpf'op'on  hydrochloride;  this  wos  an  isoloted  experience,  which  hos  not  been 
reported  by  others.  Allergic  pheromcno  reported  Include  such  conditions  os  rash, 
urtlcorio.  ecchymosis,  ond  erythemo.  Gcsfromlestino/  effects  such  os  dlcrrheo, 
constipotion,  nouseo.  vomiting,  ond  cbdominol  discomfort  hove  been  repor*ed. 
Specific  reports  on  the  hematopoietic  system  include  tv/o  eoch  of  bone  mcr''ow 
depression,  ogronulocytosis,  ond  leukopenia.  A voriety  of  mlscelloneous  odve'’se 
reoctions  hove  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  heodoche.  dyspnea,  menstrua!  upset,  holr  loss,  muscle  pain,  decreased 
libido,  dysurio.  ond  polyorio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  loblet 
doily,  swoUowed  whole,  in  midmorning  (10  o.m.l;  TEPANIL;  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meols.  If  desired,  on  odditionol  tcblet  may  be  given  in 
midevening  to  ovs-rcome  night  hunger.  Use  in  children  under  12  yeers  of  oge  is  not 

T-00£X  / 1/70  /'  U.S  PA7EKT  NO  3.00I.91A 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


retommer^ed. 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

I THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
REMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


LUTREXIN,  the  non-steroid  “uterine 
laxing  factor”  has  been  found  to  be  useful 
> many  clinicians  in  controlling  abnormal 
j:erine  activity. 

Literature  on  indications  and  dosage  avail- 
ole  on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

(LTR23 ) 


He  IS  middle-ag 
When  he  needs  an  antibiotic 


he  may  be  a candidate  for 


DECLOSTATIN  300 

Dfmelh\lchlorlelrar\rlinf  Htl  300  tng 

and  Ntstalin  oOO.OttO  unil>  -■ 

CAPSLLE-SHAPED  TABLETS  Ledf He  J J • 1 • • 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethvlchlortetracvcline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectriim  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLO.‘>T.\TIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the Jntestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline  or  nystaTin. 

\^'arning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  \ photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  er>- 
thema  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions : (T\ergrowth  of  nonsusceptible  organisms  may  occur.  G("j 
stant  observation  is  essential.  If  new  infections  appear,  appropris'l 
measures  should  be  taken.  In  infants,  increased  intracranial  press: 
with  bulging  fontanels  has  been  observed.  .All  signs  and  symptoms  b 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  .system— anorexia,  nausea,  vomiting,  dk 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopi' 
ular  and  erythematous  rashes:  a rare  case  of  exfoliative  dermatitis  K;j 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  v j 
nails  (rare).  Kidney— rise  in  RUN.  apparently  dose  related.  Transir 
increase  in  urinaiv'  output,  sometimes  accompanied  by  thirst  (rarr 
Hypersen.sitivity  reactions— urticaria,  angioneurotic  edema,  anaphylair 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  tb 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  dru: 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hyp 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosj' 
crasy  occurs,  discontinue  medication  and  institute  appropriate  thera® 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in 
bone-forming  tissue  with  no  serious  harmful  effects  reported  <hus|F 
in  humans.  s 


.Average  .Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 5 
given  1 hour  before  or  2 hours  after  me^s,  since  absorption  is  impaSi 
hy  the  concomitant  administration  of  liigh  calcium  content  drugs,  fo<A 
and  some  dairy  products.  Treatment  of  streptococcal  infections  sb 
continue  for  10  days,  even  though  symptoms  have  subsided. 
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I 

Does  the  antianxiety  agent  you  now  prescribe 


...assure  you  of  smooth, 

1 

...have  a 30-year 

predictable  action? 

safety  record? 

1 

...minimize  side 

...consider  your 

effect  surprises? 

patient’s  pocketbook 

here’s  one  that  does! 


No  wonder  thousands  of  physicians  turn  to  the 
relaxing  sedative  effect  of  Butisol  Sodium:  to  help 
the  usually  well-adjusted  patient  cope  with  tempo- 
rary stress... or  to  relieve  the  anxiety  associated 
with  hypertension,  coronary  disorders,  premen- 
strual tension,  surgical  procedures,  functional  Gl 
disorders,  and  the  strains  of  aging. 

The  prompt  yet  gentle  daytime  sedative  action 
of  Butisol  Sodium  is  often  all  that’s  needed  to  help 
these  patients  meet  their  daily  demands ...  as  well 
as  to  provide  them  with  a good  night’s  sleep  with- 
out resorting  to  hypnotic  doses.  And  Butisol 
Sodium  costs  only  about  half  as  much  as  common- 
ly prescribed  sedative  tranquilizers."' 


Contraindications:  Porphyria  or  sensitivity  to  barbituraj 
Precautions:  Exercise  caution  in  moderate  to  severe  hept 
disease.  Elderly  or  debilitated  patients  may  react 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
levels,  skin  rashes,  “hangover”  and  systemic  disturb^ 
are  seldom  seen.  ■' 

Warning:  May  be  habit  forming.  [ 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to 
mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  [| 
Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  r,| 
Elixir,  30  mg.  per  5 cc.  (alcohol  7%).  Buticaps®  [Capsi! 
Butisol  Sodium  (sodium  butabarbital)]  15  mg.,  30  V 
50  mg.,  100  mg. 


* Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM® 


( McNEIL 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


In  G.  U.  therapy,  the  first  consideration  is  control  of  infec- 
tion. To  your  patient,  a primary  concern  is  relief  from 
pain.  URISED  provides  rapid  relief  from  pain,  and  relaxa- 
tion of  smooth  muscle  spasm  through  parasympatholytic 
action  of  atropine  and  hyoscyamine. 


! 


URISED  is  not  a dramatic  “wonder  drug”  but  a useful  one 
that  has  served  the  medical  profession  for  more  than  fifty 
years.  You  can  rely  on  URISED;  it  has  gained  the  confi- 
dence of  physicians  who  have  written  more  than  one  mil- 
lion prescriptions  for  their  patients. 

URISED  is  a mild  but  reliable  agent  with  a low  order  of 
toxicity.  It  can  be  used  alone  to  treat  uncomplicated  uri- 
nary tract  infections  where  the  invading  organisms  are 
susceptible  to  methenamine  and  methylene  blue  in  an 
acid  medium.  URISED  can  provide  “interim  therapy”  while 
awaiting  complete  laboratory  diagnosis.  It  can  also  be  used 
as  an  adjunct  (to  relieve  pain  and  spasm)  with  almost  any 
other  form  of  antibacterial  therapy). 

For  prompt  relief  of  the  distressing  symptoms  of  pain, 
burning,  frequency,  dysuria,  and  spasm,  consider  URISED. 
Your  patient  will  recognize  its  presence  by  the  character- 
istic blue-green  urine. 


the  coinmon 
denominator 
hi  GJL  therapy 


keeping  your 
patient  comfortabie 

PRECAUTIONS:  Administer  with  caution  to  persons  with  known 
idiosyncrasy  to  atropine  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward  reactions 
have  been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease  dos- 
age. If  rapid  pulse,  dizziness,  or  blurring  of  vision  occur,  discon- 
tinue use  immediately.  Acute  urinary  retention  may  be  precipitated 
in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or  pyloric 
obstruction,  duodenal  obstruction  and  cardiospasm.  Hypersen- 
sitivity to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  followed 
by  liberal  fluid  intake.  Acute  cases — Initially  two  tablets  every 
hour  for  three  doses  followed  by  the  recommended  daily  adminis- 
tration. Children — One-half  the  adult  dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


Each  blue-coated  tablet  contains  active: 


Atropine  Sulfate  0.03  mg. 
Hyoscyamine  . . . .0.03  mg. 
Methenamine  . . .40.8  mg. 


Methylene  Blue  . 5.4  mg. 
Phenyl  Salicylate  18.1  mg. 
Benzoic  Acid 4.5  mg. 


CaNAL 

PMAPMACEUTiCALS.  INC. 
CHICAGO.  iLUlNOia  SOOAO 


Maouf«cCur«ra  of  Uricaudcai  SpaciaiC<#A 


MeadjiliTiMlI-pharmaceuticals  created  for  your  specialized  clinical  needs 


they  need  the  proved 
effectiveness  and  safety  of 


Each  effervescent  tablet  supplies;  2.5  Gm,  potassium  bicarbonate 
(25  mEq.  elemental  potassium),  2.1  Gm.  citric  acid,  cyclamic  acid 


Three  clinical  studies*  confirm  the  effectiveness 
of  good  tasting  K-Lyte  as  a source  of  supple- 
mental potassium  to  increase  low  levels  of 
serum  potassium  and  to  maintain  normal 
levels.  Patients  were  on  continuous  diuretic 
therapy  and  salt-restricted  diets.  K-Lyte  dosage 
was  one  tablet  b.i.d. 


Serum  Potassium  Levels  (in  mEq./L) 


Number  of 
patients 

Mean  initial 
value 

Mean  final 
value 

14 

3.23 

4.83 

16 

3.50 

4.40 

25 

4.52 

4.47 

K-Lyte  can  offer  effective  potassium  supple- 
mentation without  the  gastrointestinal  com- 
plications sometimes  associated  with  potassium 
chloride  tablets  and  thiazide-potassium  chloride 
combination  therapy.  Effervescent  K-Lyte  is 
taken  in  solution,  speeding  up  absorption  to 
avoid  these  hazards. 


Composition:  Each  tablet  contains  potassium  bicarbon- 
ate (2.5  Gm.),  citric  acid  (2.1  Gm.),  cyclamic  acid,  arti- 
ficial flavor  and  color. 

Contraindications:  When  renal  function  is  impaired,  or 
if  the  patient  has  Addison’s  disease,  potassium  supple- 
mentation should  not  ordinarily  be  instituted. 
Precautions:  Should  not  be  used  in  patients  with  low 
urinary  output  unless  under  the  supervision  of  a physi- 
cian. In  established  hypokalemia,  attention  should  be 
directed  toward  correction  of  frequently  associated  hypo- 
chloremic alkalosis  and  other  potential  electrolyte 
disturbances.  Patients  should  be  directed  to  dissolve 
tablet  in  stated  amount  of  water  to  assure  against  gastro- 
intestinal injury  associated  with  the  oral  ingestion  of 
concentrated  potassium  salt  preparations. 

Side  Effects:  While  nausea  has  been  reported  in  an  occa- 
sional patient,  K-Lyte  produces  no  serious  side  effects 
when  given  in  recommended  doses  to  patients  with 
normal  renal  function  and  urinary  output.  Potassium 
intoxication  causes  listlessness,  mental  confusion,  tingling 
of  the  extremities  and  other  symptoms  associated  with 
a high  concentration  of  potassium  in  the  serum. 
Administration  and  Dosage:  K-Lyte  effervescent  tablets 
must  be  dissolved  in  3 to  4 ounces  of  water  before  taking. 
Adults:  1 tablet  2 to  4 times  daily,  depending  on  the  re- 
quirements of  the  patient.  Two  tablets  (50  mEq.  of 
elemental  potassium)  supply  the  approximate  normal 
adult  daily  requirement. 

How  Supplied:  Effervescent  tablets— boxes  of  30  and  250 
(orange  or  lime). 

•Reports  on  file:  Medical  Research  Department, 

Mead  Johnson  Laboratories,  Evansville,  Indiana  47721 
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LABOR  ATO  RIBS 


in  cardiac  edema 


gets  the  water  out 
speu^  the  poteissium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Corvtrairvdicatiorvs:  Pre-existing  elevated 

serum  potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 

V^LTniugs:  Do  not  use  dietary  potassium  sup- 

plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  mark- 
edly impaired.  Enteric-coated  potassium  salts 
may  cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has  been 
reported,  in  4%  of  patients  under  60  years,  in 
12%  of  patients  over  60  years,  and  in  less  than  8% 
of  patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  and  BUN  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  or  hepatic  insufficiency  (e.g.,  cer- 
tain elderly  or  diabetics).  If  hyperkalemia  de- 
velops, substitute  a thiazide  alone.  If  spironolac- 
tone is  used  concomitantly  with  ‘Dyazide’,  check 
serum  potassium  frequently — their  combined  use 
can  cause  potassium  retention  and  sometimes 
hyperkalemia.  Two  deaths  have  been  reported 
in  patients  on  such  combined  therapy  (in  one, 
recommended  dosage  was  exceeded;  in  the  other, 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage  or  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients 
receiving  Dyrenium  (triamterene,  sk4f).  Rarely, 
leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with  the 
thiazides.  Watch  for  signs  of  impending  coma  in 
acutely  ill  cirrhotics.  Thiazides  are  reported  to 


cross  the  placental  barrier  and  appear  in  breast 
milk;  thus  adverse  reactions  which  have  occurred 
in  adults  may  occur  in  the  fetus  or  newborn  infant. 
Rarely,  thrombocytopenia  or  pancreatitis  has  de- 
veloped in  newborn  infants  whose  mothers  had 
received  thiazides  during  pregnancy.  When  used 
during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  de- 
terminations. Do  periodic  blood  studies  in  cir- 
rhotics with  splenomegaly.  Antihypertensive  ef- 
fects may  be  enhanced  in  postsympathectomy  pa- 
tients. The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxica- 
tion (in  hypokalemia).  Use  cautiously  in  surgical 
patients.  Adjust  dose  of  antihypertensive  agents 
given  concomitantly. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphy- 
laxis; rash,  urticaria,  photosensitivity,  purpura, 
other  dermatological  conditions;  nausea  and  vom- 
iting (may  indicate  electrolyte  imbalance),  diar- 
rhea, constipation,  other  gastrointestinal  distur- 
bances. Rarely,  necrotizing  vasculitis,  altered  car- 
bohydrate metabolism,  hyperbilirubinemia,  par- 
esthesias, icterus,  pancreatitis,  and  xanthopsia 
have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


Smith  Kline  & French  Laboratories 


INFORMATION  FOR  AUTHORS 


Manuscripts  submitted  for  publication  in  the  Journal 
of  the  Florida  Medical  Association  should  be  double  or 
triple  spaced  on  white  bond,  including  title  page,  illustra- 
tion legends,  tables  and  table  headings,  footnotes  and 
references.  Only  original  papers  not  previously  published 
are  considered  for  publication.  Manuscripts  submitted  for 
publication  are  subject  to  review  and  approval  by  the 
Journal  Publications  Committee.  All  manuscript  pages 
should  be  numbered  consecutively.  Within  the  manuscript, 
numbers  one  to  ten  should  be  spelled  out  except  when 
used  for  units  of  measurement;  for  numbers  above  ten, 
arabic  numerals  should  be  used.  Borland’s  Medical  Dic- 
tionary and  Webster’s  International  Dictionary  may  be 
used  as  standard  references.  Scientific  (generic)  names  for 
drugs  should  be  used  when  possible.  Copyright  or  trade 
names  should  be  capitalized  when  used.  Submit  original 
manuscript  and  two  copies.  Copying  by  electrostatic  dry 
process  (not  wet  process)  is  preferred  to  tissue  copies. 
Retain  one  additional  copy  in  your  office  for  proofreading. 
.\11  material  is  submitted  with  the  understanding  it  is 
subject  to  editing. 

Titles  should  be  short,  specific  and  clear.  Omit  phrases 
such  as  “The  Use  of,”  or  “Observations  on.”  If  paper 
was  presented  at  a meeting,  indicate  name  of  organization, 
city,  month,  day  and  year. 

Photographs  should  be  submitted  as  5x7  glossy  prints, 
untrimmed  and  unmounted;  number  each  photograph 
lightly  on  the  back  with  pencil  and  indicate  top. 

Line  art  such  as  charts,  graphs  and  medical  illustra- 
tions should  be  submitted  as  india  ink  drawings  on  white 
gloss  paper;  remember  to  make  details  large  enough  to 
allow  for  photographic  reduction. 

It  is  a policy  of  the  Journal  that  authors  pay  for  any 
cuts  used  to  illustrate  their  papers. 

References  should  conform  to  the  style  of  the  Index 
Medicus:  name  of  author,  title  of  article,  name  of  pub- 
lication with  volume,  page  numbers,  month  and  year. 
Example:  McCollough,  N.  C.:  Emergency  Room  Treat- 

ment of  Venomous  Snakebite,  J.  Florida  M.  A.  55:317- 
318  (April)  1968.  References  should  be  typewritten,  dou- 
ble or  triple  spaced,  beginning  on  a new  sheet  of  paper 
entitled  “References.”  Number  references  in  the  text  in 
order  of  citation  and  prepare  bibliography  in  the  same 
order.  Use  superscript  arabic  numerals  to  cite  references. 
Authors  are  responsible  for  the  accuracy  of  bibliographies. 
The  Journal  Publications  Committee  reserves  the  right 
to  pass  upon  the  publication  of  any  bibliography.  Un- 
usually lengthy  bibliographies  may  be  referred  to  at  the 
end  of  the  text  with  the  statement  “References  are  avail- 
able from  the  author  upon  request.” 

OTHER  INFORMATION 

Subscription  price:  $7.00  per  year;  single  number,  70 
cents.  Volumes  begin  with  the  January  issue.  Subscrip- 
tions may  commence  at  any  time.  Back  numbers,  when 
available,  may  be  obtained  at  a slightly  increased  cost 
based  upon  age  and  availability.  Address  Journal  of  the 
Florida  Medical  Association,  P.O.  2411,  735  Riverside 
.\venue,  Jacksonville,  Fla.  32203.  Telephone  (904)  356- 
1571. 

Microfilm  editions  available  beginning  with  the  1967 
volume.  Address  inquiries  to  University  Microfilm,  300 
North  Zeeb  Road,  Ann  Arbor,  Mich.  48106. 

Display  advertising  rates,  as  periodically  published  by 
the  State  Medical  Journal  Advertising  Bureau,  Inc.,  Chi- 
cago, of  which  the  Journal  is  a subscriber,  are  available 
upon  request. 

Classified  advertising  rates  are  $5.00  per  insertion  for 
ads  of  25  words  or  less  and  20  cents  for  each  additional 
word. 

Deadline  for  all  material  is  the  first  of  the  month 
preceding  month  of  publication.  Acceptance  of  advertising 
is  contingent  upon  approval  of  the  Journal  Advertising 
Committee. 
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for  nutritional 
support  in 
G.I.disorders 


TABLETS 


high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 

contains  water-soluble  vitamins  only 

b.i.d.  dosage  provides  full 
therapeutic  amounts 

good  patient  acceptance 

no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Bjj. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


^ROCHEjj 


Roche 

LABORATORIES 


Division  ol  Hoffmann-La  Roche  Inc 
Nutley.  New  Jersey  07110 


b^Coiixia 

^Tledlai£ 


president’s  page 


Unfinished  Business 


In  1970  the  FMA  will  face  some  serious  situations.  Your  Board  of  Governors,  councils,  and  com- 
mittees will  need  help  and  understanding.  I can  only  mention  a few  of  our  problems  on  this  page  but 
perhaps  this  will  encourage  each  of  you  to  seek  more  facts  before  our  House  of  Delegates  meets 
in  May  1970.  Some  of  these  problems  are: 

1.  Medicaid  in  Florida 

Medicaid  was  put  into  effect  by  the  Florida  legislature  on  January  1,  1970  after  last  minute 
approval  by  HEW.  The  physicians’  portion  of  the  medical  services  provided  w^ere  grossly  underfund- 
ed by  state  appropriation.  VVhatever  the  motives  were,  the  method  taken  was  unfair  and  discrimina- 
tory at  least  for  the  first  six  months  of  the  program.  The  details  cannot  be  covered  here  but  at  least 
I can  refer  you  to  three  communications  which  are  available: 

(a)  You  have  all  received  the  letter  dated  December  17,  1969  from  the  Division  of  Family  Serv- 
ices (part  of  the  Department  of  Health  and  Rehabilitative  Service  of  the  state  of  Florida). 
This  was  sent  out  for  Dr.  James  A.  Bax  over  the  signature  of  Mr.  Emmett  S.  Roberts.  This 
letter  is  fair  and  factual.  I feel  that  Dr.  Bax  and  Mr.  Roberts  are  doing  the  best  they  can  in 
a difficult  situation  not  of  their  making.  Please  read  the  letter  again. 

(b)  On  December  19,  1969,  Dr.  Jere  W.  Annis  wrote  a letter  to  Sen.  Louis  de  la  Parte  setting 
the  record  clear  about  physician  attitudes  on  Title  XIX.  You  should  read  it.  FM.\  head- 
quarters can  furnish  you  a copy  should  you  wish.  Dr.  Annis’  views  certainly  have  my  en- 
dorsement. 

(c)  The  Journal  of  the  Florida  .\cademy  of  General  Practice  {Florida  Family  Physician,  Vol  XX, 
No.  1,  published  January  1970)  has  a number  of  excellent  articles  which  put  many  legisla- 
tive issues  in  clear  perspective.  I congratulate  Dr.  S.  J.  .\lford,  the  editor,  for  this  excellent 
presentation.  On  page  4,  Dr.  James  T.  Cook  has  written  an  editorial  on  Medicaid  in  Florida 
which  you  should  read.  It  will  give  you  additional  information. 

2.  The  Workmen’s  Compensation  fee  schedule  continues  to  be  a thorny  problem.  Dr.  Joseph 
Matthews  and  his  committee  and  others  before  them  have  done  all  in  their  power  to  get  the  program 
cleared  up — so  far,  to  no  avail.  We  simply  have  not  been  fairly  treated  in  this  matter  to  date. 

3.  At  the  AM  A meeting  in  Denver  in  1969,  a report  of  the  “Committee  on  Planning  and  De- 
velopment” of  the  AMA  chaired  by  Dr.  George  Himler  of  New  York  was  made.  This  voluminous 
report  made  a number  of  recommendations  which  did  not  meet  the  approval  of  many  of  the  dele- 
gates. There  was  a minority  report  of  the  committee  itself.  As  a result,  the  entire  Himler  report  was 
referred  to  each  state  medical  association  for  consideration.  Dr.  Francis  Holland,  chairman  of  our 
AMA  delegation,  has  been  requested  to  inform  all  of  you  about  this  report.  Please  be  alert  to  infor- 
mation about  it. 
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Riker  Laboratories  is  pleased  to  announce... 


...the  plan 

that  means 
lower  dn^  costs 
for  your 

geriatric  patientsi 


It’s  the  “GOLDEN  AGE  PRESCRIPTION  PLAN,” 
and  all  your  patients  who  are  sixty  years  of 
age  or  older  are  eligible.  For  use  in  con- 
junction with  DORBANTYL®,  the  product 
that’s  particularly  effective  in  overcoming 
the  problem  of  constipation  in  the  older 
patient— the  plan  enables  your  patient  to 
receive  a 35-cent  cash  refund  from  us 
when  his  prescription  for  DORBANTYL  is 
filled.  There’s  nothing  extra  for  you  to  do 
...no  bookkeeping  is  necessary.  It’s  as 
simple  as  1, 2, 3. 


1.  You  are  supplied  with  pre-printed 
DORBANTYL  prescriptions  (each  prescrip- 
tion consisting  of  an  original  and  a carbon 
copy)— you  give  your  patient  both  the  orig- 
inal and  its  carbon  copy. 

2.  When  the  prescription  is  filled,  the 
pharmacist  validates  the  copy  by  signing 
it  or  affixing  his  store  label  to  it— and  gives 
the  duplicate  to  your  patient. 

3.  Your  patient  simply  mails  the  validated 
duplicate  copy  of  the  Rx  to  us  and  re- 
ceives the  cash  refund. 


That’s  all  there  is  to  it . . . buW' 
that  can  be  quite  a bit  to  youij 
“golden  age”  patient.  I 

Ask  your  Riker  Representa-I 
tive  about  the  “Golden  Age*' 
Prescription  Plan.”  ,. 

RIKER  LABORATORIES  ' 
Northridge,  California  91324> 
Sponsors  of  Riker  Service  — 
the  complimentary  classified 
service  for  physicians.  , 


The  eoiicei'f  iiiMlei*»aj, 

» hen  to  the  conductor’s  dismay 
Cramps  and  diai>i*iiea, 

Did  so  cpiiekly  appear. 


When  (iiarrhea  separates 
a man  from  his  job...  DONNAGKI* 


The  maesti'o  no  longer  could  sta>. 


Because  diarrhea  witli  cramping,  nausea,  and  painful  straining  can 
ke  at  the  most  inopportune  time,  it  takes  a comprehensive  agent  to  treat  the 
1 diarrheal  syndrome  and  help  get  the  patient  hack  on  the  job.  That’s  why 
many  physicians  rely  on  Donnagel,  especially  during  the  fall  and  winter 
aths  when  “flu”  and  viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin  combination, 
ilso  contains  the  belladonna  alkaloids  to  calm  GI  hvperrnotility  and  help 
eve  the  distressing  discomforts  which  so  often  accompatiy  diarrhea.  Certainly 
less  expensive  and  more  convenient  than  taking  two  medications.  And  the 
age  is  lower  too.  Availaljle  in  the  handy  4-oz.  plastic  bottle  at  pharmacies  I 
rywhere  on  your  prescription  or  recommendation. 

Diarrhea  and  its  Discomforts 

Donnagel 

;h  fluid  ounce  contains:  Kaolin,  6 Cm.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate, 
037  mg.;  Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.; 
lium  benzoate  (preservative),  60  mg.;  Alcohol,  3.8%. 


H'DOBINS  A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220 


All  the  Robitussins  contain  gylceryl 
guaiacolate,  an  outstanding  expec- 
torant agent  that  greatly  increases 
the  output  of  lower  respiratory  tract 
fluid.  Increased  RTF  volume  exerts  a 
demulcent  effect  on  the  tracheo- 
bronchial mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easierto  raise. 

For  coughs  of  colds  and  "flu" 
ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . , 100.0  mg. 
Alcohol,  3.5% 


For  unproductive  allergic  coughs 
ROBITUSSIN  A-C® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Pheniramine  maleate  . . 7.5  mg. 

Codeine  phosphate  . . . 10.0  mg. 

(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Phenylephrine 

hydrochloride 10.0  mg. 

Alcohol,  1.4% 


Non-narcotic  for  6-8  hr.  cough  control  Robitussin-DM  in  solid 
ROBITUSSIN-DM®  form  for  “coughs  on  the  go" 


Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Dextromethorphan 
hydrobromide  ....  15.0  mg. 

Alcohol,  1 .4% 


COUGH  CALMERS™ 

Each  Cough  Calmer  contains: 
Glyceryl  guaiacolate  . . 50.0  mg. 
Dextromethorphan 
hydrobromide  . . 7.5  mg. 


Use  this  handy  guide  to  pick  the  right  formuiation  for  each  coughing  need 


Robitussin 

Robitussin-DM 

Robitussin  A-C 

Robitussin-PE 

Cough  Calmers 

Expectorant 

• 

• 

• 

• 

• 

Demulcent 

• 

• 

• 

• 

• 

Cough  Suppressant 

• 

• 

• 

Antihistamine 

• 

Long-Acting  (6-8  hours') 

• 

• 

Nasal,  Sinus  Decongestant 

• 

Non-narcotic 

• 

• 

• 

• 

A.  H,  Robins  Company,  Richmond,  Va.  23220 


Achroddin®  Tablets  and  Syrup 


Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains;  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatme 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  tl 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elder 
patients  you  may  prefer  caffeine-free  ACHROCIDIX  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  m 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gasiroiniestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  maculo- 


papular  and  erythematous  rashes;  exfoliati 
dermatitis;  photosensitivity;  onycholysis,  n; 
discoloration,  /f/dney— dose-related  rise 
BUN.  Hypersensitivity  reactions— urticari 
angioneurotic  edema,  anaphylaxis.  Intracraru 
—bulging  fontanels  in  young  infants.  Teeth 
yellow-brown  staining;  enamel  hypoplasi 
Blood— anemia,  thrombocytopenic  purpur 
neutropenia,  eosinophilia.  Liver— cholestasis 
high  dosage. 

Upon  adverse  reaction,  stop  medication  an 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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for  the  debilitated 
geriatric  patient 


Berocca 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 

contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B^q- 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


h.V.Qu 


When  mixed  as 
directed,  each  cc. 
will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estoiate 
equivalent  to  125  mg, 
erythromycin  base. 


The  many 
forms 
of  llosone"^ 

Erythromycin  Estolate 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Methods  and  Indications  for  Temporary 
and  Permanent  Cardiac  Pacing 

Morton  Korn,  William  H.  Bernstein,  M.D. 

AND  Philip  Samet,  M.D. 


Cardiac  pacing  by  electrical  techniques  has 
developed  rapidly  in  the  past  decade.  Since  ZolP 
originally  described  the  use  of  e.xternal  cardiac 
pacing  in  the  treatment  of  asystole,  indications  as 
well  as  techniques  have  proliferated.  Cardiac 
pacing  now  is  highly  sophisticated,  yet  important 
to  every  physician. 

In  this  paper  we  briefly  review  the  indications 
for  cardiac  pacing  and  methodology.  Detailed  dis- 
cussions are  available  in  the  literature. 2-'‘>  Three 
basic  questions  may  arise:  which  cardiac  chamber 
is  preferred  for  pacing,  how  is  it  done,  and  why. 

Preferred  Cardiac  Chamber 

Many  experimental  and  clinical  studies  have 
clearly  established  the  physiologic  superiority  of 
atrial  as  opposed  to  ventricular  pacing. At 
similar  ventricular  rates,  cardiac  output  is  10% 
to  20%  higher  during  atrial  pacing,  both  in  com- 
plete heart  block  and  in  sinus  rhythm.  Systemic 
arterial  pressures  also  are  higher.  These  differ- 
ences are  based  upon  the  atrial  contribution  to 
ventricular  function,  the  atrial  “kick”  mechanism. 
.■\trial  pacing  is,  therefore,  utilized  when  possible. 

Techniques  of  Pacing 

External  chest  wall  stimulation  is  rarely  uti- 
lized since  applications  of  electrical  stimuli  strong 
enough  to  result  in  cardiac  depolarization  cause 
considerable  pain  and  eventuate  in  skin  burns. 
This  procedure  has  been  replaced  by  internal 
pacing. 


From  the  Division  of  Cardiology,  Department  of  Internal 
Medicine,  Mount  Sinai  Hospital,  Miami  Beach. 


Cardiac  pacing  may  be  performed  by  three 
techniques:  fixed  rate,  P wave  synchronous,  and 
demand.  In  fixed  rate  pacing,  stimuli  appear  at  a 
constant  rate  regardless  of  underlying  rhythm 
(Fig.  1).  If  normal  sinus  rhythm  returns  in  a 
patient  formerly  in  complete  heart  block,  pacer 
stimuli  can  occur  at  the  apex  of  the  preceding  T 
wave  in  the  so-called  vulnerable  phase  of  the 
cardiac  cycle  and  cause  repetitive  ventricular 
firing,  i.e.,  ventricular  tachycardia  or  fibrillation. 

The  second  technique  is  P wave  synchronous 
in  w'hich  the  ventricular  pacing  stimulus  and  the 
cardiac  rate  follow  the  sinus  rate  up  to  a maxi- 
mum of  125/'min.  (Fig.  2)  because  of  a built-in 
pacer  refractory  period  of  480  msec.  A pacer 
stimulus  and  a paced  ventricular  beat  follow  each 
P wave.  If  the  atrial  rate  e.xceeds  125  'min.,  2 : 1 
pacer  block  occurs. 

As  originally  conceived,  in  true  demand  pacing, 
the  third  mode,  a pacer  stimulus  appears  only  if 
the  intrinsic  ventricular  rate  falls  below  the  pre- 
set pacer  rate.  Thus,  if  the  rate  is  set  at  60  min., 
a stimulus  appears  only  if  the  spontaneous  electro- 
cardiographic QRS  to  QRS  interval  exceeds  one 
second.  If  the  rate  is  set  at  30  min.,  a stimulus 
appears  if  the  interval  exceeds  two  seconds.  This 
is  known  as  QRS  blocking  demand  pacing  (Fig. 
3).  The  second  variety  of  demand  pacer,  called 
standby  rather  than  true  demand,  is  QRS  syn- 
chronous and  functions  like  the  blocking  pace- 
maker when  the  spontaneous  rate  falls  below  the 
preset  pacer  rate.  When  the  heart  rate  exceeds 
the  demand  pacer  rate,  the  pacemaker  spike  is 
“synchronized”  to  the  QRS  complex  and  appears 
within  and  distorts  the  spontaneous  QRS  complex 
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Fig.  1. — Fixed  rate  pacing  in  a patient  with  atrial  fibril- 
lation, complete  heart  block  and  ventricular  premature 
beats.  Pacing  stimuli  may  fall  in  the  vulnerable  period 
under  these  circumstances. 
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Fig.  2. — P wave  synchronous  pacing.  Each  P wave  is 
followed  by  a pacer  stimulus  and  a paced  QRS  com- 
plex. Physiologic  variations  in  the  ventricular  rate  may 
occur. 


•67131  11  25  AM  12-4*66 


Fig.  3. — QRS  blocking  demand  Medtronic  pacer.  The 
first  complex  in  the  first  strip  is  a conducted  beat.  The 
next  six  QRS  complexes  are  true  fusion  beats.  The  last 
four  complexes  in  the  first  strip  are  paced  beats  with 
varying  P-QRS  temporal  relationship.  The  6th,  7th  and 
8th  QRS  complexes  in  the  second  strip  are  pseudo-paced 
beats.  These  QRS  complexes  are  normally  conducted 
QRS  complexes,  distorted  by  the  pacer  stimulus  which 
is  ineffective  since  depolarization  by  the  normal  pathway 
has  occurred.  Most  of  the  remaining  beats  are  paced 
beats. 


(Fig.  4).  The  same  phenomenon  is  observed 
whenever  any  spontaneous  beat  occurs. 

Advantages  and  Disadvantages 

The  electronic  components  of  the  fixed  rate 
pacer  are  relatively  simple,  but  competitive  car- 
diac rhythms  may  occur  if  normal  conduction 
returns.  In  P wave  synchronous  pacing,  physio- 
logic stimuli  alter  the  atrial  and  ventricular  rates 
as  occur  under  normal  conditions;  in  addition,  the 
atrial  contribution  to  ventricular  function  is  main- 
tained. It  is  more  complex  electronically;  how- 
ever, this  has  not  been  a significant  problem.  The 
demand  pacers,  QRS  blocking  and  QRS  synchron- 
ous, have  advantages  and  disadvantages,.  The 
principal  disadvantage  of  the  QRS  synchronous 
is  the  necessity  for  a refractory  period  to  keep  the 
maximum  rate  at  120  (refractory  period  500 
msec.)  or  150  (refractory  period  400  msec.).  It 
produces  stimuli  at  all  times  with  both  paced  and 
conducted  complexes;  therefore,  the  battery  life  is 
probably  less.  The  QRS  blocking  pacer  may  be 
inactivated  by  patterns  produced  by  external  elec- 
trical stimuli  and  erroneously  interpreted  as  QRS 
complexes.  In  our  experience  both  varieties  of 
demand  pacers  have  failed  to  sense  ventricular 
premature  beats  on  occasion. 

Pacing  Therapy 

Cardiac  pacing  may  be  epicardial  and  endo- 
cardial. The  former  requires  a thoracotomy,  the 
latter  is  done  pervenously;  in  both  the  power 
pack  is  implanted  subcutaneously.  Epicardial  pac- 
ing has  more  morbidity  and  mortality  and  is  rare- 
ly utilized  at  our  institution  unless  a thoracotomy 
is  performed  for  other  reasons  such  as  concomitant 
cardiac  surgery  or  in  the  presence  of  a prosthetic 
tricuspid  valve  due  to  underlying  rheumatic  heart 
disease.  We  have  utilized  the  epicardial  procedure 
only  three  times  in  the  past  four  years. 

We  no  longer  utilize  fixed  rate  ventricular 
pacing  for  the  reasons  previously  mentioned. 
Pervenous  two  catheter  (in  the  right  atrium  and 
right  ventricle)  P wave  synchronous  pacing  has 
presented  unresolved  technical  problems  of  P wave 
detection  (in  marked  contradistinction  to  epicardi- 
al P wave  synchronous  pacing).  We  therefore 
employ  pervenous  demand  pacing  with  QRS 
blocking  and  QRS  synchronous  units  as  the  stand- 
ard mode  of  therapy.  Right  atrial  pacing  is  done 
only  on  a temporary  basis,  and  right  ventricular 
on  a temporary  or  permanent  basis. 
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Indications  for  Cardiac  Pacing 

Drug  therapy  with  atropine,  isoproterenol, 
catecholamines,  digitalis  and  the  anti-arrhythmic 
agents  such  as  quinidine,  procainamide,  lidocaine, 
dilantin,  and  propanolol  occupies  a prominent 
place  in  the  management  of  cardiac  arrhythmias. 
In  this  presentation,  however,  we  are  concerned 
with  the  role  of  cardiac  pacing  in  the  treatment 
of  arrhythmias. 

Therapy  of  bradyarrhythmias  has  been  the 
classic  indication  for  cardiac  pacing.  These  dis- 
turbances are  divided  into  those  with  normal  and 
impaired  atrioventricular  conduction.  The  former 
group  includes  most  cases  of  sinus  bradycardia, 
sinus  arrest  and  sino-atrial  block.  Since  atrioven- 
tricular conduction  is  by  definition  intact  in  these 
patients,  atrial  pacing  is  preferred  to  increase  the 
ventricular  rate,  at  least  on  a temporary  basis.  It 
must  be  emphasized,  however,  that  before  pacing 
is  utilized,  atrioventricular  conduction  must  be 
evaluated  in  each  patient.  In  the  normal  subject 
progressive  prolongation  of  the  P-R  interval  occurs 
during  atrial  pacing,  but  1 : 1 atrioventricular  con- 
duction is  observed  up  to  rates  of  140-160  'min.  If 
1:1  conduction  is  noted  up  to  at  least  120/min., 
we  have  no  hesitancy  in  utilizing  atrial  pacing  for 
slow  ventricular  rates.  Conversely,  if  any  form 
of  second  degree  atrioventricular  block  is  observed 
at  paced  atrial  rates  of  less  than  120/min.,  ven- 
tricular pacing  is  the  preferred  mode.  Atrial  pac- 
ing is  employed  on  a temporary  basis  for  symp- 
tomatic sinus  bradycardia,  sinus  arrest  or  sino- 
atrial block.  In  the  presence  of  acute  myocardial 
infarction,  temporary  atrial  pacing  has  been  used 
as  treatment  for  selected  asymptomatic  patients. 
Permanent  pacing  therapy  for  these  bradyarrhy- 
thmias with  normal  A-V  conduction  has  been 
reserved  for  the  symptomatic  patient;  only  ven- 

*44696  10-25-68  9 10 p m. 


* “ Load  II  1 


EKTOCOR  Pacing 


Fig.  4. — Atrial  fibrillation  in  a patient  with  a pervenous 
implanted  Ectocor  QRS  synchronous  demand  pacer. 
Some  beats  are  paced,  others  are  spontaneous  or  con- 
ducted. The  latter  QRS  complexes  are  initiated  by  an 
upward  deflection  (3rd,  6th,  and  9th  beat  in  upper  strip) 
while  the  paced  beats  are  indicated  by  the  initial  down- 
ward directed  pacer  stimulus  as  in  the  first  two  beats  of 
the  upper  strip. 


tricular  pacing  has  been  used  since  permanent 
atrial  pacing  without  thoracotomy  is  as  yet  an  un- 
proven therapeutic  modality. 

Bradyarrhythmias  with  atrioventricular  con- 
duction disturbances,  i.e.,  second  and  third  degree 
A-V  block  and  first  degree  A-V  block  with  devel- 
opment of  second  degree  A-\’  block  at  atrial  pac- 
ing rates  of  less  than  120/min.,  are  treated  only 
with  pervenous  right  ventricular  pacing,  whenever 
pacing  is  clinically  indicated.  Temporary  ventric- 
ular pacing  is  utilized  for  all  forms  of  second  and 
third  degree  A-\'  block  associated  with  acute 
myocardial  infarction.  While  some  observers  dis- 
tinguish between  Alobitz  types  I and  II  (pacing 
for  the  latter  but  not  the  former),  we  utilize  pac- 
ing for  both  varieties  of  second  degree  A-V  block 
complicating  acute  myocardial  infarction.  Since 
acute  A-V  block  in  acute  myocardial  infarction  is 
usually  transient,  permanent  pacing  is  rarely  re- 
quired. Patients  with  chronic  second  and  third 
degree  A-V  block  receive  temporary  and  later 
permanent  demand  pacing  therapy  only  if  they 
h.ave  symptoms  such  as  Stokes-.Adams  episodes. 
Less  frequently,  temporary  ventricular  pacing  is 
required  for  heart  block  associated  with  digitalis 
therapy  or  hyperkalemia. 

Cardiac  pacing  is  also  utilized  under  several 
other  circumstances.  Multiple  ventricular  pre- 
m.ature  beats  or  runs  of  ventricular  tachycardia 
in  the  presence  of  moderate  sinus  bradycardia  or 
normal  sinus  rhythm  can  be  “paced  away”  by 
temporary  atrial  pacing  or  by  temporary  or  per- 
manent ventricular  pacing.  Another  use  of  ven- 
tricular pacing  is  in  symptomatic  patients  with 
bilateral  bundle  branch  block  or  trifascicular  block. 
Specific  electrocardiographic  patterns  raise  suspi- 
cions of  such  varieties  of  atrioventricular  conduc- 
tion disturbances  in  which  the  P-R  interval  may 
be  normal  or  exhibits  only  first  degree  atrioven- 
tricular block.  Finally,  atrial  pacing  has  been  em- 
ployed in  a variety  of  supraventricular  arrhyth- 
mias such  as  atrial  flutter  and  atrial  tachycardia. 
Rapid  atrial  stimulation  ( 400-1 200/min.),  em- 
ployed by  our  group  in  more  than  50  patients, 
results  usually  in  conversion  to  atrial  fibrillation 
or  sinus  rhythm  with  a decrease  in  ventricular  rate 
in  either  case.  This  therapy  is  especially  useful  in 
digitalized  patients  in  whom  the  possibility  of 
toxicity  contraindicates  attempted  e.xternal  cardio- 
version. 

To  better  follow  up  patients  with  permanent 
pacers,  a special  clinic  has  been  established  at 
Mount  Sinai  Hospital.  Patients  are  seen  at  fre- 
quent intervals  and  varied  pacemaker  parameters 
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carefully  analyzed  to  detect  early  pacer  failure, 
preferably  in  the  preclinical  stage.” 

Summar)' 

Cardiac  pacing  is  reviewed  briefly  from  the 
viewpoint  of  the  preferred  cardiac  chamber  for 
pacing,  techniques,  and  indications.  Some  new 
indications  for  pacing  also  are  discussed. 
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editorial  comment 


Clarence  ^I.  Gilbert,  M.D. 

This  timely  review  article  concerning  pace- 
maker therapy  from  the  Division  of  Cardiology, 
Mount  Sinai  Hospital,  by  Drs.  Korn,  Bernstein 
and  Samet  summarizes  the  current  techniques  and 
uses  for  cardiac  pacemakers.  This  is  a rapidly  ex- 
panding field  of  medical  technology  in  which  the 
final  chapter  is  yet  to  be  written.  A sequel  article 
documenting  the  results  and  complications  of 
therapy  would  also  be  most  informative. 

► Dr.  Gilbert,  215  East  Jackson  Street,  Orlando 
32801. 
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Surgical  Blood  Loss 
Associated  With  Various  Anesthetics 


Richard  B.  Clark,  M.D.  and  C.  Elmer  Davis,  M.D. 


For  years,  various  anesthetics  have  been  sus- 
pected of  causing  excessive  bleeding  during  sur- 
gery. Cyclopropane  was  and  still  is  the  leading 
contender ; however,  others  have  been  incriminated 
such  as  thiopental+i  and  halothane.*  Spinal  anes- 
thesia^  also  has  been  suspected.  There  is  very 
little  objective  evidence  to  support  or  refute  these 
claims.  Most  studies^-^  have  been  concerned  with 
the  effects  of  anesthetics  on  the  coagulation  proc- 
ess. Several  communications  have  attacked  the 
problem  directly.  Seldon  et  aD  studied  the  effects 
of  various  anesthetics  on  blood  vessel  caliber  in  the 
rabbit’s  ear.  They  found  vasodilatation  with  thio- 
pental, and  suggested  this  phenomenon  as  the 
cause  for  excessive  bleeding  during  thiopental  an- 
esthesia, a problem  not  reported  by  present  day 
surgeons.  Interestingly,  they  did  not  find  vasodi- 
latation associated  with  cyclopropane. 

McLoughlin®  measured  the  amount  of  bleeding 
by  skin  puncture  with  a 3 mm.  lancet  in  unanes- 
thetized patients,  and  those  under  diethyl  ether 
and  cyclopropane  anesthesia.  Both  ether  and 
plane  I cyclopropane  anesthesia  produced  more 
blood  loss  than  no  anesthesia.  Deeper  cyclopro- 
pane anesthesia  resulted  in  one  and  one-half  times 
more  loss  than  ether,  while  hyperventilation 
through  soda  lime  resulted  in  decreased  bleeding. 

During  conjunctival  surgery,  blood  loss  was 
greater  under  trichlorethylene  than  under  halo- 
thane anesthesia."  Major  vaginal  surgery  pro- 
duced no  significant  differences  in  blood  loss  when 
general  anesthesia  was  compared  with  epidural 
anesthesia.® 

Procedure 

In  this  study,  cyclopropane,  halothane,  and 
spinal  anesthesia  using  tetracaine**  were  evaluated 

Dr.  Clark  is  associate  professor  of  anesthesiology,  University  of 
.Arkansas  School  of  Medicine,  Little  Rock. 

-f- Pentothal,  Abbott  Laboratories 
*Fluothane,  Ayerst  Laboratories 
**Pontocaine,  Winthrop  Laboratories 


as  to  their  contributions  in  blood  loss  from  a 
standard  surgical  incision.  The  study  was  primar- 
ily set  up  to  compare  loss  during  halothane  and 
cyclopropane  anesthesia,  although  we  also  had  the 
opportunity  to  observe  patients  under  spinal  an- 
esthesia. 

Males  between  18  and  60  years  who  were  to 
undergo  surgery  for  inguinal  hernia  through  the 
standard  inguinal  incision  were  selected.  None 
had  blood  clotting  defects  nor  previous  groin  sur- 
gery; 93%  were  Caucasian.  Bleeders  were  clamp- 
ed immediately.  Four-inch  by  eight-inch  gauze 
strips  were  used  to  pick  up  shed  blood  and  were 
weighed  immediately.  The  shed  blood  was  as- 
sumed to  weigh  1 Gm.  per  cubic  centimeter.  Upon 
reaching  the  aponeurosis  of  the  external  oblique 
the  study  was  discontinued.  If  apparent,  blood 
vessels  were  clamped  before  they  were  incised. 

Patients  receiving  spinal  anesthesia  were  given 
a prophylactic  Vcisopressor  (ephedrine  50  mg.) 
with  the  local  skin  wheal.  Anesthetic  level  was 
Te  to  Tg.  Patients  receiving  general  anesthesia 
were  induced  with  intravenous  thiopental.  Gen- 
eral anesthesia  patients  received  atropine,  0.4  mg., 
along  with  meperidine*  and  pentobarbital,**  an 
hour  before  surgery.  Spinal  anesthesia  patients 
did  not  receive  atropine,  but  did  receive  pentobar- 
bital and  meperidine.  Patients  receiving  general 
anesthesia  were  assisted  in  their  respirations 
throughout.  Cyclopropane  patients  were  main- 
tained at  plane  II  level  (no  oscillation  of  eyeballs), 
and  halothane  patients  were  maintained  with  N2O 
and  O2  50%,  and  1.0%-1.5%  halothane,  adequate 
for  the  surgery. 

Surgery  was  performed  by  17  experienced  sur- 
geons, all  in  private  practice.  Anesthesia  was  per- 
formed by  one  of  five  anesthesiologists  or  one 
of  ten  nurse  anesthetists.  An  anesthesiologist 

* Demerol,  Winthrop  Laboratories 
^’'Nembutal,  Abbott  Laboratories 


.1.  FLORIDA  M.A. /FEBRUARY  1970 


19 


Table  1. — Age  Distribution  in  Years. 


Me.\n 

Staxd.uu) 

Devmtiox 

Group  1 

54.2 

6.9 

Group  2 

42.3 

11.5 

Group  3 

42.3 

14.6 

Table  2. — Patient  Weight  in  Pounds. 


Stand.«d 

De\tl^tiox 

Group  1 

166.0 

20.1 

Group  2 

164.5 

23.7 

Group  3 

164.4 

22.1 

Table  3. — Changes  in  Systolic  Blood  Pressure 
Pre-Anesthesla  to  Study  Period,  Mean- 
Change  in  mm.  Mercltry. 


Mean 

St.akd.wu) 

Devutiox 

Group  1 

—2.0 

11.2 

Group  2 

+6.6 

17.4 

Group  3 

—8.1 

10.9 

Table  4. — Blood  Loss  in  Cubic  Centimeters 
From  Superficial  Ingl-inal  Incisions  Under 
Different  Anesthetic  Agents. 


Range 

St.axd.ard 

Devmtiox 

Group  1 

4.9 

0.7-11.3 

2.9 

Group  2 

7.7 

1.0-25.7 

6.2 

Group  3 

7.7 

lJ-26.3 

7.1 

might  use  spinal  or  general  anesthesia;  a nurse 
anesthetist  would  use  general  anesthesia.  Choice 
of  anesthesia  was  made  by  concurrence  of  surgeon, 
patient,  and  anesthesia  personnel. 

Results 

Twenty-three  patients  received  spinal  anes- 
thesia (group  1),  30  received  cjxlopropane  (group 
2),  and  39  halothane  (group  3).  (Tables  1,  2,  3, 
and  4).  The  meam  loss  for  the  spinal  group  was 
4.9  cc.;  for  c\-clopropane,  7.7  cc.,  and  for  halo- 
thane, 7.7  cc.  The  mean  ages  of  the  three  groups 
were  54,  42,  and  42  j-ears.  Systolic  blood  pres- 
sure during  the  test  period  changed  from  the  pre- 
anesthesia level  in  most  instances  with  34%  of 
the  patients  in  group  1 exhibiting  a rise,  52%  a 
fall,  and  14%  no  change.  In  group  2,  the  sj-stolic 


pressure  rose  in  67%  of  the  patients,  fell  in  26%, 
and  did  not  change  in  7%.  The  values  of  group 
3 were  15%,  70%,  and  15%  respective^. 

There  was  no  significant  difference*  in  blood 
loss  between  the  three  groups  (p=>.10).  There 
was  no  significant  difference  in  weight  between 
the  three  groups.  There  was  a significant  differ- 
ence in  age  and  in  systolic  change.  Group  1 (-2.0 
mm.  systolic  change)  differed  significantly  from 
group  2 (-1-6.6  mm.),  and  group  2 differed  signifi- 
cantly from  group  3 (-8.1  mm.).  There  was  no 
significant  difference  between  groups  1 and  3 in 
systolic  change. 

Discussion 

It  was  reassuring  to  find  no  real  difference  in 
loss  among  the  three  agents,  especially  with  cyclo- 
propane. This  confirmed  clinical  impressions.  It 
is  obviously  undesirable  for  the  anesthetic  to  con- 
tribute to  the  patient’s  and  surgeon’s  difficult}^  by 
increasing  blood  loss  and  it  made  little  difference, 
from  the  standpoint  of  blood  loss,  which  agent 
was  used. 

The  study  was  designed  to  produce  standard 
conditions  for  the  three  groups.  We  feel  that  we 
were  successful  in  obtaining  a homogenous  patient 
group.  A standard  incision  was  used.  The  mean 
weights  of  the  patients  were  ver\-  close — 165  to 
166  pounds,  and  this  we  believe  would  correlate 
with  the  thickness  of  the  inguinal  area,  the  most 
significant  variable  to  present  itself.  The  age 
distribution  was  within  ten  years,  although  the 
mean  age  of  the  patients  receiving  c\Tlopropane 
and  halothane  was  lower  than  that  of  the  spinal 
group.  Perhaps  the  spinal  group,  being  older,  put 
more  trust  in  the  anesthesiologist,  who,  when  giv- 
en a choice,  chooses  spinal  anesthesia. 

It  was  hoped  that  three  homogenous  study 
groups  would  be  obtained,  as  regards  age  and 
weight.  In  groups  2 and  3 we  succeeded  beyond 
our  expectations. 

The  range  of  loss  was  small  in  the  spinal 
group,  but  variable  in  the  other  two  groups.  Even 
sc,  the  extremes  of  loss  were  uncommon.  Even 
though  there  seemed  to  be  a marked  difference  be- 
tween the  mean  loss  for  spinal  anesthesia  (4.9  cc.) 
and  cyclopropane  (7.7  cc.),  this  difference  was  not 
statistically  significant.  Blood  pressure  fluctuated 
in  an  expected  manner,  frequently  rising  with  cy- 
clopropane. However,  these  changes  in  pressure 
did  not  correlate  with  blood  loss. 

•Differences  between  means  mentioned  in  this  report  were  not 
considered  to  be  statistically  significant  unless  p values  were 
found  to  be  less  than  0.05  by  the  analysis  of  variance. 
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Summary 

Three  similar  groups  of  patients  were  subjected 
to  a standardized  incision  under  three  different  an- 
esthetics. Blood  loss  was  measured,  and  found  to 
i be  of  no  significant  difference  among  them,  despite 
an  increase  in  blood  pressure  with  cyclopropane. 


' We  would  like  to  express  our  appreciation  to  Mrs.  Zelda 
Bowman,  R.N.,  Operating  Room  Supervisor,  Baptist  Hospital, 
Pensacola,  and  her  staff  for  their  help  in  this  study,  and  to 
( James  Meade,  _Ph.D.,  University  of  Arkansas  Medical  Center, 
> for  his  statistical  analysis  of  the  data. 
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Meniere’s  Disease 


James  E.  Gamble,  M.D.  and  J.  R.  Chandler,  M.D. 


From  the  time  of  Prosper  Meniere’s  descrip- 
tion of  the  disease  that  bears  his  name,  there 
has  been  a lack  of  unanimity  regarding  findings 
necessary  to  diagnose  this  entity.  It  has  become, 
for  many  practitioners,  a wastebasket  diagnosis 
for  any  dizzy  patient  in  whom  the  cause  is  not 
completely  obvious. 

In  most  practices,  dizziness  is  a very  common 
complaint,  and  in  Meniere’s  day  it  was  evidently 
no  different;  however,  he  became  aware  of  a 
particular  tx’pe  of  “dizzy  patient”  whose  dizziness 
was  a true  vertigo,  episodic  in  nature,  and  asso- 
ciated with  a unilateral  hearing  loss.  He  obtained 
autopsies  in  two  patients  with  this  t>"pe  dizziness 
and  found  that  their  semi-circular  canals  and 
utricles  were  filled  with  a “plastic  hTnph”.i  xhis 
description  led  to  many  misinterpretations  of  the 
morphological  findings  until  the  time  of  Hallpike.^ 

Signs  and  Symptoms 

A true  IMeniere’s  symdrome  consists  of  (1) 
loss  of  hearing,  (2)  tinnitus,  and  (3)  vertigo.  A 
fourth  finding  has  recently  been  added,  that  is, 
the  sjTnptom  of  fullness  in  the  involved  ear.^ 

The  hearing  loss  is  of  a sensorineural  tyx>e  and 
may  fluctuate  widely,  usually  becoming  worse  with 
attacks,  and  improving  in  the  interim.  However, 
the  hearing  does  not  improve  to  the  previous 
threshold  and  the  long-term  result  is  a severe 
sensorineural  loss  in  the  involved  ear.  The  hearing 
loss  may  be  present  for  months  to  years  before 
the  onset  of  vertigo.  Tinnitus  is  persistent  and 
fluctuates  with  the  hearing  loss.  It  is  low  pitched 
in  nature  as  compared  to  the  high  pitched  tin- 
nitus which  usually  accompanies  most  sensor- 
ineural hearing  losses.  The  tinnitus  usually  be- 
comes much  worse  prior  to  and  during  an  epi- 
sode, and  decreases  with  improvement  of  the 
patient. 

Vertigo  may  prove  more  difficult  to  access 
in  a history^,  since  most  people  refer  to  this  as  diz- 
ziness. To  a patient,  dizziness  may  mean  any- 
thing from  a feeling  of  faintness  to  inebriation. 

From  the  Division  of  Otolaryngolog>%  University  of  Miami 
School  of  Medicine,  Miami. 


However,  with  Meniere’s  disease,  a true  vertigo 
is  present;  i.e.,  there  is  a sensation  of  the  body 
in  motion  or  the  surrounding  objects  in  motion, 
as  compared  to  a central  vertigo  which  will  most 
often  be  described  as  an  unsteadiness  or  giddiness. 
The  vertigo  of  Meniere’s  is  episodic,  lasting  from 
minutes  to  hours,  and  is  usually  associated  with 
nausea  and  vomiting.  These  episodes  are  feared 
by  the  patient  because  they  may  come  on  most 
unexpectedly  and  be  of  such  severity  that  the  pa- 
tient is  comfortable  only  when  lying  quietly  with 
his  uninvolved  ear  down. 

Pathology 

As  was  mentioned  before,  Meniere  based  his 
svmdrome  on  pathological  findings,  but  it  was 
not  until  Hallpike’s  observation  on  temporal  bone 
specimens,  as  well  as  observations  of  other  in- 
vestigators who  subsequently  confirmed  his  find- 
ings, that  Meniere’s  disease  became  classified  on 
a pathologically  sound  basis.2 
The  pathological  finding  of  IMeniere’s  dis- 
ease is  that  of  a dilated  endolymphatic  space. 

IMeniere’s  disease  thus  has  been  established 
as  a distinct  clinical  entity.  Therefore,  unless  all 
the  previously  described  findings  are  present,  i.  e., 
hearing  loss,  tinnitus,  and  true  episodic  vertigo, 
the  diagnosis  of  Meniere’s  disease  should  not  be 
made. 

Diagnosis 

To  check  the  accuracy  of  the  diagnosis  in 
Jackson  Memorial  Hospital,  we  examined  all  the 
charts  that  had  a discharge  diagnosis  of  Meniere’s 
disease  and  obtained  some  interesting  findings. 
During  the  past  five  years  55  patients  were  dis- 
charged with  a diagnosis  of  Meniere’s  disease. 
Of  these  patients,  23  neither  had  a history  of 
hearing  loss  nor  was  the  hearing  tested.  On  26 
charts  there  was  no  mention  of  tinnitus;  one 
patient  did  not  even  have  a history  of  vertigo.  In 
essence,  of  these  55  patients  discharged  as  having 
Meniere’s  disease,  27  did  not  have  the  necessary 
criteria  for  this  diagnosis. 
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Of  the  27  patients,  17  were  admitted  to  the 
private  medical  service,  four  to  the  neuromedical 
service,  three  to  the  neurosurgical  service,  one 
to  private  psychiatry,  and  one  each  to  the  private 
ENT  service  and  to  staff  neuromedicine. 

To  further  analyze  the  28  that  did  have  the 
findings  necessary  for  this  diagnosis,  21  were  pri- 
vate patients.  This  is  a significant  and  interest- 
ing occurrence,  for  in  this  teaching  hospital  we 
have  a preponderance  of  staff  patients.  Eighteen 
of  these  28  patients  were  females. 

Differential  Diagnosis 

The  differential  diagnosis  of  Meniere’s  disease 
should  include  acoustic  neuroma  which  will  usually 
present  as  a unilateral  hearing  loss  occasionally 
associated  with  vertigo.  At  times  this  diagnosis 
may  prove  difficult  to  rule  out,  but  one  should 
consider  whether  the  hearing  loss  fluctuates  as  in 
Meniere’s  or  gradually  decreases  as  usually 
happens  with  an  acoustic  neuroma.  The  tuning 
forks  will  prove  helpful  in  many  cases.  With  Men- 
iere’s disease  recruitment  and  diplacusis  will  be 
present,  suggestive  of  cochlear  involvement, 
whereas  with  an  acoustic  neuroma  these  findings 
may  be  present  but  would  be  the  exception  rather 
than  the  rule.  Speech  discrimination  is  usually 
much  more  affected  with  an  acoustic  neuroma  than 
with  Meniere’s  disease  with  a similar  pure  tone 
threshold.  The  physician  presented  with  a difficult 
differential  diagnosis  should  make  use  of  an  audi- 
ologist. For  such  specialized  tests  as  the  Bekesy, 
tone  decay,  SISI,  and  speech  discrimination,  scores 
may  prove  important  in  making  a diagnosis.  The 
vertigo  of  an  acoustic  neuroma  may,  in  many 
cases,  more  resemble  the  central  type  of  vertigo. 
.-Mthough  vertigo  may  be  episodic  in  nature  with 
an  acoustic  neuroma  it  is  much  less  apt  to  be  than 
with  Meniere’s.  Radiographic  studies  also  are  im- 
portant to  discern  the  two  entities.  Tomograms  of 
the  temporal  bones  to  view  the  internal  auditory 
meatus  and,  if  the  diagnosis  remains  in  doubt, 
pantopaque  studies  would  be  in  order. 

.-\nother  entity  which  should  be  considered 
is  viral  labyrinthitis.  This  is  usually  of  a sudden 
onset;  however,  the  symptoms  do  not  clear  within 
a short  while  but  may  persist  for  days  or  weeks 
with  a gradual  improvement.  A hearing  loss  in  the 
affected  ear  is  also  associated  and  usually  clears 
gradually  with  the  vertigo. 

A vestibular  neuronitis  is  similar  to  labyrin- 
thitis, but  without  a hearing  loss. 

A vascular  occlusion  will  cause  vertigo  with 
a hearing  loss.  Symptoms  come  on  suddenly  and 


may  or  may  not  be  associated  with  other  neuro- 
logical findings,  depending  upon  how  far  peripher- 
ally the  blood  supply  is  occluded.  With  a periph- 
eral vascular  occlusion,  the  onset  is  sudden,  per- 
sistent, and  deafness  is  usually  severe  to  complete. 

Treatment 

At  this  date,  the  cause  of  Meniere’s  disease  is 
only  h}qDothetical.  The  most  widely  accepted 
hypothesis  is  a vasomotor  response  in  the  vessels 
of  the  stria  vascularis  causing  injury  by  hypoxia 
and  increased  vessel  permeability.'^  However,  there 
are  many  different  theories  and  for  each  theory 
there  are  numerous  forms  of  treatment.  Many 
times  the  disease  process  seems  to  be  made  worse 
by  an  undue  stress  on  the  individual. ^ 

Even  though  most  attacks  are  self  limited  with- 
out treatment,  effective  treatment  of  the  acute 
episode  can  be  accomplished  medically  by  the  fol- 
lowing drugs: 

1.  Atropine  1/7S  gr.  given  subcutaneously 

2.  Benadryl  or  Dramamine  intravenously 

3.  Histamine  diphosphate  2.7S  mg.  in  250  ml.  of 
5%  glucose,  given  intravenously 

Medical  treatment  of  the  patient  with  continu- 
ing vertigo  varies  from  physician  to  physician. 
The  most  widely  used  medications  are  combina- 
tions of  tranquilizers,  oral  diuretics,  vasodilators, 
and  lipoflavinoids.  These  may  be  used  in  conjunc- 
tion with  a low  salt  diet. 

The  surgical  treatment  for  Meniere’s  disease 
has  as  its  main  purpose  the  relief  of  vertigo  and 
nausea.  Many  procedures  have  been  devised  in 
recent  years  which  attempt  to  preserve  serviceable 
hearing  in  a person  who  continues  to  have  a fluc- 
tuating loss.  These  include  sacculotomy,  endolym- 
phatic shunts,  and  ultrasound  applied  to  the  vesti- 
bular system.  The  sheer  number  and  varying 
opinions  as  to  results  point  out  the  fact  that  the 
ultimate  procedure  has  not  arrived.  For  the  per- 
son with  severe  non-fluctuating  hearing  loss  and 
discrimination  of  40%  or  less  and  continuing 
episodes  of  vertigo,  the  treatment  of  choice  is  a 
total  labyrinthectomy.6  During  the  past  five  years 
in  our  institution,  only  nine  have  been  performed. 
Six  of  these  were  on  the  left  ear.  Only  two  pa- 
tients have  had  problems  on  follow-up;  one  devel- 
oped Meniere’s  disease  in  the  other  ear  and  the 
second  complained  of  extreme  tinnitus  in  the 
operated  ear. 

Most  patients  with  the  diagnosis  of  Meniere’s 
disease  are  treated  as  outpatients.  Only  those  with 
a severe  condition  or  difficult  diagnostic  problems 
are  admitted,  which  accounts  for  the  small  number 
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of  admissions  in  an  institution  the  size  of  Jackson 
Memorial  Hospital. 

Much  is  now  known  about  hleniere’s  disease, 
but  the  key  that  will  eventually  mold  these  bits 
of  information  into  a pattern  and  complete  knowl- 
edge remains  to  be  found.  It  is  a disease  awaiting 
a cure. 

Summar}' 

A brief  history  and  criteria  for  the  diagnosis 
of  IMeniere’s  disease  are  presented  and  discussed. 

The  55  patients  discharged  from  Jackson 
Memorial  Hospital  during  a five-year  period  are 
reviewed  and  analyzed.  It  was  shown  that  an  un- 
qualified diagnosis  of  IMeniere’s  disease  was  made 
in  approximately  50%  of  the  cases.  This  demon- 
strates the  fact  that  Meniere’s  disease  is  not  a 
common  entity.  Other  possibilities  should  be  ruled 


out  before  this  diagnosis  is  made. 

The  current  therapy  is  also  discussed. 
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Gram-Negative  Infection  Follo’wing  Herniated 
Lumbar  Intervertebral  Disc  Excision 

Irwin  Perlmutter,  M.  D.,  Donald  M.  Dooley,  M.  D. 

AND  Albert  W.  Auld,  M.  D. 


The  introduction  and  widespread  use  of  chemo- 
therapeutic and  antibiotic  agents  has  resulted  in 
profound  changes  in  the  number  and  the  character 
of  infections.  A striking  increase  is  being  reported 
in  the  number  of  infections  and  fatalities  due 
to  Staphylococcus  aureus  and  the  gram-negative 
enterococci  and  coliform  organism,  notably  Aero- 
bacter,  Proteus,  and  Pseudomonas.^’^ 

The  clinical  syndrome  of  bacteremia  due  to 
gram-negative  bacilli  has  been  recognized  for  more 
than  55  years.  These  patients  change  from  rela- 
tively good  health  to  prostration  with  chills  and 
high  fever  within  minutes  or  a few  hours. ^ 
In  the  patients  reported  here  the  change  took 
place  dramatically  on  the  first  or  second  post- 
operative day  after  the  extraction  of  a herniated 
lumbar  intervertebral  disc.  It  is  important  to 
recognize  this  syndrome  promptlj^ — even  before 
bacteriological  data  are  available — so  that  the 
immediate  institution  of  appropriate  antibiotic 
therapy,  based  on  the  knowledge  of  the  sensitivity 
of  these  organisms,  can  be  accomplished  and  the 
wound  immediately  opened  and  drained. 

It  has  been  reported*  that  a chief  determining 
factor  in  the  survival  of  patients  with  gram- 
negative septicemia  is  the  absence  of  coexisting 
severe  or  ultimately  fatal  illness.  The  patients 
reported  here  are  healthy  adults  who  despite 
stormy  courses  survived. 

The  administration  of  so-called  “prophylactic” 
antibiotics  is  said  to  predispose  to  gram-negative 
infection,  and  steroid  and  immunosuppressive 
agents  increase  morbidity  and  mortality  in  these 
patients.*’® 

Endotoxin  shock  which  may  develop  in  the 
course  of  gram-negative  septicemia  must  be  an- 
ticipated and,  if  it  occurs,  treated  vigorously. S’’’ 
Since  our  first  encounter  with  these  bacilli 
in  1965,  we  have  had  two  other  patients  with 
this  problem.  We  would  be  grateful  never  to  see 
another. 


From  the  Division  of  Neurosurgery,  University  of  Miami  School 
of  Medicine,  Miami. 


Report  of  Cases 

Case  1. — A 27-year-old  university  student  was  ex- 
amined on  9-10-6S  with  chief  complaint  of  low  back 
and  disabling  left  lower  e.xtremity  pain  that  was  aggra- 
vated by  motion,  cough,  and  sneeze.  He  was  annoyed 
by  numbness  of  the  last  two  toes  of  the  left  foot.  The 
neurological  examination  was  typical  of  S-1  nerve  root 
compression.  On  9-14-65,  myelography  confirmed  the 
clinical  impression  and  on  the  same  day  the  herniated 
intervertebral  disc  between  L-5  and  S-1  was  removed. 
The  patient  did  quite  well  and  was  out  of  bed  to  the 
bathroom  to  void  the  evening  of  surgery.  He  had  no 
sciatica.  The  next  morning,  however,  he  complained 
of  “muscle  spasms”  in  the  low  back.  He  had  a shaking 
chill.  His  temperature  rose  by  4 p.m.  to  102.6  F. 

.■\t  this  time  we  had  no  experience  with  gram-negative 
septicemia  following  disc  extraction.  Efforts  were  made 
to  find  the  source  of  infection.  The  wound  looked  quite 
clean  and  was  not  tender.  The  chest  x-ray  was  normal. 
Urinalysis  was  normal.  A lumbar  puncture  made  well 
proximal  to  the  wound  showed  clear  cerebrospinal  fluid. 
On  9-16-65  his  temperature  rose  to  106.6  F.  He  had 
shaking  chills.  Blood  cultures  were  taken.  He  was  given 
intravenous  penicillin  and  steroids.  To  control  his  fever, 
which  became  the  typical  septic  type  with  swings  from 
98  F to  105  F,  the  hypothermic  blanket  was  used.  Chloro- 
mycetin was  given.  On  9-21-65  the  blood  culture  proved 
positive  for  E.  coli,  sensitive  to  kanamycin  which  was 
given.  The  wound  was  opened  on  the  same  day  and  E 
coli  pus  was  evacuated  from  between  the  deep  fascia 
and  the  deep  layer  of  the  superficial  fascia.  He  improved 
rapidly  from  this  time  on  and  was  discharged  from  the 
hospital  ambulatory  on  11-2-65.  The  wound  healed  per 
secundam.  Xo  evidence  of  bone  or  interspace  infection 
was  determined.  He  is  symptom  free  at  the  present  time 

Case  2. — A 49-year-old  woman  had  been  operated 
upon  elsewhere  in  1963  for  protruded  intervertebral 
discs  at  the  L-4,  L-5  interspaces.  She  began  to  complain 
of  low  back  and  left  lower  extremity  pain  and  disabled 
by  it  in  spite  of  conservative  treatment  she  was  readmit- 
ted to  the  hospital.  On  4-1-66,  myelography  revealed 
an  extrinsic  defect  at  L-5,  S-1  on  the  left  side.  On  4-4-66 
a large  herniation  of  the  L-5,  S-1  disc  was  removed 
and  the  interspaces  between  the  fourth  and  fifth  lumbar 
and  the  fifth  lumbar  and  first  sacral  vertebrae  were  ex- 
enterated.  Forty-eight  hours  later  she  complained  of  low 
hack  ache;  she  vomited  and  had  several  severe  shaking 
chills  and  temperature  to  106.4  F.  The  wound  was  re- 
opened on  4-7-66.  Minimal  pus  was  found  beneath  the 
deep  fascia  and  cultures  revealed  a coliform  organism  and 
pseudomonas  as  well  in  the  blood,  spinal  fluid  and  the 
wound.  These  organisms  were  sensitive  to  Coly-Mycin, 
Kantrex,  streptomycin,  and  polymycin  B.  Appropriate 
antibiotics  brought  improvement.  The  wound  healed  by 
secondary  intention.  She  was  discharged  from  the  hospital 
ambulatorj'  on  6-4-66,  two  months  following  surgerv’ 
X-rays  of  the  lumbar  spine  showed  disc  space  infection 
and  osteomyelitis  at  L-4,  5 and  at  L-5  S-1  (Fig.  1).  She 
was  seen  at  the  office  on  1-10-67.  She  did  all  her  house- 
work, caught  lobsters  at  her  place  in  the  Florida  Keys  and 
had  no  discomfort.  In  September,  1968,  she  was  asked  to 
return  for  x-ray  examination  (Fig.  2).  She  had  no  com- 
plaints, did  all  her  housework  and  felt  fine.  No  neuro- 
logical deficit  was  present. 
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Fig.  1. — Acute  osteomyelitis. 


I Discussion 

Postoperative  sepsis  results  from  the  inter- 
action of  three  variables — hospital  environment, 
physician,  and  patient.  The  changes  in  prevalence 
and  virulence  of  bacteria  and  the  variations  in 
host  resistance  produce  new  clinical  sydromes 
which  gradually  permeate  all  levels  of  medical 
practice.  In  a lead  article  in  the  British  IMedical 
Journal  in  November,  1967®  the  ubiquity  of 
Pseudomonas  in  particular  and  other  gram-nega- 
tive organisms  in  general  is  emphasized. 

The  three  patients  presented  here  were  treat- 
ed at  one  hospital.  Each  had  been  an  inpatient 
for  at  least  five  days  before  surgerj'.  These  were 
the  only  gram-negative  infected  patients  encoun- 
tered by  the  one  surgeon  involved.  The  first  was 
treated  in  1965,  the  second  in  1967,  and  the  third 
in  1968.  Hundreds  of  other  patients  have  been 
operated  upon  by  the  same  surgeon  during  these 
years. 

It  can  be  concluded  that  (a)  the  number  of 
gram-negative  infections  is  increasing;  (b)  gram- 
negative septicemia,  a distinct  and  recognizable 
syndrome,  can  follow  the  “clean”  excision  of  a 
herniated  lumbar  intervertebral  disc. 

Unrelenting  vigilance  in  the  maintenance  of 
asepsis,  proper  preparation  of  the  patient,  and 
elimination  of  foci  of  infection  in  him  and  sources 
of  infection  in  hospital  personnel,  correct  surgical 


Fig.  2. — Healed  osteomyelitis. 


Case  3. — A 72-year-old  man  had  recurrent  low  back 
pain  for  many  years.  For  two  months  prior  to  admission 
to  the  hospital  he  had  severe  pain  in  the  right  lower 
extremity  from  the  knee  to  the  ankle.  This  was  made 
worse  by  walking.  Traction  for  two  weeks  relieved  the 
pain  on  two  separate  occasions  but  merely  being  up 
caused  disabling  recurrence.  Myelography  on  6-19-68 
revealed  an  extrinsic  defect  at  L-4,  5 on  the  right.  The 
protruding  disc  was  removed  on  6-22-68.  That  evening 
the  patient  was  out  of  bed,  pain-free  for  the  first  time 
in  several  months.  However,  on  6-23-68  he  had  a slight 
back  ache  and  his  temperature  rose  to  103  F.  On  6-24-68, 
despite  a normal  chest  x-ray,  clean  looking  wound, 
clear  urine,  no  evidence  of  thrombophlebitis  or  stiffness 
of  the  neck,  his  temperature  again  rose  to  103  F.  Blood 
cultures  were  made  and  on  6-25-68  the  wound  was  open- 
ed. Deep  to  the  deep  fascia  a small  quantity  of  thin 
pus  was  obtained.  This  yielded  pseudomonas  aeruginosa, 
sensitive  to  Chloromycetin  and  Coly-Mycin.  Chloromy- 
cetin alone  was  used  at  first  but  because  the  fever  per- 
sisted the  wound  was  opened  once  more  and  Coly-Mycin 
added  to  this  treatment.  He  improved,  ambulated, 
and  was  discharged  from  the  hospital  on  9-15-68.  The 
x-rays  (Fig.  3)  show  disc  space  infection  and  osteomye- 
litis. The  wound  healed  by  secondary  intention.  He  has 
some  slight  dorsiflexor  weakness  of  the  right  foot  but 
carries  out  all  of  his  usual  activities. 


Fig.  3. — Acute  osteomyelitis. 


26 


VOLUME  57 /NUMBER  2 


scrubbing  and  technique  must  be  the  rule  if  in- 
fection rates  are  to  match  the  lifetime  average 
of  0.3%  of  Harvey  Cushing.* 

Although  each  patient  with  gram-negative  in- 
fection following  disc  surgery  does  not  conform 
in  every  detail  to  the  previously  described  clinical 
syndrome,  if  it  appears  likely  that  such  is  the 
case,  immediate  treatment  with  the  indicated 
antibiotics  and  wide  wound  opening  to  the  ap- 
propriate depth  should  be  accomplished. 

Summary 

A brief  discussion  is  given  of  the  prevalence 
of  gram-negative  bacterial  infections. 

Three  patients  who  developed  gram-negative 
bacterial  infections  after  herniated  lumbar  inter- 
vertebral disc  excision  are  presented. 

A plea  is  made  for  that  “old  time”  rigid  in- 
sistence on  the  strictest  asepsis  in  all  of  its  minu- 
tiae for  hospital  environment,  personnel,  and 
practice. 


Early  recognition  of  the  syndrome,  prompt 
evacuation  of  the  focus,  and  institution  of  ap- 
propriate antibiotic  therapy  are  emphasized. 
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Surgical  Management  of  Diverticulitis 

Bentley  P.  Colcock,  M.D. 


Xo  abdominal  condition  has  presented  me 
with  a more  difficult  problem  than  a complica- 
tion of  diverticulitis.  Indeed,  this  inflammatory 
lesion  of  the  colon  is  a challenge  to  all  of  us.  It 
will  be  seen  more  frequently  as  the  average  age 
of  the  population  increases.  This  has  increased 
50%  since  the  turn  of  the  century,  and  most  pa- 
tients with  diverticulitis  are  over  50  years  of  age. 

Diverticulitis  also  presents  a diagnostic  chal- 
lenge. Probably  every  day  some  patient  is  being 
treated  for  diverticulitis  when  he  actually  has 
carcinoma  of  the  colon.  Diverticulitis  is  a chal- 
lenge to  surgeons,  because  the  surgical  morbidity 
is  still  too  high.  Last  but  not  least,  patients  still 
die  from  the  complications  of  diverticulitis,  and 
some  of  these  deaths  are  due  to  an  error  in  sur- 
gical judgment  or  technique. 

Differential  Diagnosis 
Acute  .Appendicitis 

Many  patients  with  diverticulitis  have  been 
operated  on  because  they  were  thought  to  have 
acute  appendicitis.  The  lower  part  of  the  sigmoid 
colon  often  lies  in  the  midline  or  even  to  the  right 
of  the  midline,  and  fever,  pain,  and  localized  ten- 
derness may  closely  simulate  the  clinical  picture 
of  appendicitis. 

LTceilative  Colitis 

In  the  majority  of  patients,  this  differential 
diagnosis  can  be  made  by  proctoscopic  examina- 
tion. A history  of  diarrhea  and  rectal  bleeding 
suggests  ulcerative  colitis,  and  the  t\pical  findings 
on  proctoscopic  examination  will  confirm  this 
diagnosis. 

Crohn’s  Dise.ase  or 

GR.-YNULOM.ATOUS  ILEOCOLITIS 

.A  history-  of  diarrhea  with  little  or  no  bleeding 
plus  a narrowed  terminal  ileum  on  roentgenologic 
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examination  indicate  Crohn’s  disease.  .A  gastro- 
intestinal x-ray  study  has  been  very  reliable  in  the 
diagnosis  of  this  condition. 

Cancer 

-A  diagnosis  of  diverticulitis  should  never  be 
made  until  carcinoma  has  been  excluded.  The  age 
and  sex  incidences  for  both  conditions  are  the 
same.  Diverticulitis  involves  the  sigmoid  in  95% 
of  all  patients.  The  sigmoid  colon  is  also  the  com- 
monest site  for  cancer  of  the  colon.  Rectal  bleed- 
ing, a change  in  bowel  habit,  and  abdominal  dis- 
comfort are  the  cardinal  signs  of  cancer  of  the 
colon.  They  are  also  common  symptoms  in  pa- 
tients with  diverticulitis.  In  both  conditions,  digi- 
tal examination  of  the  rectum  is  likely  to  give 
negative  results.  Even  on  proctoscopic  examina- 
tion, the  inflamed  area  is  rarely  visualized,  whether 
it  is  caused  by  diverticulitis  or  an  ulcerated 
carcinoma. 

For  years  we  have  depended  upon  the  barium 
enema  study  to  make  a differential  diagnosis  lie- 
tween  diverticulitis  and  carcinoma.  Unfortunately, 
in  our  experience,  roentgenologic  examination  of 
the  colon  will  not  exclude  carcinoma  in  20%  of 
patients  with  diverticulitis.  X-ray  evidence  of  a 
perforation  of  the  colon  suggests  diverticulitis, 
since  perforation  is  much  less  common  in  patients 
with  carcinoma.  If  the  defect  in  the  sigmoid  is 
10  cm.  or  more  in  length,  it  also  points  to  diver- 
ticulitis rather  than  carcinoma.  The  same  is  true 
if  the  barium  enema  examination  demonstrates  a 
colovesical  fistula.  A malignant  condition  can 
lead  to  a colovesical  fistula,  but  it  does  so  much 
less  frequently  than  diverticulitis.  Unfortunately, 
there  are  patients  with  diverticulitis  whose  barium 
enema  film  presents  all  the  characteristic  findings 
(including  the  “apple  core”  appearance)  that  are 
seen  in  patients  with  carcinoma.  Even  the  appar- 
ent preservation  of  mucosal  markings  throughout 
the  suspected  area  does  not  definitely  rule  out  a 
malignant  condition.  In  other  patients  the  ob- 
struction is  so  pronounced  that  the  barium  never 
outlines  the  defect  in  the  sigmoid  colon.  We  know 
that  something  has  resulted  in  almost  complete 
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obstruction  of  the  bowel  at  this  point.  It  could 
be  either  a malignant  lesion  or  diverticulitis. 

When  the  roentgenologic  film  is  equivocal,  a 
careful  review  of  the  history  may  be  helpful.  Some 
years  ago  we  reviewed  the  histories  of  50  patients 
with  carcinoma  of  the  sigmoid  and  50  patients 
who  were  operated  on  for  diverticulitis  of  the 
sigmoid.i  We  could  find  only  three  clinical  points 
that  seemed  to  have  statistical  significance.  Mas- 
sive rectal  bleeding  was  three  times  as  common 
in  patients  with  carcinoma  as  in  patients  with 
diverticulitis.  The  reverse  was  true  for  pain, 
particularly  colic.  The  third  factor  was  the  length 
of  time  symptoms  had  been  present.  Most  patients 
with  diverticulitis  had  had  symptoms  for  more 
than  a year  before  operation.  For  the  patients 
with  carcinoma,  it  was  rarely  more  than  six  or 
seven  months.  Surgeons  know  that  frequently  a 
definite  diagnosis  cannot  be  made  even  when  the 
lesion  is  exposed  at  the  time  of  operation.  The 
extent  of  resection  of  the  bowel  and  mesentery  is 
different  in  these  two  conditions.  Thus,  any  in- 
formation that  will  provide  at  least  a presumptive 
preoperative  diagnosis  is  helpful. 

Complications  of  Diverticulitis 
Hemorrhage 

If  the  bleeding  is  mild  and  frequent  such  as 
several  times  a week,  it  suggests  carcinoma.  Bleed- 
ing from  diverticulitis  is  less  common  but  may  be 
severe.  It  can  occur  in  patients  who  have  never 
had  clinical  symptoms  of  diverticulitis.  Only  a 
small  ulceration  is  required  at  the  edge  of  a diver- 
ticulum to  erode  a colic  artery.  In  most  patients 
this  bleeding  will  stop  and  these  patients  can  be 
managed  by  conservative  treatment.  When  it  does 
not  stop,  these  patients  have  to  be  operated  on  to 
prevent  a fatal  hemorrhage.  At  times  the  extent 
of  the  procedure  presents  a problem.  If  the  diver- 
ticula are  confined  to  the  sigmoid  colon,  resection 
of  this  segment  will  probably  control  the  bleeding. 
If  the  diverticula  are  scattered  throughout  the 
colon,  cross  clamping  of  the  ascending,  transverse, 
and  descending  colon  may  show  which  segment  is 
the  site  of  the  bleeding.  If  it  does  not,  subtotal 
colectomy  with  ileorectal  anastomosis  will  be  nec- 
essary. Patients  have  died  from  a secondary  hem- 
orrhage due  to  diverticulitis  following  a sigmoid 
resection. 

Perforation 

Free  Per j oration. — Free  perforation  with  an 
open  hole  in  the  colon  is  a true  surgical  emergency. 


It  is  similar  to  the  condition  of  a patient  with  a 
gunshot  wound  of  the  large  bowel  except  that  the 
perforation  cannot  be  sutured  safely.  If  it  is  high 
enough  to  be  exteriorized,  this  is  the  best  method 
of  treatment.  It  can  be  performed  quickly,  further 
soiling  of  the  peritoneal  cavity  is  prevented,  and 
restoration  of  intestinal  continuity  will  present  no 
problem  at  a later  date.  .'\t  times,  however,  the 
perforation  is  in  the  lower  sigmoid  colon  and  can- 
not be  brought  to  the  level  of  the  skin  without 
tension.  If  it  is  exteriorized  under  tension,  it  will 
inevitably  retract,  and  this  can  lead  to  serious 
complications  from  wound  infection  and  dehi- 
scence. The  best  procedure  under  these  circum- 
stances is  a Hartmann  operation.  The  segment  of 
colon  with  the  perforation  is  removed,  the  proxi- 
mal bowel  is  exteriorized  as  for  a sigmoid  colos- 
tomy, and  the  lower  segment  is  closed.  Restora- 
tion of  continuity  at  a later  date  is  not  an  easy 
procedure,  but  it  can  be  performed.  Fortunately, 
in  our  experience,  free  perforation  with  an  open 
hole  in  the  colon  is  a rarity. 

Abscess. — The  inflammatory  process  has  us- 
ually been  present  for  a sufficient  length  of  time 
that  when  perforation  occurs,  an  abscess  results, 
rather  than  generalized  peritonitis.  These  patients 
can  be  treated  in  one  of  three  ways.  First,  con- 
servative treatment  may  be  given  a trial.  If  the 
physical  findings  indicate  that  the  perforation 
has  been  walled  off,  rest  in  bed,  intravenous  fluids, 
and  antibiotics  will  often  lead  to  a gradual  and 
steady  improvement  in  the  patient’s  condition. 
When  the  inflammatory  process  has  completely 
subsided,  the  decision  can  be  made  as  to  whether 
an  elective  resection  is  indicated  or  not.  Second, 
if  the  patient  has  had  several  previous  attacks, 
a primary  resection  may  be  carried  out.  If  the  in- 
flammatory process  is  not  extensive,  resection  with 
primary  anastomosis  can  be  performed  with  little 
risk.  A good  suction  apparatus  and  an  alert  as- 
sistant can  prevent  contamination  of  the  peritoneal 
cavity  from  a small  abscess  in  the  mesentery.  If 
the  anastomosis  is  made  with  uninflamed  bowel, 
it  should  heal  without  trouble.  Third,  a transverse 
colostomy  with  or  without  drainage  of  the  abscess 
is  carried  out  to  divert  the  fecal  stream.  If  the 
abscess  is  large  and  the  patient  is  elderly  or  obese, 
this  staged  operative  management  carries  the  least 
risk.  It  means,  of  course,  that  the  patient  will 
require  one  or  two  more  operative  procedures — 
but  he  will  get  well.  It  is  in  this  type  of  patient 
that  serious  and  at  times  fatal  complications  have 
developed  after  a primary  resection. 
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Obstruction 

Mild.- — If  the  proximal  colon  is  not  greatly 
distended  and  has  been  adequately  emptied  of 
feces  by  the  preoperative  preparation,  primary 
resection  can  be  performed  safely.  Here  again,  the 
outcome  will  largely  depend  on  the  surgical  judg- 
ment of  the  operator. 

Pronounced. — -There  is  little  doubt  that  a 
transverse  colostomy  is  the  procedure  of  choice  for 
these  patients.  When  the  colon  is  greatly  dilated, 
it  cannot  be  sutured  with  safety.  A postoperative 
complication  is  likely  if  a primary  anastomosis  is 
done. 

Postoperative  Abscess, 

Fistula  or  Obstruction 

This  complication  as  a type  has  increased  in 
frequency  in  recent  years.  It  is  due  to  a leak 
at  the  suture  line,  usually  following  primary  resec- 
tion. These  patients  need  prompt  incision  and 
drainage  of  the  contaminated  region  and  a divert- 
ing transverse  colostomy.  In  patients  with  a spon- 
taneous perforation  of  the  colon,  a diverting  colos- 
tomy leads  to  complete  resolution  of  the  inflam- 
matory process.  Unfortunately,  it  often  fails  to  do 
so  when  the  abscess  follows  a sigmoid  resection. 
The  purulent  draining  sinus  (frequently  multiple) 
may  persist  for  12  months  or  longer  with  no  sign 
of  improvement.  The  surgical  resection  has 
changed  the  situation  so  that  nature  can  no  longer 
clear  up  the  infection  even  with  the  help  of  a 
diverting  colostomy.  When  it  becomes  obvious 
that  the  process  in  the  left  lower  abdominal  quad- 
rant is  not  going  to  subside,  it  must  be  attacked 
directl\^  This  presents  a formidable  problem  to 
any  surgeon.  He  is  forced  to  work  in  a badly 
infected  field  with  indurated  tissues.  He  must 
avoid  spreading  the  suppurative  process  to  the 
rest  of  the  peritoneal  cavity,  and  if  possible  he 
must  preserve  a segment  of  rectum  that  can  later 
be  used  for  restoring  intestinal  continuity. 

Technique 

Staged  Resection 

The  interval  that  should  elapse  between  the 
diverting  colostomy  and  resection  of  the  sigmoid 
depends  on  the  extent  of  the  initial  inflammatory 
process.  If  the  process  is  well  localized,  resection 
can  often  be  carried  out  in  two  to  three  months. 
If,  however,  there  was  a large  abscess  or  extensive 
inflammation  of  the  entire  descending  colon,  it  will 
require  six  months  or  more  before  the  inflamma- 
tion has  completely  subsided.  The  surgeon  should 


keep  in  mind  that  if  he  operates  too  soon,  while 
active  inflammation  is  still  present,  he  may  lose 
the  great  advantage  of  the  staged  procedure.  The 
interval  between  resection  and  closure  of  the 
colostomy  stoma  is  governed  largely  by  the  oper- 
ative condition  at  the  time  of  resection.  If  no 
acute  inflammation  remains  and  the  surgeon  is 
completely  satisfied  with  the  anastomosis,  the 
stoma  may  be  closed  at  the  same  time.  This  should 
not  be  done,  however,  if  any  question  remains 
about  the  integrity  and  normal  healing  of  the 
anastomosis.  A small  leak  at  the  suture  line  after 
a proximal  colostomy  will  do  no  harm.  If  the 
colostonw  stoma  has  been  closed,  a small  leak 
can  lead  to  serious  trouble.  The  stoma  can  often 
be  closed  in  ten  days  to  two  weeks.  I prefer  to 
send  some  patients  home  and  have  them  return  in 
six  weeks  for  closure. 

Primary  Resection 

As  I have  already  indicated,  the  decision  for 
or  against  primary  resection  depends  largely  upon 
the  operative  findings.  In  my  opinion  the  essen- 
tial requirement  for  a safe  primary  resection  is 
that  the  anastomosis  be  made  with  normal  colon. 
Frequently,  this  will  mean  mobilization  of  the 
splenic  fle.xure.  It  requires  a little  more  effort,  but 
it  makes  the  operation  safer.  Ordinarily,  I do  not 
use  a complementary  colostomy  or  drainage. 

Morbidity 

The  high  rate  of  morbidity  that  has  long  been 
associated  with  the  surgical  treatment  of  diver- 
ticulitis can  be  reduced  in  two  ways.  One  is  the 
elimination  of  operative  procedures  that  experi- 
ence has  shown  are  unsatisfactory  for  the  treat- 
ment of  the  complications  of  diverticulitis,  such 
as  incision  and  drainage  of  an  abscess  without 
a proximal  colostomy.  In  the  majority  of  patients, 
this  will  simply  lead  to  a persistent  colocutaneous 
fistula.  A colostomj’  will  still  have  to  be  performed 
before  the  fistulous  region  can  be  resected  safely. 
Second,  suture  of  a perforation  or  the  site  of  a 
fistula  is  of  little  value.  A leak  with  another  ab- 
scess will  usually  occur,  and  these  patients  still 
have  three  more  operative  procedures  to  undergo. 
Third,  closure  of  a colostomy  stoma  without  re- 
section is  a great  temptation,  particularly  for  the 
surgeon  who  has  had  limited  e.xperience  with  this 
condition.  After  colostomy,  the  inflammatory 
process  subsides,  and  the  patient  feels  perfectly 
well.  A barium  enema  examination  may  be 
normal,  and  there  seems  little  reason  not  to  close 
the  colostomy  stoma.  Unfortunately,  if  this  is 
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carried  out,  another  complication  will  develop  in 
the  great  majority  of  these  patients,  and  they  will 
be  back  where  they  started  from. 

It  is  obvious,  however,  that  even  if  these  un- 
satisfactory operative  procedures  are  eliminated, 
the  rate  of  morbidity  will  continue  to  be  high  if 
patients  with  diverticulitis  are  not  operated  on 
before  complications  develop.  For  this  reason, 
many  of  us  have  been  urging  earlier  surgery  for 
years.  I am  referring  to  the  patient  who  has 
persistent  or  recurrent  attacks.  Even  one  attack 
w’hen  it  is  associated  with  an  abscess  and  an  ill- 
ness of  two  weeks  or  more  is  reason  enough  to 
consider  an  elective  resection  when  the  inflamma- 
tory process  has  subsided.  The  patient  with  a 
small  perforation  in  whom  the  proximal  bowel  is 
not  greatly  dilated  can  be  treated  by  a one-stage 
primary  resection.  patient  with  a colovesical 
fistula  and  only  a small  amount  of  surrounding 
inflammatory  reaction  can  also  be  treated  safely 
by  a one-stage  primary  resection.  Earlier  surgery 
for  the  patient  with  persistent  or  recurrent  diver- 
ticulitis will  reduce  the  morbidity  of  the  surgical 
treatment  of  diverticulitis  to  a reasonable  figure. 

Mortality 

When  a patient  dies  as  a result  of  a complica- 
tion following  a primary  resection  of  the  colon, 
the  surgeon  knows  that  he  has  probably  made  a 
tragic  error  in  judgment.  He  cannot  help  but  ask 
himself — would  the  patient  have  lived  if  the  oper- 
ation had  been  staged?  We  would  all  prefer  to 
remove  the  disease  and  restore  intestinal  continu- 
ity in  one  operation.  We  must  remember,  however. 


that  our  primary  responsibility  to  the  patient 
is  to  see  that  he  survives. 

In  the  20  years  between  1947  and  1967  we 
operated  on  approximately  300  patients  for  diver- 
ticulitis at  the  Lahey  Clinic.  Of  these  patients, 
61%  had  a primary  one-stage  resection  with  re- 
storation of  intestinal  continuity.  The  overall  mor- 
tality rate  was  2.3%.  The  mortality  rate  for  those 
patients  having  a primary  resection  was  1.6%. 
careful  review  of  the  operative  procedure  suggests 
that  tw'O  or  more  of  the  seven  patients  who  died 
might  have  survived  if  a three-stage  procedure 
had  been  carried  out.  There  were  57  patients 
who  did  have  a three-stage  procedure.  They  were 
the  oldest  patients,  the  poorest  risks,  and  they  had 
the  most  serious  complications  -yet  there  were 
no  deaths  in  this  group. 

In  the  recent  literature  some  reports  have 
advocated  a one-stage  resection  for  all  patients 
with  diverticulitis,  including  those  with  abscess 
and  peritonitis.  It  has  been  pointed  out  that  this 
could  be  carried  out  with  a mortality  rate  as  low 
as  8%.  I believe  a mortality  rate  of  8%  for  the 
surgical  treatment  of  diverticulitis  is  about  eight 
times  what  it  ought  to  be.  In  e.xperienced  hands 
and  with  good  judgment  in  the  choice  of  operative 
procedure,  the  mortality  rate  for  the  surgical  treat- 
ment of  diverticulitis  should  be  less  than  2%. 
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editorial  comment 


Clyde  M.  Collins,  M.  D. 


There  are  perplexing  enigmas  clouding  diver- 
ticular disease  of  the  colon.  What  is  a diverticu- 
lum? Why  is  it  formed?  When  can  one  be  sure  of 
the  diagnosis  if  there  is  a paucity  of  positive  clini- 
cal and  x-ray  findings?  How  can  one  decide  on  the 
best  surgical  treatment  for  the  complications? 
In  the  minds  of  those  who  attended  the  scientific 
program  jointly  sponsored  by  the  Florida  Associa- 
tion of  General  Surgeons  and  the  Florida  Chapter 
of  the  American  College  of  Surgeons,  Dr.  Colcock 
succinctly  answered  these  questions  in  his  presen- 
tation. 


Although  surveys  of  the  surgical  management 
of  this  disease  are  difficult  to  evaluate  because 
of  the  many  variants  of  the  clinical  picture.  Dr. 
Colcock’s  mortality  rate  of  0%  in  57  patients 
treated  with  a three-stage  procedure  compared 
to  a mortality  rate  of  1.6%  for  those  having  a 
primary  resection  attests  to  the  virtue  of  con- 
servatism. Dr.  Colcock  concludes  the  differential 
diagnosis  with  three  significant  clinical  points 
enabling  the  physician  to  differentiate  carcinoma 
from  diverticulitis  when  x-rays  are  equivocal.  These 
are  “massive  bleeding  was  three  times  more  com- 
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mon  in  patients  with  carcinoma”  and  the  “reverse 
was  true  for  pain,”  while  patients  whose  symptoms 
had  been  present  more  than  a year  usually  had 
diverticulitis.  His  treatment  of  uncontrollable 
hemorrhage  from  a colonic  diverticulum  ranges 
from  cross  clamping  and  local  resection  to  near 
total  colectomy,  the  latter  being  required  when 
the  site  of  bleeding  is  in  doubt.  Now  with  the 
increasing  use  of  angiography,  resection  can  be 
limited  to  the  diverticulum  which  is  the  site  of 
hemorrhage,  often  visualized  if  the  diagnostic 
procedure  is  done  at  the  time  the  patient  is  ac- 
tively bleeding. 

Dr.  Colcock  restates  the  belief  of  many  sur- 
geons that  morbidity  will  continue  high  if  patients 
with  diverticulitis  are  not  operated  on  before 
complications  develop.  This  appears  to  be  more 
justifiable  in  younger  patients.  While  the  medical 
treatment  of  acute  diverticulitis  is  usually  success- 
ful, nevertheless,  recurrence  is  common  though 
unpredictable  and  an  initial  primary  resection 
and  anastomosis  during  a quiescent  phase  seems 
justifiable.  Of  late,  this  concept  has  been  chal- 
lenged by  questioning  surgeons  concerned  about 


the  lack  of  inflammatory  disease  in  segments  of 
colon  resected  for  diverticular  disease.  Recent 
published  evidence  suggests  that  inflammatory 
changes  in  multiple  diverticula  or  diffuse  cellulitis 
of  the  colon  are  not  common,  but  that  in  the 
majority  of  patients,  perforation  of  a diverticulum 
is  the  source  of  the  disease.  According  to  some 
writers,  colon  resection  for  perforation  of  a single 
diverticulum  is  as  consistent  as  resection  of  the  ce- 
cum for  acute  appendicitis  or  its  complications, 
and  a more  conservative  approach  is  recommended. 
Before  being  commonly  accepted  this  thought  re- 
quires more  discussion  and  more  time  to  observe 
longer  series  of  successfully  treated  patients. 

From  the  patient’s  history,  physical  findings, 
laboratory  data  and  x-ray  studies,  it  is  often  diffi- 
cult to  differentiate  diverticulosis  from  diverticuli- 
tis. A medical  regimen  is  recommended  for  the 
former  and  for  those  faced  with  treatment  of  the 
latter.  Dr.  Colcock’s  paper  is  a sound,  logical  and 
helpful  review. 

^ Dr.  Collins,  1503  Oak  Street,  Jacksonville 
32204. 
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for  the  problem  drinker 


Berocca 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI  5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  Is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  8,2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


OtviSfon  of  Hofimann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


^Uedicaf  editorial 


From  the  Editor 

Franz  Steivart 


February  Cover:  Coronary  Arteries 

This  is  an  x-ray  of  a human  heart  after  iniec- 
tion  of  appropriate  material  into  the  coronary 
arteries.  A large  area  of  myocardium  reveals  a 
network,  a mass  of  interlocking  collateral  vessels 
suggesting  great  vascularity  and  free  communica- 
tion between  the  smaller  arteries.  Old  infarcts 
were  demonstrated  in  this  highh'  vascular  area. 

recent  infarct  had  occurred  in  this  same  area. 

.\nother  large  area  of  myocardium  is  seen  in 
which  this  evidence  of  vascularity  is  lacking. 
Calcified  occlusion  is  present  in  the  coronary 
artery  to  this  area.  The  lack  of  apparent  vascu- 
larit\'  in  this  area  is  not  believed  to  be  due  to 
technical  difference  in  the  method  of  injection. 
This  area  of  m\'ocardium  fails  to  show  the  evi- 
dence of  infarction  seen  in  the  more  va.-^cular  area 
in  which  infarcts  were  demonstrated. 

The  coronary  arteries  are  more  or  less  isolated 
in  the  area  of  muscle  they  serve  and  although 
collateral  communications  are  present,  these  are 
small  and  may  not  represent  effective  flow  chan- 
nels. Anastomoses  are  found  in  areas  surrounding 
healed  infarcts  and  about  occluded  arteries.  Distal 
arterial  channels  may  be  well  filled  below  an  old 
occluded  vessel  by  means  of  free-flowing  collater- 
als from  a somewhat  distant  coronary  artery.  The 
demonstration  of  these  collateral  vessels  and  in- 
creased vasculariU'  can  be  taken  as  good  presump- 
tive evidence  of  post-myocardial  injury  from  cor- 
onary disease. 

This  forces  the  indulgence  of  some  conjecture. 
Picture  a child  born  with  such  a mat  of  intercom- 
municating vessels  and  with  free-flowing  back-up 
circulation  from  each  coronary  artery  to  the  other. 
Later,  as  he  grows  older,  should  the  process  of 
segmental  atherosclerosis  successfully  occlude  one 
coronary  artery,  would  the  muscle  damage  of 
abrupt  coronary  occlusion  be  the  same  as  that  so 
often  seen  in  his  normal  brother?  Perhaps  the 
back-up  collaterals  would  furnish  good  measure  of 
protection  from  massive  infarction. 

This  protective  mechanism  has  been  shown 
to  appear  only  after  damage  has  occurred.  If  oc- 
clusion occurs  slowly  enough  or  intermittently 


enough  these  vessels  develop  in  such  profusion 
that  great  protection  from  large  infarcts  may 
develop.  In  such  a vascular  area,  however  it  was 
produced,  further  areas  of  infarction  are  likely 
to  be  small  additive  insults  producing  a race  be- 
tween the  two  processes  of  increased  muscle 
damage  and  improved  circulation.  When  such 
increased  distal  vascularity  develops  it  is  remark- 
able how  obstructed  several  major  coronary 
arteries  may  become  and  yet  the  heart  continue 
to  function  reasonably  well. 

To  conjecture  again,  imagine  two  men  at  age 
40  or  50.  One  man  has  developed  considerable 
vascularity  from  long-standing  coronary  artery 
disease  and  the  other  has  had  no  difficulty.  There 
is  a plaque  in  the  anterior  descending  coronarv 
in  each  man.  A hemorrhage  occurs  under  the 
plaque.  Bad  enough  in  each,  but  our  conjecture 
leads  us  to  expect  the  “normal”  man  to  be  more 
likely  to  suffer  a large  infarct  I 

As  seen  in  the  February  cover  picture  it  is 
clear  that  the  distal  vascularity  produced  by  in- 
jury collects  mainly  around  damaged  areas  and 
may  leave  other  areas  of  the  same  heart  less 
protected ! 

It  is  generally  presumed  that  anoxia,  or  better, 
ischemia,  furnishes  the  stimulus  to  the  production 
of  increased  m\'ocardial  vascularity.  This  may  be 
true,  yet  the  nature  of  the  stimulus  is  in  some 
doubt.  It  must  not  be  humoral  or  generally  act- 
ing alone,  because  of  the  tendency  to  cluster 
about  localized  areas  of  myocardium.  Ischemia 
alone  would  not  appear  to  explain  the  increased 
vascularity  which  results  from  surgical  attempts 
to  answer  this  problem. 

The  coronar}'  arteries  are  the  focus  of  the 
problem.  The  unknown  mechanism  and  stimulus 
to  production  of  increased  vascularity  and  colla- 
teral connections  between  the  coronary  arteries 
furnish  the  challenge  of  the  next  \'ears  in  this 
field.  In  the  meantime  the  view  at  present  points 
to  increased  vascularity  and  collateral  vessels  not 
simply  as  evidence  of  disease,  but  as  proof  of 
protection.  □ 
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There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal 
and,  it's  made  by 


PROTEIN  CONTENT  / i oz  Serving* 


Green  Pea  with  Ham  (Frozen)  7.6 


Hot  Dog  Bean  8.4 

Pepper  Pot  6.1 

Split  Pea  with  Ham  10.2 

Vegetable  Beef  5.0 


Vegetable  with  Beef  ( Frozen)  5.4 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


6.8 

8.0 

5.5 

5.8 
6.2 

6.9 


LOMOTIC 

TABLETS/LIQUID 


Each  Lomotil  tablet  and  each  5 cc.  of  Lomotil 
liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


of  all  travelers 

who  have  traveled  200,000  miles  or  more 
away  from  home  have  relied  on  Lomotil  • 
to  control  diarrhea. 


When  your  patients  need  a reliable  antidiarrheal 
at  home  or  away  from  home  — rely  on  Lomotil. 


In  diarrheas  associated  with: 


• gastroenteritis 


• acute  infections 


functional  hypermotility 


irritable  bowel 
ileostomy 

drug-induced  diarrhea 


Warnings:  Lomotil  should  be  used  with  caution 
in  patients  taking  barbiturates  and,  if  not  contra- 
indicated, in  patients  with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally  exempt  nar- 
cotic with  theoretically  possible  addictive  poten- 
tial at  high  dosage;  this  is  not  ordinarily  a clinical 
problem.  Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Signs  of 
accidental  overdosage  may  include  severe  respira- 
tory depression,  flushing,  lethargy  or  coma,  hypo- 
tonic reflexes,  nystagmus,  pinpoint  pupils, 
tachycardia;  continuous  observation  is  necessary. 
The  subtherapeutic  amount  of  atropine  sulfate  is 
added  to  discourage  deliberate  overdosage. 
Adverse  Reactions:  Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizzi- 
ness, vomiting,  pruritus,  restlessness,  abdominal 
discomfort,  headache,  angioneurotic  edema,  giant 
urticaria,  lethargy,  anorexia,  numbness  of  the  ex- 


tremities, atropine  effects,  swelling  of  the  gums, 
euphoria,  depression  and  malaise.  Respiratory  de- 
pression and  coma  may  occur  with  overdosage. 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are  as  follows: 

Children: 


3-6  mo Vz  tsp.*  t.i.d.  (3  mg.) 

6-12  mo Vz  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vz  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr 1 tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 


*Based  on  4 cc.  per  teaspoonful 

Maintenance  dosage  may  be  as  low  as  one-fourth  the 

initial  daily  dosage. 

G.  D.  SEARLE  & CO. 

P.  0.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine  952 


Nose  clear  as  a whistle 

(THANKS  TO  DIMET APP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respirator}'  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  I PPER  RESPIRATORY  ALLERGIES  AND  INEECTIONS 

Dimetapp  Extentabs* 

Dimetane*  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,'  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY  /I'H'DOBINS 
RICHMOND,  VA.  23220 


Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AchrO*V' 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


^ itraindications:  Hypersensitivity  to 
lacycline. 

I'rning:  In  renal  impairment,  since 
yr  toxicity  is  possible,  lower  doses 
f indicated;  during  prolonged  therapy 
:i  sider  serum  level  determinations. 

* )todynamic  reaction  to  sunlight  may 
Bur  in  hypersensitive  persons, 
^dosensitive  individuals  should 
i id  exposure;  discontinue  treatment 
I'dn  discomfort  occurs. 

I cautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  5A'/n— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  react/oAZi— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— h\x\g\ng  fontanels  in  young 
infants.  7>er/i— yellow-brown  staining; 
enamel  hypoplasia.  Blood— anemia,  thront' 
bocytopenic  purpura,  neutropenia,  eosino- 
philia.  L/ver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromycinV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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books 

received 


Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  partiadar 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library.- — Ed. 


Heredity,  Disease  and  Man:  Genetics  in  Medicine 

by  Alan  E.  H.  Emery,  M.D.  Pp.  247.  Illustrated.  Price 
$6.95.  Los  Angeles,  University  of  California  Press,  1968. 


Practical  Automation  for  the  Clinical  Laboratory 

by  Wilma  L.  White,  B..\.,  Marilyn  M.  Erickson,  B.S.  and 
Sue  C.  Stevens,  B.A.,  Ph.D.  Pp.  401.  242  illustrations. 
Price  $14.50.  St.  Louis,  The  C.  V.  Mosby  Co.,  1968. 


The  Care  of  the  Geriatric  Patient  edited  by  E.  V. 
Cowdry,  Ph.D.,  Sc.D.  Pp.  430.  19  illustrations.  Price 

$15.75.  St.  Louis,  The  C.  V.  Mosby  Co.,  1968. 


Internal  Medicine  Based  on  Mechanisms  of  Dis- 
ease edited  by  Peter  J.  Talso,  A.B.,  M.D.,  F.A.C.P., 
F..\.C.C.  and  .\lexander  P.  Remenchik,  B.S.,  M.D., 
F.A.C.P.  Pp.  797.  164  illustrations.  Price  $17.50.  St. 

Louis,  The  C.  V.  Mosby  Company,  1968. 


How  to  Live  With  Hypoglycemia  by  Charles  Weller, 
M.D.  and  Brian  Richard  Boylan.  Pp.  130.  Price  .$4.50. 
Garden  City,  N.Y.,  Doubleday  & Company,  Inc.,  1968. 


Spare-Part  Surgery,  The  Surgical  Practice  of  the 
Future  by  Donald  Longmore,  M.D.,  edited  and  illus- 
trated by  M.  Ross-MacDonald.  Pp.  192.  Illustrated.  Price 
$5.95.  Garden  City,  N.Y.,  Doubleday  & Company,  Inc., 
1968. 


Medical  Pharmacology  by  Andres  Goth,  M.D.  Pp. 
749.  4th  ed.  Illustrated.  Price  $13.50.  St.  Louis,  The  C. 
V.  Mosby  Company,  1968. 


Synopsis  of  Pathology  by  W.  A.  D.  Anderson,  M.D. 
and  Thomas  M.  Scotti,  M.D.  Pp.  957.  7th  Ed.  408  il- 
lustrations. Price  $10.50.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


Atlas  of  Ear  Surgery  by  William  H.  Saunders,  M.D. 
and  Michael  M.  Paparella,  M.D.  Pp.  363.  163  illustra- 
tions. Price  $27.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1968. 


Paediatric  Cardiology  Edited  by  Hamish  Watson, 
M.D.  Pp.  996.  Illustrated.  Price  $36.50.  St.  Louis,  The 
C.  V.  Mosby  Company,  1968. 


Cancer — A Manual  for  Practitioners  by  the  Massa- 
chusetts Division  of  the  American  Cancer  Society.  Pp.  407. 
4th  Ed.  Price  $3.00.  Boston,  American  Cancer  Society, 
1968. 


Surgical  Pathology  by  Lauren  V.  Ackerman,  M.D.  and 
Harvey  R.  Butcher  Jr.,  M.D.  Pp.  1140.  4th  Ed.  1,268 
illustrations.  Price  $27.50.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 

Infection  Control  in  the  Hospital  by  American  Hos- 
pital Association.  Pp.  140.  Price  $3.75.  Chicago,  Ameri- 
can Hospital  Association,  1968. 

A Manual  of  Simple  Burial  by  Ernest  Morgan.  Pp. 
64.  Price  $1.00.  Burnsville,  N.C.,  The  Celo  Press,  1968. 


Drugs  on  the  College  Campus  by  Helen  H.  Nowlis, 
Ph.D.  Pp.  144.  Price  $.95.  New  York,  Doubleday  & Co., 
Inc.,  1969. 

Alcohol  and  the  Impaired  Driver  by  the  AM.4i 
Committee  on  Medicolegal  Problems  and  Subcommittee  on 
Chemical  Tests  for  Intoxication.  Pp.  234.  Illustrated. 
Price  $2.00.  Chicago,  American  Medical  Association,  1969. 

Physiology  of  the  Gastrointestinal  Tract  by  E. 

Clinton  Texter  Jr.,  M.D.,  Ching-Chung  Chou,  M.D., 
Higino  C.  Laureta,  M.D.,  and  Gaston  R.  Vantrappen, 
M.D.  Pp.  262.  106  illustrations.  Price  $10.75.  St.  Louis, 
The  C.  V.  Mosby  Company,  1968. 


Appraisal  of  Current  Concepts  in  Anesthesiology 

(Vol.  4)  by  John  Adrian!,  M.D.  Pp.  464.  Price  $12.00. 
St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


Water  and  Electrolyte  Metabolism  and  Acid-Base 
Balance  by  Edward  Muntwyler,  Ph.D.  Pp.  169.  33 

illustrations.  Price  $5.85.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


Cooking  For  Your  Celiac  Child  by  Charlotte  Baum 
Sheedy  and  Norman  Keifetz.  Pp.  244.  Price  $5.95.  New 
York,  The  Dial  Press,  Inc.,  1969. 


The  Evolution  of  Preventive  Medicine  in  the 
United  States  Army  1607-1939  by  Stanhope  Bayne- 
Jones,  M.D.  Pp.  255.  Price  $2.50.  Washington,  D.C., 
Superintendent  of  Documents,  Government  Printing  Office, 
1969. 


Introduction  to  Medical  Science  by  Clara  Gene 
Young  and  James  D.  Barger,  M.D.  Pp.  295.  Price  $7.95. 
Illustrated.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Medical  Interviewing  by  Robert  E.  Froelich,  M.D. 
and  F.  Marian  Bishop,  Ph.D.  Pp.  116.  Price  $4.75.  Illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company,  1969. 

Practical  Urology  by  Chester  C.  Winter,  M.D.  Pp. 
249.  Price  $11.00.  251  illustrations.  St.  Louis,  The  C.  V. 
Mosby  Company,  1969. 

Essentials  of  Gastroenterology  by  J.  Ned  Smith  Jr., 
M.D.  Pp.  326.  Price  $14.75.  Illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1969. 


Atlas  of  Obstetric  Technic  by  J.  Robert  Willson, 
M.D.,  M.S.  2nd  ed.  Pp.  313.  375  illustrations.  Price 
$19.75.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 
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Vital  Statistics  of  the  United  States  1967.  Vol.  1- 
Natality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


Cardiovascular  Surgery,  Current  Practice.  Vol.  I. 

edited  by  Thomas  H.  Burford,  M.D.  and  Thomas  B.  Fer- 
guson, M.D.  Pp.  273.  134  illustrations.  Price  $18.00. 
St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  2- 
Mortality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


Atlas  of  Human  Electron  Microscopy  by  Ruben  P. 
Laguens  and  Cesar  L.A.  Gomez  Dumm.  Pp.  180.  Illus- 
trated. Price  $20.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 

Plastic  and  Maxillofacial  Trauma  Symposium, 

Nicholas  G.  Georgiade,  editor.  Pp.  221.  Price  $23.00. 
390  illustrations.  St.  Louis,  The  C.  V.  Mosby  Company, 
1969. 


The  Vitreous  in  Clinical  Ophthalmology  by  Nor- 
man S.  Jaffe,  M.D.  Pp.  310.  334  illustrations.  Price 

$32.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 

Davison’s  Compleat  Pediatrician  edited  by  Jay 
M.  Arena,  M.  D.  9th  ed.  Pp.  792.  Price  $19.50.  Phila- 
delphia, Lea  & Febiger,  1969. 


Arrows  of  Mercy  by  Philip  Smith.  Pp.  244.  Price 
$5.95.  Garden  City,  N.Y.,  Doubleday  & Co.,  Inc.,  1969. 


Tobacco  and  Your  Health:  The  Smoking  Contro- 
versy by  Harold  S.  Diehl.  M.  D.  Pp.  271.  Illustrated 
Price  $2.95.  New  York,  McGraw-Hill  Book  Companv, 
1969. 


A Synopsis  of  Contemporary  Psychiatry  by  George 
■A.  Ulett,  M.D.  and  D.  Wells  Goodrich,  M.D.  Pp.  340. 
Price  $9.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Genetics  and  Counseling  in  Medical  Practice 

by  Leonard  E.  Reisman,  M.D.  and  Adam  P.  Matheny 
Jr.,  Ph.D.  Pp.  215.  Price  $12.75.  Illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1969. 


Manic  Depressive  Illness  by  George  Winokur,  M.  D., 
Paul  J.  Clayton,  M.  D.  and  Theodore  Reich,  M.  D. 
Pp.  186.  Price  $6.50.  St.  Louis,  The  C.  V.  Mosby 
Company,  1969. 

Otolaryngology  edited  by  William  F.  Robbett,  M.  D. 
Vol.  2.  Pp.  342.  433  illustrations.  Price  $27.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1969. 


Infectious  Diseases  and  General  Medicine,  Vol.  HI. 
Prepared  and  published  under  the  direction  of  Lieut.  Gen- 
eral Leonard  D.  Heaton,  The  Surgeon  General,  United 
States  Army.  Pp.  712.  123  illustrations.  Price  $8.23. 

Washington,  D.C.,  Government  Printing  Office,  1969. 


Prematurity  and  the  Obstetrician  by  Denis  Caya- 
nagb,  M.D.  and  M.  R.  Talisman,  M.D.  Pp.  542.  Price 
$16.50.  Illustrated.  New  York,  Appleton-Century-Crofts, 
Division  of  Meredith  Publishing  Company,  1969. 


Physical  Diagnosis  by  John  .A.  Prior,  M.D.  and  Jack 
S.  Silberstein,  M.D.  Pp.  436.  Price  $10.50.  454  Illustra- 
tions. St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Organization  and  Administration  of  Health  Care 

by  Richard  L.  Durbin,  A.B.,  M.B.A.,  M.P.A.,  and  W. 
Herbert  Springall,  A.B.,  M.P.H.  Pp.  258.  Price  $9.85 
51  illustrations.  St.  Louis,  The  C.  V.  Mosby  Company, 
1969. 


Symposium  on  the  Spine  by  American  Academy 
of  Orthopaedic  Surgeons.  Pp.  289.  Price  $19.50.  558 
Illustrations.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Morris  Fishbein,  M.D.,  An  Autobiography,  by 

Morris  Fishbein,  M.D.,  Pp.  505.  Price  $10.00.  24  Illustra- 
tions. New  York,  Doubleday  & Company,  Inc.,  1969. 


Symposium  on  Retina  and  Retinal  Surgery — 

Transactions  of  the  New  Orleans  .Academy  of  Ophthal- 
mology. Pp.  406.  372  illustrations.  Price  $29.50.  St. 
Louis,  The  C.  V.  Mosby  Company,  1969. 


Personnel  Administration  and  Labor  Relations 
in  Health  Care  Facilities  by  James  O.  Hepner,  Ph.D., 
John  M.  Boyer,  M..A.  and  Carl  L.  Westerhaus,  M.S. 
Pp.  391.  Price  $15.00.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 


A Manual  of  Antimicrobial  Therapy  by  George 
■A.  Pankey,  M.  D.  Pp.  149.  Price  S5.S0.  Springfield, 
111.,  Charles  C.  Thomas,  Publisher,  1969. 

War  Surgery  by  Camp  H.  M.  Smith.  Pp.  97.  Depart- 
ment of  Defense,  Pacific  Command,  United  States  of 
.America,  1969. 


Ulcer 

Re- 

lief! 


Dicarbosil 


ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  It.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street!  St.  Louis.  Missouri  63102 
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Announcing  the  Thirty-Third  Annual  Meeting  of 

THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 

Conference  Headquarters  - 

— The  Roosevelt  Hotel 

March  2,  3,  4 

, 5,  1970 

GUEST  SPEAKERS 

John  J.  Bonica,  M.D.,  Seattle,  Wash. 

John  J.  Niebauer,  M.D.,  San  Francisco,  Calif. 

Anesthesiology 

Orthopedic  Surgery 

John  R.  Hill,  M.D.,  Rochester,  Minn. 

William  K.  Wright,  M.D.,  Houston,  Tex. 

Colon  and  Rectal  Surgery 

Otolaryngology 

Walter  B.  Shelley,  M.D.,  Philadelphia,  Pa. 

Omer  E.  Hagebusch,  M.D.,  St.  Louis,  Mo. 

Dermatology 

Pathology 

H.  M.  Pollard,  M.D.,  Ann  Arbor,  Mich. 

Chester  M.  Edelmann,  Jr.,  M.D.,  Bronx,  N.  Y. 

Gastroenterology 

Pediatrics 

Walter  Lane,  M.D.,  Tampa,  Fla. 

Howard  P.  Rome,  M.D.,  Rochester,  Minn. 

General  Practice 

Psychiatry 

Henry  Clay  Frick,  II,  M.D.,  New  York,  N.  Y. 

Wendell  P.  Stampfli,  M.D.,  Denver,  Colo. 

Gynecology 

Radiology 

William  H.  Crosby,  M.D.,  Boston,  Mass. 

Joel  W.  Baker,  M.D.,  Seattle,  Wash. 

Internal  Medicine 

Surgery 

Thomas  L.  Petty,  M.D.,  Denver,  Colo. 

Edwin  J.  Wylie,  M.D.,  San  Francisco,  Calif. 

Internal  Medicine 

Surgery 

David  N.  Danforth,  M.D.,  Chicago,  III. 

Ralph  A.  Straffon,  M.D.,  Cleveland,  Ohio 

Obstetrics 

Urology 

Jack  A.  Dillahunt,  M.D.,  Albuquerque,  N.  M. 

Ophthalmology 

Lectures,  symposia,  clinicopathologic  conference,  round-table  luncheons,  medical  motion  pictures,  tech- 

nical  exhibits,  and  entertainment  for  visiting  wives. 

(All-inclusive  registration  fee  — $35.00) 

This  program  is  acceptable  for  twenty-two  (22)  prescribed  hours  and  nine  (9)  elective  hours  by  the 

American  Academy  of  General  Practice. 

For  information  concerning  the  Assembly  meeting  write  Secretary,  The  New  Orleans  Graduate  Medical 

Assembly,  Room  1538,  1430  Tulane  Avenue,  New 

Orleans,  Louisiana  70112. 

TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 

Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
Edward  W.  Gamble,  III,  M.D. 
Gerald  W.  Atkinson,  MJ). 
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for  the  debilitated 
geriatric  patient 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Biq- 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutiey.  New  Jersey  07110 


organization 


crwi 

^leclicad 


AMA  2 3 rd  National  Conference  on  Rural  Health 


Francis  T,  Holland,  M.  D. 


Why  a conference  on  rural  health?  Why  a 
Council  on  Rural  Health?  These  are  questions 
I am  asked  many  times  by  my  fellow  physicians 
and  even  by  some  members  of  the  American  Farm 
Bureau  Federation. 

During  the  past  few  decades,  especially  since 
the  end  of  World  War  II,  our  society  has  grad- 
ually changed  from  a rural  society  to  an  urban 
society,  and  man}'  of  us  tend  to  forget  that  even 
at  the  present  time  54,000,000  Americans  live  in 
rural  areas.  iMany  of  these  people  are  beginning 
to  feel  as  though  they  are  the  forgotten  Americans 
in  that  they  do  not  have  available  to  them  many 
of  the  facilities  that  are  available  to  the  average 
.American — particularly  medical  care.  The  affluent 
members  of  rural  society  seldom  have  difficulty 
obtaining  adequate  care,  although  at  times  it  may 
not  be  available  in  case  of  emergencies  as  quickly 
as  is  desired.  It  is  the  rural  poor  that  are  the  chief 
interest  in  rural  health. 

Another  question  that  is  frequently  asked  is, 
“Why  can’t  my  town  or  community  get  a resident 
physician  of  its  own?”  This  question  is  asked 
much  less  often  than  it  formerly  was,  and  the 
answer  is  relatively  simple.  It  can  be  answered 
by  asking  a question,  “Why  do  you  not  have  a 
supermarket  or  a shopping  center?”  Their  answer 
is  that  they  cannot  support  these,  and  then  they 
realize  that  they  likewise  cannot  support  a doc- 
tor. Many  times  people  have  ingrained  habits  of 
securing  medical  care  in  a neighboring  community, 
and  were  a resident  physician  to  go  there,  the 
people  would  use  him  only  as  a first-aid  man  and 
continue  to  seek  their  general  medical  care  from 
the  community  to  which  they  were  already  going. 


Dr.  Holland  is  immediate  past  chairman,  Council  on  Rural 
Health,  American  Medical  Association.  He  also  is  chairman  of 
Florida’s  delegates  to  the  AMA. 


In  many  places  this  pattern  can  be  broken  by  a 
physician  with  a dedicated  and  missionary  spirit, 
and  many  clinics  with  sev^eral  physicians  have 
developed  in  such  circumstances,  but  several  years 
were  required  to  accomplish  this. 

Why  do  doctors  practice  in  rural  communities? 
The  .AMA  Council  on  Rural  Health  has  recently 
concluded  a survey  in  which  they  found  that  50 
percent  of  doctors  in  towns  of  2,500  population 
or  less  grew  up  in  towns  of  like  size,  and  this 
also  held  true  for  those  in  non-metropolitan  areas 
of  under  50,000.  Therefore,  we  feel  that  if  medical 
schools  could  be  encouraged  to  take  more  appli- 
cants with  a rural  background,  there  would  be 
a better  chance  of  getting  more  physicians  into 
rural  areas. 

The  Council  on  Rural  Health  has  gone  about 
collecting  a series  of  plans  of  health  care  provided 
in  various  parts  of  the  country.  There  are  11 
plans  in  operation  in  different  sections  of  the 
country  that  are  bringing  improved  medical  care 
to  isolated  or  semi-isolated  communities.  The  Uni- 
versity of  Florida  College  of  Aledidne’s  project 
in  Lafayette  County  is  one  of  these.  A pamphlet 
has  recently  been  published  by  the  Division  of 
Health  Services  of  the  .AAI.A  which  describes 
each  of  the  plans. 

The  theme  for  the  23rd  Conference  is  LET’S 
PUT  YOU  IN  COAIM-U-NITY  HEALTH.  The 
conference  goals: 

1.  To  develop  effective  planning  methods  for 
community  health  services. 

2.  To  discuss  effective  ways  for  delivery  of  health 
services  to  all  people  in  rural  areas. 

3.  To  assess  the  effect  of  environmental  factors 
on  health,  safety  and  well-being  of  people 
living  in  rural  areas. 
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4.  To  more  fully  understand  the  socio-economics 
of  health  care  delivery. 

5.  To  review  methods  for  efficient  utilization  of 
health  resources. 

The  previous  questions  and  many  others  will 
be  answered  for  you  if  you  attend  the  23rd  Na- 
tional Conference  in  Milwaukee  at  the  Pfister 


Hotel  and  Tower,  April  9 and  10,  1970.  Plan 
now  to  attend,  and  if  you  are  unable  to,  make 
your  plans  to  attend  the  next  conference,  which 
will  be  held  nearer  home  in  Atlanta,  March  26 
and  27,  1971. 

► Dr.  Holland,  1307  Miccosukee  Road,  Talla- 
hassee 32303. 


Florida’s  Newest  County  Medical  Society 


'» — . / 


The  charter  of  Florida’s  newest  county  medical  society,  the  Panhandle  Medical  Society,  is  accepted  by  its  first  pres- 
ident, Dr.  Henry  Knowles  of  Marianna  (center).  Making  the  presentation  at  a recent  meeting  of  the  new  group 
was  Dr.  William  M.  C.  Wilhoit  of  Pensacola  (right),  representing  the  FMA  Board  of  Governors.  At  left  is  Dr. 
Glenn  Padgett  of  Marianna,  the  society’s  secretary-treasurer.  The  Panhandle  Medical  Society  is  composed  of  the 
former  Jackson-Calhoun,  Gadsden-Liberty  and  Washington-Holmes  medical  societies. 
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SUSTAINED 
RELEASE 
VITAMIN  C 


CEVI-BID 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  In  the  G.l.  tract  and 
Independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains;  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 

MPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 
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WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


[RECORDED  ON  AN  ENGLISHMAN'S 
TOMBSTONE 


mehaoof: 
shoulder  c 
■ PPCKOP 


THE  t 

COST  OF  / 

AM  BAR 
EXTENTABS 

«S  APPROXI M ATELY  ONE 
HAU=  THAT  OF  OTHER  LEAD- 
. 1N6  APPETITE  SUPPRESSANTS 

\ AN  IMPORTANT  FACTOR 

^ \/NLONG  TERM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AMBAR^Z 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up  I ' | / "V  I’’  I 'A  TY  O' 

to  12  hours.  Methamphetamine,  the  appe-  J—/yV  L xxiJ_/0 


tite  suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available;  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications;  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  H.  robins  company,  il.,U,nriRIMC 

RICHMOND.  VA.  23220  ^ ” J^UDlrM  J 


or  the  vitamin 
Ijeficiency 
:hat  diet  alone 
Joesn’t  satisfy... 


Thera-Combex  H-P* 


This  high-potency  vitamin  C and  B-complex 
combination  starts  where  diet  stops 


Kapseals” 


Each  Kapseal  contains:  ascorbic  acid,  500  mg.;  thiamine 
mononitrate,  25  mg.;  riboflavin,  15  mg.;  pyridoxine  hydro- 
chloride, 10  mg.;  cyanocobalamin,  5 meg.;  niacinamide, 
100  mg.;  d/-panthenol,  20  mg.;  Taka-Diastase®  (Aspergillus 
oryzae  enzymes),  2V2  gr. 

The  Brown  capsule  with  Green  band 
is  a Parke-Davis  trademark. 

Parke,  Davis  & Company.  Detroit,  Michigan  48232 


PARKE-DAVIS 


335R60 


soothing 

relief  for 
hair-raising 


cou 


enyliri 

EXPECTORANT 

Each  Ruidounce  contains;  80  mg.  Benadryl^  (diphenhydramine 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  ll  10  grain  menthol;  and  5%  alca^ 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN  EXPECTORANT  is  the  leading  cough  prepa- 
ration of  its  kind,  benylin  expectorant  tends  to  inhibit  cough  re^ 
...soothes  irritated  throat  membranes.  And  its  not-too-sw^^,  pi- 
raspberry  flavor  makes  benylin  expectorant  easy  to  take. 
PRECAUTIONS;  Per^ns  who  have  become  drowsy  on  this  or  other 
antihistamine-containing  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  EXPECTORANT  should  be  prescribed 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre- 
scribing BENYLIN  EXPECTORANT. 

ADVERSE  REACTIONS:  Side  reactions  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,  16  oz.,  and  1 gal. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 
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r the  patient  who  has  been 
ough  an  accident,  the  worry 
d anxiety  following  the 
shap  may  actually  heighten 
3 perception  of  pain.  This  is 
iy  there’s  a classic  Va  grain 
dative  dose  of  phenobarbital 
Phenaphen  with  Codeine- 
take  the  nervous  “edge”  off, 
the  rest  of  the  formula  can 
ntrol  the  pain  more  effectively. 

Robins  Company,  /I,|J,nr»D  I MC 
mond.Va  23220  /I  M I/UDIIMj 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (Va  gr.),16.2 
mg.  (warni.ng:  may  be  habit  forming);  Aspirin  (2V2  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Va 
gr.  (No.  2),  Vz  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3— 

1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 
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Florida’s  Coastal  Hospitals 
Disaster  Conscious  and  Prepared 


William  H.  Hamlin 


Hospitals  along  the  coasts  of  Florida  have 
good  reason  to  be  prepared  for  disasters.  The 
staffs  of  many  of  them  have  provided  care  to  an 
influx  of  patients  during  hurricanes  and  flooding 
and  following  tornadoes  when  an  interruption  in 
electrical  power  and  the  telephone  system  made 
isolation  very  real.  Their  preparations  relate  to 
specific  problems,  unlike  other  staffs  which  have 
never  functioned  under  similar  unusual  conditions. 

The  interest  in  preparation  for  disaster  ap- 
pears to  be  sufficient  among  coastal  hospitals; 
their  need  is  coordination  of  services  within  the 
community  and  management  techniques.  They 
have  readily  accepted  the  Hospital  Reserve  Disas- 
ter Inventory  Unit  supplied  without  charge  by  the 
U.  S.  Public  Health  Service  Division  of  Health 
Mobilization.  Each  unit  contains  drugs,  surgical 
equipment,  supplies,  dressings  and  other  items  for 
50  patients  for  about  30  days.  These  are  placed 
with  the  regular  inventory,  used  in  day-to-da\- 
care  of  patients,  and  then  replaced  by  the  hos- 
pital, thus  assuring  a constant  supply. 

The  Emergency  ^Mobilization  Program  of  the 
Division  of  Health.  Florida  Department  of  Health 
and  Rehabilitative  Services,  offers  assistance  to 
the  hospitals  in  more  effectively  coordinating  ser- 
vices available  in  the  community  for  a possible 
disaster.  This  is  coupled  with  suggestions  for  im- 
provement of  disaster  management  techniques. 
The  Program  also  provides  information  and  con- 
sultation on  all  phases  of  preparedness,  evaluation 


Mr.  Hamlin  is  assigned  by  the  U.  S.  Public  Health  Service 
as  consultant  to  the  emergency  medical  services  program  of  the 
Division  of  Health,  Florida  Department  of  Health  and  Rehabili- 
tative Services,  Jacksonville. 


of  disaster  plans,  and  assistance  with  training  pro- 
grams and  disaster  exercise  critiques. 

In  addition  to  the  Hospital  Reserve  Disaster 
Inventory  Unit,  some  hospitals  have  assumed  re- 
sponsibility for  stciffing  and  operating  a Packaged 
Disaster  Hospital  stored  in  the  community.  Thus, 
the  entire  peninsular  coast  of  Florida  is  lined  with 
community  hospitals  which  have  one  or  both  of 
these  units  (see  map).  The  Health  Mobilization 
Program  provides  special  training  materials  for 
use  in  connection  with  the  packaged  hospitals.  It 
also  is  in  charge  of  distribution. 

► Mr.  Hamlin,  P.  O.  Box  210,  Jacksonville  32201. 


editorial  comment 


James  L.  Campbell,  M.D. 

The  accompanying  article  should  be  of  interest 
to  every  physician  in  Florida.  Mr.  Hamlin  is  com- 
pletely familiar  with  the  health  mobilization  pro- 
gram and  other  aspects  of  emergency  medical  pre- 
paredness throughout  the  state.  While  this  article 
mentions  only  the  coastal  distribution  of  Packaged 
Disaster  Hospitals,  there  are  others  strategically 
located  throughout  the  central  portion  of  the  state. 


Dr.  Campbell  is  chairman,  Committee  on  Emergency  Medical 
Service,  Florida  Medical  Association. 

^ Dr.  Campbell,  1300  South  Orange  Avenue, 
Orlando  32806. 
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Shaded  counties  indicate  location  of  Packaged  Disaster  Hospitals  and  or  hospitals  which  have  a Hospital 
Reserve  Disaster  Inventory  Unit. 


West  Coast  Hospitals 


Hospitals 

Location 

West  Pasco 

New  Port  Richey 

All  Children’s 

St.  Petersburg 

Mease 

Dunedin 

Metropolitan 

Pinellas 

Morton  F.  Plant 

Clearwater 

St.  Anthony’s 

St.  Petersburg 

Centro  Asturiano 

Tampa 

Centro  Espanol 

Tampa 

Good  Samaritan 

Tampa 

St.  Joseph’s 

Tampa 

South  Fla.  Baptist 

Plant  City 

Tampa  General 

Tampa 

Manatee  Memorial 

Bradenton 

Memorial 

Sarasota 

St.  Joseph 

Port  Charlotte 

Medical  Center 

Punta  Gorda 

Lee  Memorial 

Ft.  Myers 

Naples  Community 

Naples 

East  Coast  Hospitals 


Humphreys  Memorial 
(The)  Beaches 
Flagler 

Daytona  Beach  General 
Halifax 
Jess  Parrish 
Wuesthoff  Memorial 
Brevard 

Indian  River  Memorial 
Ft.  Pierce  Memorial 
Martin  Memorial 
St.  Mary’s 

S.E.  Fla.  Tuberculosis 

Bethesda  Memorial 

Boca  Raton 

North  District 

Broward  General 

Memorial 

Baptist 

Doctors 

Hialeah 

Jackson  Memorial 
Mercy 

Mount  Sinai 
North  Miami 
North  Shore 
Osteopathic 
Pan  American 
Parkway 
St.  Francis 
Variety  Children’s 
Victoria 


Fernandina 
Jacksonville  Beach 
St.  Augustine 
Holly  Hill 
Daytona  Beach 
Titusville 
Rockledge 
Melbourne 
Vero  Beach 
Ft.  Pierce 
Stuart 

W.  Palm  Beach 
Lantana 
Boynton  Beach 
Boca  Raton 
Pompano  Beach 
Ft.  Lauderdale 
Hollywood 
Miami 
Coral  Gables 
Hialeah 
Miami 
Miami 

Miami  Beach 
North  Miami 
Miami 
Miami 
Miami 

North  Miami 
Miami  Beach 
Miami 
Miami 
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The  Woman’s  Auxiliary  Can  Help 


M.^riox  S.  Gilliland 
(Mrs.  C.  H.) 


Since  you  practice  medicine  in  the  communitie.'^ 
of  Florida  and  are  aware  of  health  need?  gen- 
erally, \'ou  realize  the  value  of  educational  pro- 
gram? and  medical  as?i?tance. 

In  keeping  with  one  of  it?  purpo?e?,  “To  a??i?t 
the  American  ^ledical  A??ociation  in  it?  program 
for  the  advancement  of  medicine  and  public 
health,”  the  national  auxiliary  ha?  developed 
“Package  Program?”  to  help  focu?  public  atten- 
tion on  current  health  need?  and  a??i?t  ?tate  and 
county  auxiliarie?  plan  and  implement  program? 
related  to  ?pecific  need?.  A ?hort  ?ummary  of 
the?e  program?  follow?.  If  you  can  u?e  any  of 
them,  contact  the  county  auxiliary  member?.  They 
will  furni?h  the  program,  a??i?t  in  it?  pre?entation, 
or  do  the  work.  The  public  relation?  value  i? 
obviou?. 

The  national  auxiliary  i?  aiLxiou?  to  have  the 
program?  widely  u?ed,  but  they  must  be  spon- 
sored and  presented  by  and  through  an  auxiliary 
or  medical  society,  state  or  county,  to  obtain 
maximum  benefit.  To  distribute  them  for  infor- 
mation only  fragment?  the  value.  Each  package 
contain?  suggestion?  and  material  on  how  to  plan 
and  set  up  a program,  how  to  attract  the  proper 
audience  and  present  the  subject  to  best  advan- 
tage. Also  included  are  a procedure  guide,  fact 
sheet,  question  and  answer  sheet  for  the  audience, 
source  list  of  recommended  films,  authoritative 
speech  which  may  be  presented  by  the  program 
moderator,  one  or  more  ptunphlets  suggested  for 
distribution,  and  a tally  sheet  to  be  filled  in  and 
mailed  to  the  national  auxiliaiy  after  the  program 
has  been  completed.  Good  use  is  made  of  many 
pamphlets  available  from  the  American  Medical 
Association. 

Programs  currently  available  include: 

Alcohol. — Deals  with  use  and  abuse  in  to- 
day's society  and  necessity  for  adequate  education 
and  treatment  programs.  Recommended  for  show- 
ing are  “To  Your  Health,”  a 16  mm.  color,  sound 
film  which  e.xplores  the  reasons  people  drink  and 
shows  the  effect  of  alcohol  on  the  human  body, 

Mrs.  Gilliland  is  president.  Woman’s  Auxiliarj-  to  the  Florida 
Medical  .Association. 


and  Xew  Look  at  the  Old  Sauce,”  an  ani- 
mated cartoon  filmstrip  suitable  for  classroom 
use.  Suggested  literature  includes  “Manual  on 
.\lcoholism”  intended  for  physicians  but  useful 
for  la\Tnen  as  well;  “To  Your  Health,”  facts 
about  sxTnptoms,  characteristics  and  treatment  of 
alcoholism;  “The  Illness  Called  .\lcoholism”  and 
“How  Teens  Set  the  Stage  for  .Alcoholism,”  for 
parents  concerned  about  teenage  drinking. 

Drug  .Abuse. — .Abuse  of  drugs  from  aspirin 
to  heroin  particularly  among  young  people — a 
problem  of  growing  concern.  Intensive  public  edu- 
cation programs  are  urgently  needed.  This  pack- 
age includes  a listing  of  a dozen  films  suitable 
for  juvenile  and  adult  audiences.  Included  are 
“Alarijuana,”  recently  purchased  by  j’our  state 
auxiliary  and  available  from  it;  “Xarcotics — 
Why  Xot;”  “LSD:  Insight  or  Insanity,”  and  “Ben- 
nies and  Goofballs.”  Recommended  booklets  are 
“The  Crutch  that  Cripples:  Drug  Dependence,” 
and  “Drugs  of  .Abuse,”  which  outline  the  prob- 
lem. abusers,  federal  law  and  penalties  involved 
in  misuse  of  drugs.  .Also  included  i?  a reference 
chart  listing  names,  medical  uses,  sAmptom?  and 
effects  of  a variet}-  of  drugs. 

Health  C.areers.— Information  on  two  aux- 
iliary-sponsored program?  to  bring  to  public  at- 
tention the  need  for  professional,  trained  and 
skilled  personnel  in  health  careers  and  allied 
services.  Program  .A  is  designed  for  adults.  Rec- 
ommended is  a slide  presentation.  “Physicists  and 
Engineers,  .Also  Part  of  Health  Careers.”  Pro- 
gram B is  essentially  the  same  as  .A  except  nar- 
ration is  directed  to  students.  Booklets  suggested 
are  “Where  to  Get  Health  Career  Information” 
and  “Horizons  Unlimited.” 

HOMEM.AKER  Seratce. — Eor  presentation  in 
communities  haAing  no  homemaker  service  but 
needing  one.  Several  neAv  films  are  suggested, 
including  “Homefires,”  which  portrays  the  salient 
aspiects  of  homemaker  service.  Suggested  booklet? 
include  “How  to  Plan  a Community  Homemaker 
SerA’ice”  and  “How  to  Operate  a Community 

( Continued  on  page  47  j 
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once-popular  treatment  for  back  pains 
vas  to  have  the  seventh  son  of  a seventh  son 
;itand  or  walk  on  the  patient's  back. 


A realistic 
approach 

to  pain 
relief 


Empirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  ore  available  on  oral 
prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
TVickahoe,  N.Y. 


Contraindications:  Edema,  danger 
of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage,  history 
of  drug  allergy;  history  of  blood 
dyscrasia.The  drug  should  not  be 
given  when  the  patient  is  senile  or 
when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  the 
alka  formulation  are  contraindi- 
cated in  glaucoma 

Warning:  If  coumarin-type  anti- 
coagulants are  given  simultaneously, 
watch  tor  excessive  increase  in  pro- 
thrombin time.  Instances  of  severe 
bleeding  have  occurred.  Persistent 
or  severe  dyspepsia  may  indicate 
peptic  ulcer;  perform  upper  gastro- 


intestinal x-ray  diagnostic  tests  if 
drug  IS  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharma- 
cologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin. 
Carefully  observe  patients  receiving 
such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy  and 
in  patients  with  thyroid  disease. 

Precautions  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated 
patients.  Obtain  a detailed  history 
and  a complete  physical  and  labora- 
tory examination,  including  a blood 
count  Patients  should  not  exceed 
recommended  dosage,  should  be 


closely  supervised  and  should  be 
warned  to  discontinue  the  drug  and 
report  immediately  if  fever,  sore 
throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight 
gain  (water  retention),  skin  reac- 
tions. black  or  tarry  stools  or  other 
evidence  of  intestinal  hemorrhage 
occur.  Make  complete  blood  counts 
at  weekly  intervals  during  early 
therapy  and  at  2-week  intervals 
thereafter.  Discontinue  the  drug 
immediately  and  institute  counter- 
measures if  the  white  count  changes 
Significantly,  granulocytes  decrease, 
or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in 
hypertensives. 


Adverse  Reactions:  The  more  i 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may  b r 
minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  ' 
diuretics.  In  elderly  patients  and  , 
in  those  with  hypertension  the  drug  1 1 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has  I' 
been  associated  with  peptic  ulcer  ' 
and  may  reactivate  a latent  peptic 
ulcer. The  patient  should  be  in- 
structed to  take  doses  immediately  | 
before  or  after  meals  or  with  milk  to  I 
minimize  gastric  upset.  Drug  rash 
occasionally  occurs.  If  it  does, 
promptly  discontinue  the  drug. 
Agranulocytosis,  exfoliative  derma- 


Sandy  sails  again! 
After  an  arthritic  flare-up. 

His  rheumatoid  arthritis  flared  out  of  aspirin  control. 

It  meant  weeks  of  pain,  stiffness, 
swelling  and  tenderness. . .and  a lot  of  sun  and  wind  that 
somebody  else  took  advantage  of. 

Next  time,  after  aspirin,  consider  Butazolidin  alka: 
prompt  anti-inflammatory  effectiveness 
short  trial  period 
low  maintenance  dosage 

usual  dosage:  1 capsule  q.i.d.  initially,  then  1 or  2 daily 


Butazolidin"  alka  & 

1CXD  mg.  phenylbutazone 

100  mg.  dried  aluminum  hydroxide  gel 

1 50  mg.  magnesium  trisilicate 


Serious  side  effects  can  occur. 

Select  patients  carefully  (particu- 
larly the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  pre- 
cautions, warnings  and  contraindica- 
tions. Read  the  prescribing  informa- 
tion. It's  summarized  below. 


IS,  Stevens-Johnson  syndrome, 
'ell's  syndrome  (toxic  necrotizing 
i)idermolysis),or  a generalized 
lergic  reaction  similar  to  serum 
ckness  may  occur  and  require 
srmanent  withdrawal  of  medica- 
)n.  Agranulocytosis  can  occur 
iddenly  in  spite  of  regular,  repeated 
jrmal  white  counts.  Stomatitis 
id,  rarely,  salivary  gland  enlarge- 
ent  may  require  cessation  of  treat- 
ent.  Such  patients  should  not 
iceive  subsequent  courses  of  the 
'ug.  Vomiting,  vertigo  and  languor 
lay  occur.  Leukemia  and  leukemoid 
lactions  have  been  reported  While 
bt  definitely  attributable  to  the 
I'ug,  a causal  relationship  cannot 


be  excluded. Thrombocytopenic 
purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic 
neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyper- 
glycemia, hepatitis,  jaundice,  hyper- 
sensitivity angiitis,  pericarditis  and 
several  cases  of  anuria,  glomer- 
ulonephritis and  hematuria.  With 
long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  m Rheumatoid  Arthritis: 
Initial:  3 to  6 capsules  daily  in  3 or  4 
equal  doses.  Trial  period:  1 week. 


Maintenance  dosage  should  not 
exceed  4 capsules  daily,  response  is 
often  achieved  with  1 or  2 capsules 
daily  In  selecting  the  appropriate 
dosage  in  any  specific  case,  con- 
sideration should  be  given  to  the 
patient's  weight,  general  health,  age 
and  any  other  factors  influencing 
drug  response.  (B)46-070-C 
For  complete  details^ please  see^ull 
prescribing  i nformatjon . 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  NewYork  10502 


If  it  doesn't  work  in  a week,  forget  it. 


symptoms  or  mixed  anxiety-depression  are  rarely  clear-cut. 
but  they  are  often  a clear  indication  for 

Mellaril 

(thioridazine) 

25  mg.  t.i.d. 

effective  in  mixed  anxiety-depression  and  in  moderate  to  severe  anxiety 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 

Contraindications;  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause,  hyper- 
tensive or  hypotensive  heart  disease  of  extreme  degree. 
Warnings;  Administer  cautiously  to  patients  who  have 
previously  exhibited  a hypersensitivity  reaction  (e.g., 
blood  dyscrasias,  jaundice)  to  phenothiazines.  Pheno- 
thiazines are  capable  of  potentiating  central  nervous 
system  depressants  (e.g.,  anesthetics,  opiates,  alcohol, 
etc.)  as  well  as  atropine  and  phosphorus  insecticides. 
During  pregnancy,  administer  only  when  necessary. 
Precautions;  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer  cautiously 
to  patients  participating  in  activities  requiring 
complete  mental  alertness  (e.g.,  driving).  Orthostatic 
hypotension  is  more  common  in  females  than  in  males. 
Do  not  use  epinephrine  in  treating  drug-induced 
hypotension.  Daily  doses  in  excess  of  300  mg.  should 
be  used  only  in  severe  neuroosychiatric  conditions. 


Adverse  Reactions;  Central  Nervous  System- 
Drowsiness,  especially  with  large  doses,  early  in 
treatment:  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal  confusion, 
hyperactivity,  lethargy,  psychotic  reactions, 
restlessness,  and  headache.  Autonomic  Nervous 
System— Dryness  of  mouth,  blurred  vision,  constipation, 
nausea,  vomiting,  diarrhea,  nasal  stuffiness,  and  pallor. 
Endocrine  System— Galactorrhea,  breast  engorgement, 
amenorrhea,  inhibition  of  ejaculation,  and  peripheral 
edema.  Stem— Dermatitis  and  skin  eruptions  of  the 
urticarial  type,  photosensitivity.  Cardiovascular 
System— (Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine).  While  there  is  no 
evidence  at  present  that  these  changes  are  in  any  way 
precursors  of  any  significant  disturbance  of  cardiac 
rhythm,  several  sudden  and  unexpected  deaths 
apparently  due  to  cardiac  arrest  have  occurred  in 
patients  previously  showing  electrocardiographic 
changes.  The  use  of  periodic  electrocardiograms  has 
been  proposed  but  would  appear  to  be  of  questionable 
value  as  a predictive  device.  Other- 
case  described  as  parotid  swelling. 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  SANDOZ  69  as. 


Homemaker  Service.”  This  program  was  produced 
jointly  by  the  American  Medical  Association  and 
its  Woman’s  Auxiliary,  and  the  National  Council 
for  Homemaker  Services. 

Immunization. — Designed  to  bring  to  public 
attention  individual  and  community  responsibili- 
ties in  communicable  disease  control.  Recom- 
mended films  include  “The  Call  of  Duty,”  “The 
Careless  Ones,”  and  “Mis.sion:  Measles.”  Pamph- 
lets are  “Immunization,”  “Measles  Vaccine,”  and 
“Memo  to  Parents  About  Immunization.”  The 
AM.A  Department  of  Health  Education  suggests 
that  this  program  tie  in  with  local  medical  society 
participation  in  the  AMA’s  current  campaign  to 
promote  immunization. 

Mental  Health  of  Children. — Designed 
to  stimulate  concern  for  emotional  well-being  of 
children.  The  film,  “The  Time  for  Growing,” 
tells  how  early  signs  of  emotional  difficulties  may 
be  detected.  Booklets  suggested  are  “Growing  and 
Learning,”  “Early  School  Years,”  and  “I  Won’t, 
I Won’t.” 

Sex  Education. — Information  and  materials 
to  enable  auxiliaries  and  societies  to  interest  their 
communities  in  working  with  schools  in  develop- 
ment of  a sex  education  curriculum.  Recommended 
are  “Sex  Education — U.  S.  A.,”  a color  filmstrip, 
and  “Parent  to  Child  About  Sex,”  a 16  mm. 
color,  sound  film.  Suggested  booklets  include 
“Parents’  Responsibility,”  “Beginnings  of  Sex 
Education,”  and  “The  Home,  the  School  and 
Sex  Education.” 

Teenage  \’enereal  Disease. — Provides  infor- 
mation for  two  programs  on  this  national  health 
menace.  One  is  for  adult  representatives  of  com- 
munity public  and  voluntary  agencies,  the  other 
for  youth  or  school  groups.  Two  films  are  recom- 
mended: “Dance  Little  Children”  describes  a 
syphilis  outbreak  among  teenagers,  and  “A  Quar- 
ter Million  Teenagers”  shows  the  ravages  of  syph- 
ilis and  gonorrhea.  Pamphlets  suggested  are 
“Venereal  Disease  Is  Still  a World  Problem,” 
“Why  the  Rise  in  Teenage  Gonorrhea?”  and 
“Strictly  for  Teenagers.” 

The  Block  Mother  Plan. — Designed  to 
interest  PTA’s  and  other  groups  in  setting  up  a 
system  to  protect  children  going  to  and  from 
school.  Included  is  a speech,  a pamphlet,  “The 
Block  Mother  Plan,”  and  samples  of  a news  re- 
lease and  the  orange  and  white  sign  designating 
a “Block  Mother.” 

Youth  Health  and  Fitness. — Information 
and  materials  for  stimulating  community  under- 


standing of  the  value  of  health  education  in  the 
physical,  mental  and  social  well-being  of  youth. 
The  film,  “School  Health  in  Action,”  shows  in 
classroom  situations  the  learning  opportunities  in 
health,  student  health  problems  observed  by  teach- 
ers and  how  they  affect  pupil-school  adjustment. 
Recommended  are  a pamphlet,  “Why  Health 
Education?”  and  a reprint  of  an  article  from 
the  May  1966  issue  of  Today's  Health,  “What 
Our  Kids  Don’t  Know  About  Health.” 

Vision  and  Hearing  Screening  for  Pre- 
Schoolers. — ^This  one  was  developed  and  used 
very  successfully  by  the  Minnesota  auxiliary.  It 
has  been  made  available  to  other  states  through 
the  national  auxiliary.  Included  is  a procedure 
guide  for  setting  up  such  a program. 

One  Dozen  Days. — The  realm  of  public  af- 
fairs, and  suggested  programs  on  political  activity, 
constitutional  amendments,  bond  issues  and  other 
local  projects,  candidate  support,  school  elections, 
pollution  control  and  community  health.  Also 
included  is  a list  of  draft  bills  approved  by  the 
xAIMA  Council  on  Legislative  Activities  and  Board 
of  Trustees,  pamphlets  on  “Helping  Your  Candi- 
date Win,”  “Managing  the  Campaign  for  the 
House  of  Representatives,”  “How  the  Opinion 
Maker  Makes  Opinion  in  Politics,”  “DIAL,” 
“AMPAC  Offers  You  the  IMPACT  of  an  Effec- 
tive, Coordinated,  National  Political  Action  Pro- 
gram,” and  a series  of  eight  AMPAC  pamphlets 
in  a political  education  series. 

Baby-Sitter  Safety  Training. — A product 
of  our  own  Florida  auxiliary,  originating  in  Ala- 
chua County  six  years  ago.  We  won  recognition 
from  the  national  auxiliary  and  the  National 
Safety  Council  for  this  one.  The  package  includes 
a procedure  guide  for  setting  up  the  course,  sug- 
gested program  materials,  manual  for  organizing, 
sample  certificate  for  completion  of  course,  and 
stresses  avoidance  of  legal  liabilities  by  not  certi- 
fying competence  of  trainees  and  by  not  establish- 
ing baby-sitter  bureaus. 

These  programs  are  geared  to  good  public 
relations  through  effective  and  needed  public 
service.  If  your  county  auxiliary  needs  assistance 
in  setting  up  or  carrying  them  out,  or  any  of  its 
other  programs,  they  have  but  to  ask.  That’s 
what  we  are  here  for.  The  state  and  national 
auxiliaries  serve  the  needs  of  the  counties  and 
the  auxiliaries  at  all  levels  exist  only  to  be  of 
service  to  the  medical  societies  at  all  levels. 

^ Mrs.  Gilliland,  324  N.  W.  24th  Street,  Gaines- 
ville 32601. 
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Life?  Vest 


Donald  L.  Howie,  M.D. 


Drowning  occurs  with  many  antecedents. 
There  are  the  few  apparently  good  swimmers  who 
get  into  unexplained  difficulties.  Then  there  are 
the  drunks,  victims  of  aircraft  failures,  epilep- 
tics, scuba  divers,  the  overconfident  and  children. 
Most  die  by  submersion.  There  is  another  class 
in  which  submersion  in  the  usual  sense  is  not  a 
factor. 

During  the  build-up  to  a hurricane,  a man  and 
his  wife  attempted  to  take  a fairly  large  boat  to 
safer  anchorage.  They  apparently  failed  to  start 
early  enough  and  did  not  reach  their  destination. 
The  boat  sank.  Both  husband  and  wife  left  the 
boat  in  proper  life  jackets  which  were  not  defec- 
tive. These  were  still  on  the  bodies  when  they 
were  recovered.  It  had  not  been  unusually  cold 
and  injuries  were  not  evident.  Yet  the  findings 
were  characteristic  of  salt  water  drowning  with 
excess  saline  in  the  left  ventricle. 

About  two  years  later  while  gale  warning  flags 
were  snapping  in  the  vigorous  wind,  a woman  and 
her  boyfriend  went  out  into  a rough  channel  in  a 
ten  foot  Jon  boat.  The  boat  capsized.  Again,  both 
had  on  life  jackets.  The  woman  supposedly  re- 
mained conscious  and  afloat  but,  when  the  two 
were  plucked  from  the  water  about  an  hour  after 
the  accident,  she  was  apparently  dead  and  could 


not  be  revived.  Water  temperature  was  in  the 
mid-to  upper  60’s.  The  woman  had  no  significant 
systemic  disease.  Despite  reports  to  the  contrary, 
she  did  not  have  an  elevated  blood  alcohol.  Left 
heart  chlorides  and  sodium  were  both  elevated. 
There  was  pulmonary  edema  and  the  usual  water 
within  the  stomach.  She  had  drowned. 

Under  conditions  of  high  wind,  the  spray  a few 
inches  above  the  water  can  be  quite  intense.  The 
attempt  to  avoid  it  must  be  exceedingly  fatiguing 
and  inhaled  air  must  have  very  high  contents  of 
water  and  salts.  Fatigue  obviously  enters  into 
such  deaths.  It  is,  of  course,  likely  that  intermit- 
tent submersion  actually  supervenes.  It  may  be 
that  sufficient  spray  is  inhaled  to  effect  electrolyte 
changes.  This  obviously  occurred  at  least  termi- 
nally in  the  second  case. 

Coast  Guard  approved  life  jackets  under  con- 
ditions of  high  wind  and  spray  solve  only  the 
superficial  problem  of  staying  at  the  surface  of  the 
water.  Some  additional  form  of  equipment  is 
needed  to  allow  water-free  breathing  when  the 
boundary  between  air  and  water  is  a gradual 
transition. 

^ Dr.  Howie,  Mound  Park  Hospital,  St.  Petersburg 
33731. 


Our  Mail 


Comment  on  Scientific  Article 


Dear  Editor: 

It  is  gratifying  to  see  a medical  article  (“Sur- 
gical Blood  Loss  Associated  With  \’arious  Anes- 
thetics,” by  Richard  Clark,  M.  D.  and  C.  Elmer 
Davis,  M.  D.,  appearing  elsewhere  in  this  issue) 
which  uses  ordinary  equipment  and  simplicity  to 
answer  a real  question.  The  literature  is  far  too 
full  of  studies  on  isolated  myocardial  strips  from 
virgin  white  rabbits,  at  least  for  the  clinician 
whose  Lagomorphan  encounters  are  minimal. 


Anesthesiologists  will  be  forever  in  debt  to 
these  .\rkansans  for  presenting  them  with  a solid 
rejoinder  to  the  perennial  surgeon’s  inquir\', 
“What’s  being  given  to  make  this  patient  bleed?” 
“It  doesn’t  matter!”,  one  may  now  reply,  enig- 
matic to  all  save  FM.\  Journal  readers. 

James  D.  Beeson,  ]\I.D. 

Jacksonville 
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A Letter  from  our  Correspondent  in  Pakistan 


Dr.  Alda  G.  Holliday,  who  formerly  practiced  obstetrics 
and  gynecology  in  Orlando  and  Jacksonville,  has  thought- 
fully furnished  the  following  account  of  conditions  in  the 
troubled  nation  of  Pakistan,  where  she  has  been  on  duty 
with  the  State  Department  since  early  1968.  Readers  may 
communicate  with  Dr.  Holliday  care  of  I.  D ./ Rawalpindi, 
Department  of  State,  Washington,  D.  C.  20521. — Ed. 


Dear  Editor: 

Pakistan  is  a country  which  was  formed  from 
the  Muslim  (Islamic)  population  of  British  India 
when  the  Asian  subcontinent  gained  its  independ- 
ence. The  Hindu  population  became  present-day 
India;  at  the  time  of  partition  and  independence 
in  1947  there  was  mass  migration  on  religious 
basis  and  civil  war;  I have  read  in  the  U.  S.  that 
500,000  people  were  killed,  but  people  who  were 
here  at  the  time  estimate  the  deaths  at  12-15  mil- 
lion. My  cook-bearer,  who  lived  in  Lahore  only 
18  miles  from  the  Indian  border,  says  that  every 
night  there  was  a train  sent  from  India  to  Lahore 
loaded  with  Muslim  bodies  and  a train  the  other 
direction  loaded  with  Hindu  bodies  (a  book  writ- 
ten about  this  is  called  “Train  to  Pakistan”). 
Since  that  time  it  seems  that  the  foreign  policy 
of  each  country  is  mostly  based  on  hatred  for  the 
other  country.  In  1965  this  erupted  into  an  18-day 
war  with  a cease-fire  effected  by  the  Tashkent 
.\greement.  The  war  was  for  possession  of  Jammu- 
Kashmir  which  is  held  by  India  although  the 
majority  population  is  Muslim. 

Pakistan  is  divided  into  two  provinces,  West 
Pakistan  of  300,000  square  miles  with  about  55,- 
000,000  people,  and  East  Pakistan  of  60,000 
square  miles  and  about  65,000,000  people.  The 
latter  is  one  of  the  most  densely  populated  agri- 
cultural areas  in  the  world.  The  two  provinces 
have  almost  nothing  in  common  except  the  re- 
ligion. People  of  West  Pakistan  are  Pathans,  Bal- 
uchi and  Sindhis  for  the  most  part  and  are  tall 
and  light  brown  in  color.  The  Bengalis  of  East 
Pakistan  are  short  and  dark  with  a culture  com- 
mon to  the  state  of  West  Bengal  in  India  (Cal- 
cutta). Bengali  is  spoken  in  East  Pakistan  but 
West  Pakistan  has  about  four  major  regional 
languages,  with  Urdu  being  the  most  common  and 
the  language  of  the  government,  in  addition  to 
English.  To  add  to  the  confusion  the  two  provin- 
ces are  separated  by  1,500  miles  of  hostile  India. 
West  Pcikistan  is  mostly  mountains  (west  and 
north),  plains  (center,  including  part  of  the  Pun- 
jab, the  traditional  breadbasket  of  the  sub-con- 


tinent), and  desert  in  the  central  and  southern 
portion.  East  Pakistan  lies  in  the  delta  of  the 
Ganges  and  Brahmaputra  Rivers  and  each  summer 
takes  the  brunt  of  the  monsoons  which  sweep 
around  the  tip  of  India  from  the  Arabian  Sea. 
West  Pakistan  primarily  raises  and  eats  wheat 
but  East  Pakistan  is  rice  country. 

The  U.  S.  has  two  principal  health  projects 
in  Pakistan;  IMalaria  Eradication  Program,  with 
World  Health  Organization  and  to  a lesser  ex- 
tent UNICEF  assisting  in  it;  and  Family  Plan- 
ning, with  other  principal  assistance  agencies 
being  SIDA  (Swedish  International  Development 
Authority),  Ford  Foundation,  which  helps  sup- 
port research  projects  by  The  Johns  Hopkins 
University  in  Lahore  and  the  University  of  Cali- 
fornia in  Dacca;  the  Population  Council,  and 
UNICEF,  although  its  primary  interest  is  mater- 
nal and  child  health.  Also  assisting  to  a lesser 
extent  are  or  have  been  the  Netherlands,  United 
Kingdom,  and  CENTO  (Central  Treaty  Organi- 
zation, composed  of  Pakistan,  Iran  and  Turkey 
as  regional  members,  and  the  U.  S.  and  U.  K. 
as  non-regional  members.  Although  many  people 
think  of  CENTO  as  a purely  military  organiza- 
tion, they  also  are  active  in  engineering,  agri- 
culture, education,  etc.). 

The  Pakistan  Family  Planning  Program  is  one 
of  the  best-known  and  largest  in  the  world.  It 
was  started  by  the  government  in  1962  in  the 
^Ministry  of  Health,  Labour,  and  Social  Welfare. 
Not  much  was  accomplished  in  the  next  three 
years  and  in  1965,  at  the  start  of  the  present 
third  Five  Year  Plan  it  became  a semi-autono- 
mous  organization  headed  by  a Family  Planning 
Council  with  the  Minister  of  Health  as  chairman 
and  a Joint  Secretary  of  the  government  as  Sec- 
retary. A budget  of  284,000,000  Rs.  (one  rupee 
equals  about  21  cents,  or  $1.00  equals  4.76  ru- 
pees) was  allocated  for  the  five  years.  The  goal  of 
the  program  was  to  reduce  the  birth  rate  from 
about  50  per  thousand  population  to  40,  while  the 
death  rate  was  expected  to  drop  from  20  per  thou- 
sand to  15,  thereby  reducing  the  population  growth 
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rate  from  3%  to  2.5%.  The  principal  methods 
of  accomplishing  this  ^A■ere  planned  to  be  3,000,- 
000  lUD  insertions  in  five  years,  90,000  vasec- 
tomies, and  such  things  as  contraceptive  tablets, 
foams,  liquids,  jellies,  creams  and  diaphragms  and 
condoms.  Oral  pills  Avere  not  included  on  the 
theory  that  a population  that  is  about  85%  il- 
literate could  not  and  Avould  not  use  them. 

Up  to  January  1,  1969,  about  2,000,000  lUD’s 
had  been  inserted,  400,000,000  units  (individual 
applications)  of  conventional  tAq^e  contracepth’es 
distributed  and,  much  to  everyone’s  surprise, 

600.000  surgical  sterilizations  had  been  done, 
almost  all  vasectomies  and  almost  all  in  East 
Pakistan.  The  program  at  one  time  had  nearly 

100.000  employees  although  only  about  3,000 
AA'ere  full-time;  the  remainder  Avere  part-time  doc- 
tors, part-time  dais  (traditional  midAvives)  and 
agents  for  sale  of  con\’entional  contracepti\-es. 

The  program  reached  its  peak  of  achievement 
in  October,  1968;  that  same  month  there  Avas  an 
assassination  attempt  on  General  AAmb  Khan,  the 
president  of  the  country,  and  this  Avas  folloAved 
by  civil  disorders,  demonstrations  and  riots  AA’hich 
increased  in  intensity  through  iNIarch,  1969.  Dur- 
ing this  time  family  planning  became  a target 
for  a great  deal  of  criticism  and  even  destruction, 
probably  largely  because  President  AjTjb  had 
backed  the  program  and  almost  never  made  a 
speech  Avithout  promoting  it.  During  January, 
February  and  March  of  1969  Ave  liA’ed  a great 
deal  of  the  time  under  curfeAv;  our  office  Avas 
just  across  the  street  from  the  Provincial  Assem- 
bly building  in  Lahore,  so  Ave  had  a ringside  seat 
AA'hen  Ave  Avere  at  Avork,  even  though  the  building 
Avas  barricaded  and  police  and  soldiers  AA-ere  posted 
in  the  parking  lot.  Fortunatel}'^  for  us  the  demon- 
strations never  seemed  to  be  directed  toAvard  the 
foreign  community.  Fortunately  also,  almost  all 
.\mericans  lived  in  an  area  called  Gulberg  AA-hich 
Avas  separated  from  the  rest  of  the  city  by  a 
canal  and  Avas  easily  sealed  off  so  that  Ave  could 
move  betAveen  our  oaa’u  houses  and  the  golf  course 
rather  freely.  Conditions  Avere  Avorse  in  East  Paki- 
stan than  in  most  places  in  West  Paikistan. 

Pakistan  had  an  international  family  planning 
conference  in  Dacca,  East  Pakistan,  January  28  to 
February  4,  1969;  there  AA’as  considerable  talk 
about  postponing  or  cancelling  it  and  Ave  actualh’ 
delayed  our  trip  there  by  one  day  because  of  the 
trouble.  HoAvever,  many  people  Avere  enroute 
from  all  over  the  Avorld  so  it  Avas  decided  to  hold 
it  on  schedule.  The  conference  and  all  foreigners 
Avere  housed  in  the  Intercontinental  Hotel  in  Dac- 


ca and  the  Pakistanis  attending  stayed  in  a hotel 
a block  aAvay  and  had  curfeAv  passes  to  get  to 
the  Intercontinental.  Late  in  the  Aveek  the  curfeAv 
Avas  lifted  for  several  hours  during  the  daytime 
so  Ave  Avere  able  to  get  out  and  do  some  sight- 
seeing and  shopping  but  most  of  us  stayed  aAvay 
from  the  old  city  and  the  uniA’ersity  section. 
Several  trips  AA-ere  planned  for  the  Aveekend  out 
of  Dacca  for  the  foreigners  in  attendance  and  all 
but  tAvo  of  these  had  to  be  cancelled.  We  Avere 
fortunate  that  four  of  us  from  Lahore,  plus  an 
American  doctor  from  \'ietnam  Avhom  Ave  “adopt- 
ed,” had  signed  for  the  trip  to  Cox’s  Bazaar 
Avhich  AA-ent  on  schedule.  Cox’s  Bazaar  is  the  last 
city  (?)  of  any  size  south  in  East  Pakistan  and  is 
on  the  Bay  of  Bengal.  It  has  the  longest  un- 
interrupted beach  (so  they  say)  in  the  AA’orld, 
about  85  miles,  and  is  really  lovely  since  it  is 
practically  untouched  by  humans  except  the  feAv 
local  fishermen.  It  is  the  only  time  I ever  looked 
up  on  a beach  and  saAv  an  elephant  coming  toAA-ard 
me;  fortunately  he  Avas  tame  and  not  too  big. 

On  IMarch  28,  1969,  President  Aj-ub  Khan 
resigned  his  office  and  martial  laAv  AA-as  declared 
by  General  Yahyha  Khan,  commander-in-chief  of 
the  army,  AA'ho  soon  after  became  president.  The 
riots  and  demonstrations  completely  stopped  dur- 
ing the  30  minutes  General  Aj-ub  took  to  make  his 
speech.  Gradually  since  then  some  political  agi- 
tation has  started  again  and  just  recently  Gen- 
eral Yahyha  announced  that  elections  Avere  to  be 
held  October  5,  1970,  and  a neAv  constitution 
drafted.  In  the  meantime  the  country  has  lost 
millions  of  rupees  and  considerable  foreign  ex- 
change as  a result  of  the  civil  disorders,  strikes 
and  other  troubles.  There  Avas  a general  reshuf- 
fling of  the  government  at  high  levels  in  April 
and  May  of  1969;  during  that  time  the  Family 
Planning  Council  got  a neAv  Joint  Secretary  and 
the  government  is  not  associating  itself  as  closely 
Avith  the  program,  so  that  it  has  not  regained  all 
its  previous  momentum. 

With  all  this  going  on,  and  the  fourth  Five 
Year  Plan  being  drafted  to  start  July,  1970,  it  is 
difficult  to  predict  exactly  AA’hat  the  future  holds 
for  family  planning  in  Pakistan,  although  the 
government  has  indicated  b}'^  a fairly  generous 
budget  for  the  next  five  years  (600,000,000  Rs.) 
that  it  intends  to  support  it,  even  if  silently.  Of 
course,  the  budget  figure  is  not  final,  because  the 
National  Economic  Council  has  not  approved  it. 

Ald.a  G.  Holliday,  M.D. 

Raavalpindi,  Pakistan 
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APOLLO  DELUXE:  Cabin  Cruiser. 
Outboard  or  I/O  powered. 


WO4  CLEARWATER  DELUXE.  Trailer  anywhere 
' without  special  permits. 


Here  at  Stamas  we  are  just  as  fussy  and  fastidious 
about  selecting  our  dealers  as  we  are  about  build- 
ing our  boats.  Perhaps  that  is  why  Stamas  Owners 
have  complete  faith  in  both.  It  sure  makes  boating 
a lot  more  fun.  Eleven  1970  models,  18  ft.  to  26  ft. 
at  our  selected  dealers  now. 


LEVEL-RIDE 


STAMAS  BOATS,  INC.. 
TARPON  SPRINGS,  FLORIDA  33589 


V26 


AMERICANA  DELUXE:  Fly-Bridge, 
Hardtop  and  Convertible  models. 


...with  episodes  of  vertigo, 
headaehe,  eonfiision,  sensory  loss, 
slurred  speeeh,  eonsider 


VASOdLAN 

SOXSUPRINE  HC 


to  help  relieve  symptoms  by 
preventing  vasospasm  and 
inereasing  cerebral  blood  flow 


LABORATORI  ES 


lough  not  all  clinicians  agree  on  the  value  ot  vasodilators  in  vascular  disease,'  several  investigators'^-^  have  reported  lavorably  on  the  ellects  ol 
(suprine  on  cerebral  blood  How.  Ellects  have  been  demonstrated  both  by  objective  measuremenf^'^  and  observation  ol  clinical  improvement.'^-'^ 
ications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger’s  disease), 
maud’s  disease,  pqstphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic), 
nposition:  VASODILAN  tablets,  isoxsuprine  hydrochloride  10  mg.  Dosage:  Oral— 10  to  20  mg.  (1  or  2 tablets)  t.i.d.  or  q.i.d.  Contraindications 

1 Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
eding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
, or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not  recommended.  Oomplete 
ails  available  in  product  brochure  from  Mead  Johnson  Laboratories  References:  (1)  Fazekas,  J.  F.;  Alman,  R.  W.;  Ticktin,  H.  E.;  Ehrmantraut, 
R.,  and  Savarese,  0.  J.:  Angiology  75;No.  2 (Feb.)  1964.  (2)  Horton,  G E,,  and  Johnson,  P C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  (3)  Clarkson, 
.,  and  LePere,  D M • Angiology  77:190-192  (June)  1960  (4)  Dhrymiotis,  A D , and  Whittier,  J R.:  Current  Therapeutic  Research  4:124-128  (April) 

2 (5)  Whittier,  J R.'  Angiology  75:82-87  (Feb  ) 1964  © ises  me»d  johnson  . company  . evansville.  Indiana  A772I 


Anderson  Surgical  Supply  Co. 

Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA.  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 


Convention 

Press 

2111  North  LiBERTi’  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRISTIKG 
PUBLICATIONS  BROCHURES 

\Vr  H.ATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  0.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

M.  G.  Isaacson,  M.D. 

Alediciil  Director 
1861  N.W.  South  River  Drive 
Miami,  Florida 
Phone  642-3555 

A nonprofit-voluntarj'  hospital  for  the  treat- 
ment of  nervous  and  mental  disorders  and  the 
problems  of  drug  addiction  and  alcoholic  habit- 
uation. Modern  diagnostic  and  treatment  proce- 
dures including — Psychotherapy.  Insulin,  & Elec- 
troshock. when  indicated.  Adequate  facilities  for 
recreation  and  out-door  activities.  Admissions  are 
made  without  regard  to  race,  color  or  national 
origin. 

Information  on  request 

Member  NAPPH.  American  Psychiatric  Assn.,  & 
American  Hospital  Assn. 


YOUR  PATRONAGE 
HAS  MADE  OUR  GROWTH  POSSIBLE 

Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

4111  Carmichael  Ave.  32207 
(904)  359-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

St.  Petersburg  call  862-0332  direct  line 
to  Tampa  office 

Clearwater  call  446-0487  direct  line 
to  Tampa  office 


A COMPLETE  BUSINESS  SERVICE 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  FLORIDA 


233  Fourth  Ave,  N.E. 
St.  Petersburg,  Fla.  33701 
Phone  898-5074 


1855  Hillview  Street 
Sarasota,  Florida 
Sarasota  Phone  958-4493 
4771  Bilmark 
Ft.  Myers,  Florida 
Ft.  Myers  Phone  936-3162 


417  Executive  Building 
1175  N.E.  125th  St. 
Miami,  Florida  33125 
Dade  Phone  751-2101 
Broward  Phone  523-0286 


AflSliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


HOSPITAL 


7000  5TH  AVENUE  SOUTH 
Box  2896,  Woodla\wn  Station 
Birmingham,  Alabama  35212 


/Formerly  Hill  Crest  Sanitariumj 


Phone:  205  - 836-7201 


A patient  centered 
independent  hospital  for 
intensive  treatment  of 
nervous  disorders . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  43 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  A.  Becton,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTORS: 

James  K.  Ward.  M.D.,  F.A.P.A. 
Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRI- 
VATE  PSYCHIATRIC  HOSPITALS  . . . 
ALABAMA  HOSPITAL  ASSOCIATION  . . . 
BIRMINGHAM  REGIONAL  HOSPITAL 
COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals. 


C/(62t 


HOSPITAL 


BIRMINGHAM,  ALABAMA 
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meetings 


FMA  Approved 
Postgraduate  Meetings 


FEBRUARY 

15-20  Treatment  of  Common  Medical  Disorders, 
Sheraton-Four  Ambassadors  Hotel,  Miami. 
For  information  contact:  J.  Bodes,  M.  D., 
Dept,  of  Medicine,  University  of  Miami 
School  of  Medicine,  Box  875,  Biscayne  An- 
nex, Miami  33152. 

27-28  Seminar  on  Hypertension,  J.  Hillis  Miller 
Health  Center,  Gainesville.  For  information 
contact:  Div.  of  Postgraduate  Education, 
J.  Hillis  Miller  Health  Center,  Box  758, 
Gainesville  32601. 


MARCH 

6 Leukemia-Lymphoma  Seminar  for  Physi- 
cians, Sheraton  Hotel,  Tampa.  For  informa- 
tion contact:  J.  N.  Patterson,  M.  D.,  Chair- 
man, American  Cancer  Soc.,  Fla.  Div., 
2909  Bay-to-Bay  Blvd.,  Tampa  33609. 

11-14  Second  Teaching  Conference  in  Clinical 
Cardiology,  Sheraton-Four  Ambassadors 
Hotel,  Miami.  For  information  contact: 
Michael  S.  Gordon,  M.  D.,  Jackson  Memo- 
rial Hospital,  Miami  33136. 

14  Advances  in  Management  of  Coronary 
Artery  Disease,  Watson  Clinic  Medical 
Symposium,  Watson  Clinic,  Lakeland.  For 
information  contact:  John  F.  Flanagan, 
M.  D.,  Watson  Clinic,  Lakeland  33802. 

19-20  Cardiology  Symposium,  Orange  Memorial 
Hospital,  Orlando.  For  information  contact: 
Clarence  M.  Gilbert,  M.  D.,  215  E.  Jack- 
son  St.,  Orlando  32801. 

25-28  Trends  in  Clinical  Radiology,  Fontaine- 
bleau Hotel,  Miami  Beach.  For  information 
contact:  Manuel  Viamonte  Jr.,  M.  D.,  Box 
875,  Biscayne  Annex,  Miami  33152. 

27-28  “A  Day  of  Cardiac  Pathology  With  Jesse  E. 
Edwards,  M.  D.,”  University  of  Elorida 
Gainesville.  For  information  contact  Div. 
of  Postgraduate  Education,  J.  Hillis  Miller 
Health  Center,  Box  758,  Gainesville  32601. 


APRIL 

16-18  Pulse  of  Laboratory  Medicine,  Tides  Hotel 
and  Bath  Club,  Redington  Beach  (St. 
Petersburg).  Eor  information  contact:  M. 
A.  Barton,  M.  D.,  701  - 6th  St.,  S.,  St. 
Petersburg  33701. 

25  Eourth  Annual  Seminar  on  Diagnosis  and 
Management  of  Cancer,  Port-O-Call  Resort 
Inn  Tierra  Verde,  St.  Petersburg.  Eor  in- 
formation contact:  John  Carbonneau,  2909 
Bay-To-Bay  Boulevard,  Tampa  33609. 


MAY 

13-16  Greater  Miami  Pediatric  Society  Seminar, 
Jackson  Memorial  Hospital,  Miami.  For 
information  contact:  Retha  Schiess,  M.  D., 
7001  Galloway  Rd.,  Miami  33143. 

DECEMBER 

10-12  Eleventh  Biennial  Cardiovascular  Seminar 
on  Coronary  Artery  Disease,  Sheraton- 
Four  Ambassadors  Hotel,  Miami.  For  in- 
formation contact:  Arthur  Gosselin,  M.  D., 
Chm.,  Heart  Association  of  Greater  Miami, 
5080  Biscayne  Blvd.,  Miami  33137. 

National  and  Regional 
Meetings  in  Florida 


MARCH 

2-4  Clinical  Concepts  in  Infectious  Disease, 
American  College  of  Physicians,  J.  Hillis 
Miller  Health  Center,  Gainesville 

14-18  American  Society  of  Abdominal  Surgeons 
Clinical  Congress,  Deauville  Hotel,  Miami 
Beach 

19-24  American  Dermatological  Association,  Boca 
Raton  Hotel,  Boca  Raton 

APRIL 

12-16  American  Proctologic  Society,  Diplomat 
Hotel,  Hollywood 

19-20  American  Otological  Society,  Hollywood 
Beach  Hotel,  Hollywood 
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20- 21  American  Broncho-Esophagological  Asso- 

ciation, Hollywood  Beach  Hotel,  Holly- 
wood 

21- 23  American  Laryngological,  Rhinological  and 

Otological  Society,  Hollywood  Beach 
Hotel,  Hollywood 

23- 24  American  Society  for  Head  and  Neck  Sur- 

gery, Hollywood  Beach  Hotel,  Hollywood 

24- 25  American  Laryngological  Association,  Hol- 

lywood Beach  Hotel,  Hollywood 
24-25  American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Hollywood  Beach 
Hotel,  Hollywood  Beach 

27-May  2 American  Academy  of  Neurology, 
Americana  Hotel,  Miami  Beach 

SEPTEMBER 

29-Oct.  2 American  Roentgen  Ray  Society,  Deau- 
ville Hotel,  Miami  Beach 

OCTOBER 

2- 4  Southeastern  Allergy  Association,  Colony 

Beach  Club  Hotel,  Long  Boat  Key,  Sara- 
sota 

NOVEMBER 

3- 8  American  Society  of  Clinical  Hypnosis, 

Eden  Roc  Hotel,  Miami  Beach 
17-22  Pan  American  Medical  Association,  Holly- 
wood Beach  Hotel,  Hollywood 

DECEMBER 

7-10  Southern  Surgical  Association,  Boca  Raton 
Hotel,  Boca  Raton 


Doctor,  mark  these  dates  on  your 
calendar: 

May  6-10,  1970 

96th  Annual  Meeting,  Florida  Medical 
Association 

Diplomat  Hotel,  Hollywood-by-the-Sea, 
Florida 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex. 
Lakeland  IManor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Flodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  "case  history"  of  one  new  drug  — or. 
rather,  a proposed  new  drug  — assembled  for  submis- 
sion to  the  U.  S,  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical 
Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St.,  N W..  Washington,  D C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


Because  patients  can’t,  or  won’t, 
exercise  muscles  and  joints 
while  the  pain  persists 


Encourage  massage 
Encourage  exercise 


“As  a surface  analgesic  it  [GER-O-FOAM]  en- 
hances the  usefulness  of  massage  by  reducing 
pain,  thus  permitting  functional  exercises  other- 
wise impossible  to  administer.”' 

In  rheumatoid  and  osteoarthritis,  low  back  pain, 
painful  healed  fractures,  whiplash  and  frozen 
shoulder,  GER-O-FOAM  . . . 

• provides  fast  penetration  of  skin  by  anesthetic 
and  analgesic  ingredients  for  prolonged  relief. 

• facilitates  exercising  and  increases  range  of 
motion. 

GER-O-FOAM  Aerosol  Foam  for  Massage  . . . 
methylsalicylate  30%  and  benzocaine  3%  in  a 
specially  processed  neutral  emulsion. 
Precautions:  If  rash  or  irritation  occurs,  discon- 
tinue. Avoid  application  in  or  near  eyes  or  open 
wounds. 

Available:  In  IV2  and  4 oz.  cans.  Economical 
therapy— with  approximately  125  applications 
in  each  4 oz.  can. 

1.  Gordon,  E.E.  and  Haas,  A.,  Industr.  Med.  Surg.  28:217,  May,  1959. 


GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 


GER-O-FOAM 

Relieves  pain  rapidly 
Improves  Joint  mobility 
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In  Canada;  Wmley-Morris  Co.,  Ltd.,  Montreal 


new  10%  solution... 
particularly  convenient  for  home  use 


liquefies  thick,  viscid  mucus 
in  chronic  bronchitis  and  emphysema 

Mucomyst,  as  20%  acetylcysteine,  has  been  used  with  safety  and  effectiveness  in 
hospitals  for  over  five  years. 

Now  a new  10%  solution,  Mucomyst- 10,  offers  you  the  choice  of  prescribing  a lesser 
concentration  whenever  you  feel  this  is  desirable.  It  provides  added  convenience  and 
simplicity,  particularly  for  your  patients  using  nebulizing  units  at  home. 

By  including  Mucomyst-10  in  the  home  management  regimen,  you  can  provide  full 
mucolytic  benefits  for  many  of  your  patients  with  chronic  bronchitis  and  emphysema 
complicated  by  tenacious  secretions. 

Indications:  Mucomyst  has  been  demonstrated  to  be 
clinically  effective  as  adjuvant  therapy  in  a wide  range 
of  conditions  in  which  thick,  viscous  mucus  is  a problem, 
including:  postoperative  atelectasis  and  pneumonia; 
chronic  bronchopulmonary  disease  (emphysema, 
chronic  bronchitis,  asthma,  and  bronchiectasis);  acute 
bronchopulmonary  disease  (pneumonia,  bronchitis,  and 
tracheobronchitis);  tracheostomy  care;  facilitation  of 
bronchial  studies;  maintenance  of  an  open  airway  during 
anesthesia;  and  to  help  control  pulmonary  complications 
of  cystic  fibrosis.  Contraindications:  Mucomyst  is  con- 
traindicated in  those  patients  who  are  sensitive  or  who 
have  developed  a sensitivity  to  it.  Warnings:  After  proper 
administration  of  acetylcysteine,  an  increased  volume 
of  liquefied  bronchial  secretions  may  occur.  When  cough 
is  inadequate,  the  open  airway  must  be  maintained  by 
mechanical  suction  if  necessary.  When  there  is  a large 
mechanical  block  due  to  foreign  body  or  local  accumula- 
tion, the  airway  should  be  cleared  by  endotracheal  as- 
piration, with  or  without  bronchoscopy.  Asthmatics 
under  treatment  with  Mucomyst  should  be  watched  care- 


fully. If  bronchospasm  progresses,  this  medication 
should  be  immediately  discontinued.  Adverse  Effects: 

Adverse  effects  have  included  stomatitis,  nausea  and 
rhinorrhea.  Sensitivity  and  sensitization  to  Mucomyst 
have  been  reported  very  rarely.  A few  susceptible  pa- 
tients, particularly  asthmatics  (see  Warnings),  may  ex- 
perience varying  degrees  of  bronchospasm  associated 
with  the  administration  of  nebulized  acetylcysteine.  Most 
patients  with  bronchospasm  are  quickly  relieved  by  the 
use  of  a bronchodilator  given  by  nebulization.  Adminis- 
tration & Dosage:  Mucomyst  may  be  administered  by 
nebulization  into  a tent,  Croupette,  face  mask,  or  mouth- 
piece; or  by  direct  instillation.  Mucomyst  should  not  be 
placed  directly  into  the  chamber  of  a heated  (hot-pot) 
nebulizer.  Complete  details  on  dosage,  administration, 
and  compatibility  are  included  in  the  package  insert. 
Additional  information  may  be  obtained  from  Mead 
Johnson  Laboratories.  Supplied:  Mucomyst-10  (acetyl- 
cysteine), a sterile  10%  solution,  in  vials  of  10  ml.  and 
30  ml.;  Mucomyst  (acetylcysteine),  a sterile  20%  solu- 
tion, in  vials  of  10  ml.  and  30  ml. 


MeadlijiiMni 

LABORATORI  ES 


■MEAD  JOHNSON  a COMPANY  • EVANSVILLE,  INDIANA  47721 


70469 


Need 

another  car? 


Visit  your 
auto  dealer! 


Need 

optical  services? 


Call  on 
an  expert  — 


YOUR  GUILD  OPTICIAN! 


Just  as  the  jeweler  is  trained  in  his  field, 
and  the  auto  dealer  is  knowledgeable  in 
his  business,  the  Guild  Optician  is  an  ex- 
pert in  his. 

We  say  “Call  on  an  expert . . /’  because  your 
local  Guild  Optician  is  an  expert  in  me- 
chanical optics.  You  know  he  is  equipped 
to  handle  your  most  critical  cases,  both 
in  experience  and  in  training.  You  know 
also,  because  he  is  a Guild  Member,  that 
liis  standards  are  high,  and  that  you  can 
depend  on  him  to  accurately  translate  your 
patient’s  prescription  and  to  render  such 
after  ser\dce  as  your  patient  might  need, 
for  the  life  of  that  prescription. 


Your  local  Guild  Optician  also  is  an  expert 
at  Avorking  with  your  patient  in  an  under- 
standing manner  when  it  comes  to  the  styl- 
ing and  fit  of  your  patient’s  frame.  His 
stocks  reflect  not  only  the  most  modern 
fashions,  hut  also  the  conserA’ative  styles 
that  have  lasted  over  the  years. 

There  are,  of  course,  many  other  areas  in 
which  your  Guild  Optician  may  be  highly 
skilled:  sub-normal  vision  cases,  aphakic 
cases,  contact  lenses. 

hen  you  need  optical  services,  think  first 
of  vour  Guild  Optician!  Guild  of  Prescrip- 
tion Opticians  of  Florida. 


USINGGUILDSKILLSANDEXPERIENCETO  SERVE  YOUR  PATIENTS 


One  of  the  doctor’s  most  important  roles  is 
1 education. 

For  his  patients,  the  doctor  provides  the 
acts,  supplies  the  rationale,  triggers  the  ac- 
ion  for  life-saving  health  practices.  To  his 
tudents,  he  passes  on  his  knowledge  and  the 
enefits  of  his  clinical  experience.  With  his 
alleagues,  he  shares  new  information  and 
ancepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa- 
tion program.  Through  medical  conferences, 
films,  exhibits,  pamphlets,  monographs  and 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “A 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 


doc'tor  (dok'ter),  n.  fME.  doctour,  fr. 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 


American  Cancer  Society 


American  Cancer  Society,  Florida  Division,  Inc., 
2909  Bay-to-Bay  Blvd.,  Tampa,  Florida  33609- 


b^CcUda 

^Uedicat  classified 


physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  R.  C. 
Thompson,  Bartow  Memorial  Hospital,  Bartow,  Fla. 


FAMILY  PHYSICIAN  WANTED  to  join  estab- 
lished family  physician  (pediatrics  and  general  medi- 
cine) in  rapidly  growing  residential  area.  A.\GP  mem- 
ber or  eligible  preferred.  Lovely  waterfront  community 
with  excellent  professional  atmosphere.  Will  guarantee 
$20,000  first  year.  Contact:  Fred  0.  Smith,  M.D.,  1015 
Bartelt  Rd.,  Tarpon  Springs,  Fla.  35589. 


GENERAL  PIL^CTITIONER  WANTED:  For 

private  practice,  pleasant  surroundings  in  Jacksonville 
area.  Seventy-five  bed  county  hospital  adjacent  to 
modern  office  building  with  two  colleagues.  Write 
C-842,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


IMMEDIATE  OPENING:  GP  desires  office  asso- 

ciate. Salary  and  percentage  with  minimum  guarantee 
of  $24,000  per  year.  Adequate  office  space  with  two 
excellent  area  hospitals.  Central  Florida  location  mid- 
way between  two  coasts.  Phone  (813)  453-3121  or 
write  C-917,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


FAMILY  PHYSICIAN  WANTED:  GP  or  intern- 

ist wishing  to  practice  in  the  Clearwater-Largo-Indian 
Rocks  areas,  please  write  P.O.  Box  1841,  Clearwater, 
Fla.  33535. 


W.\NTED:  M.D.  to  do  general  practice  in  fast 

growing  community  to  join  corporate  group  with 
profit-sharing  and  pension  trust  fund.  Have  60-bed 
JC.\H  hospital.  Guaranteed  salary  $24,000.  Must 
have  Florida  license.  Contact  John  M.  Canakaris, 
M.D.,  Box  727,  Bunnell,  Florida  32010.  Phone  (904) 
437-3354. 


Specialists 

INTERNIST  W.ANTED:  For  private  practice 
netting  $24,000  yearly.  Pleasant  surroundings  in  Jack- 
sonville area.  Seventy-five  bed  county  hospital  ad- 
jacent to  modern  office  building  with  two  colleagues. 
Write  C-871,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

INTERNIST  W.ANTED:  Will  consider  internist- 
partner,  well-established  practice,  C.  W.  Bush,  M.D., 
F.ACS,  4337  Seagrape  Drive,  Lauderdale-bv-the-Sea, 
Fla.  33308. 

PSYCHLATRIST  W.ANTED-NEEDED:  To  con- 
tinue county  solo  nine-year  practice  terminated  by 
sudden  death.  Office,  furniture,  files,  patients  ready, 
waiting.  Local  hospital  psychiatric  facility  newly  com- 
pleted. Contact  Mrs.  Frederick  L.  Patry,  5912  River- 
view  Blvd.  W.,  Bradenton,  Fla.  33505. 

INTERNIST  W.ANTED:  Subspecialty  desirable 
but  not  essential.  Military  obligation  completed,  Flor- 
ida board,  to  join  two  certified  internists  in  S.  E. 
Florida.  Early  partnership.  Write  C-935,  P.  0.  Box 
2411,  Jacksonv'ille,  Fla.  32203. 

W.ANTED:  Psychiatrist  for  private  practice  in 
excellent  family  town.  Two  major  uni%-ersities,  junior 
college,  state  capital,  trade  area  of  350,000.  Modern 
400-bed  hospital  five  minutes  from  residential  area. 
Contact  Royce  V.  Jackson,  M.D.,  1328  N.  Magnolia 
.Ave.,  Tallahassee.  Fla.  32303.  Phone  (904)877-5183. 

INTERNIST  W.ANTED:  Board  eligible  or  cer- 

tified, married,  military  ser\-ice  completed  to  form  the 
third  man  of  a busy,  growing  internal  medical  practice. 
Cardiology  subspecialty  preferred.  Suburban  Miami 
area.  Write  C-938,  P.O.  Box  2411,  Jacksonville,  Fla. 
32203. 


Miscellaneous 


W.ANTED;  Pediatrician,  internist,  anesthesiologist, 
general  practitioner  in  27-man  multispecialty  group 
located  Florida  Gulf  coast.  Progressive,  rapidly  grow- 
ing community  with  abundance  of  recreational  and 
cultural  opportunities.  Clinic  affiliated  with  200-bed 
accredited  hospital  with  immediate  and  long  range  ex- 
pansion plans.  No  investment  required.  Contact  D.  M. 
Schroder,  .Adm.,  Mease  Hospital  and  Clinic,  Dunedin, 
Fla.  33528. 
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WANTED;  General  practitioner  and  internists 
needed.  Excellent  opportunities,  Florida  west  coast. 
If  interested  call  collect  (813)  Neptune  9-2191,  Arnold 
B.  Simon,  M.D.,  President  or  Roscoe  Maxwell,  M.D., 
Secretary,  medical  staff.  Medical  Center,  809  E.  Marion 
Ave.,  Punta  Gorda,  Fla.  339S0. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  internist,  ENT,  and 

dermatologist.  Write  C-901,  P.O.  Box  2411,  Jackson- 
ville, Fla.  32203. 


EMERGENCY!  Naples,  a beautiful  town  on 
Florida’s  southwest  coast,  has  opportunities  for  full 
or  part  time  emergency  room  physicians.  Openings  in 
January  and  June.  Contact  John  S.  Stewart,  M.D., 
% Naples  Community  Hospital,  Naples,  Fla.  33940. 


situations  wanted 


R.A.DIOLOGIST:  Experienced  in  therapy,  nuclear 

medicine  and  diagnostic  radiology  desires  to  locate  in 
Florida.  Have  Florida  license.  Write  C-939,  P.O.  Box 
2411,  Jacksonville,  Fla.  32203. 


GENERAL  SURGEON:  Board  certified,  licensed 
in  Florida  1968.  Desires  association  with  another 
surgeon  or  group  in  a coastal  city  of  central  or 
southern  Florida.  Write  C-8S5,  P.O  Box  2411,  Jack- 
sonville, Fla.  32203. 


LOCUM  TENENS:  Take  a week  or  so  vacation 
and  I will  cover  for  you.  Internal  medicine  or  gen- 
eral practice;  no  surgery  or  obstetrics.  Have  Florida 
license.  Write  C-928,  P.  0.  Box  2411,  Jacksonville, 
Fla.  32203. 


SEEKING  .ASSOCI.\TION : Orthopedic  surgical 

resident  finishes  December  1970.  Prefers  2-4  men 
group.  University  trained,  married,  age  33.  Write 
C-936,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


POSITION  WANTED:  Vascular  surgeon,  board 

certified,  desires  association  or  group  practice.  Licensed 
in  Florida,  military  obligations  completed.  Write 
C-929,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


OTOL.ARYNGOLOGIST:  Completing  residency 

October  1970  desires  information  on  community  open- 
ings or  ENT  association.  Write  George  L.  KuIImann, 
M.D.,  3909-3 rd  St.,  N.W.,  Rochester,  Minn.  55901. 
Phone  (507)289-5567. 


practices  available 

PR.ACTICE  FOR  S.ALE:  Internal  medicine;  will 

introduce.  Florida  license  required.  Write  P.O.  Box 
4481,  Miami  Beach,  Fla.  33141. 

OB-GYN  PRACTICE  FOR  SALE:  Change  con- 

sidered for  personal  reasons.  Well  established  practice 
available  including  new  office  and  equipment  if  desired. 
Ideal  situation  on  Florida  East  coast.  Write  C-937, 
P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

FOR  S.^LE:  Well  established  internal  medicine 

practice  and  office  building  in  excellent  location  in 
North  Miami.  Facilities  adequate  for  one  or  more 
physicians.  Write  11015  N.E.  8th  Ct.,  Miami,  Fla. 
33161. 


real  estate 

IN  SEBRING:  .Acreage,  lake  frontage,  ranches, 
homes,  business  opportunities  and  groves.  Contact 
Grayce  McCoy,  Realtor,  4 Circle,  Sebring,  Fla.  33870 
or  phone  EV  5-7740. 

FOR  S.ALE:  South  central  Florida.  575  acres 
beautiful  ranch  all  under  fence.  Creeks,  wells  and  two 
homes — one  for  manager  and  one  for  owner,  plus 
300  head  brood  cows  and  11  registered  bulls.  Priced 
at  $350,000  with  terms.  Tad  Realty,  Box  174,  .Arcadia, 
Fla.  33821. 


OFFICE  SPACE  available  near  Orlando,  Fla. 
Professional  Center  consisting  of  two  general  prac- 
titioners, two  dentists,  pharmacy,  and  medical 
laboratory.  Centrally  located  in  a rapidly  expanding 
population  center.  Rotating  call  available.  Contact 
Mrs.  Veitch,  office  of  Stuart  P.  Culpepper,  M.D., 
South  Seminole  Professional  Center,  Inc.,  Highway 
436  & Robin  Rd.,  Altamonte  Springs,  Fla.  32701. 
Phone  (305)  838-3497. 

OFFICE  SPACE  .AVAILABLE:  In  Clearwater, 
Florida,  May  1,  1970.  800  and  1,500  sq.  ft.  New 
building  in  established  and  rapidly  expanding  area. 
Call  or  write  Waydon,  Inc.,  1409  Wilson  Rd.,  Clear- 
water, Fla.  33515.  Phone  (813)  442-6550. 

EXCELLENT  OFFICE  SPACE  .AVAILABLE;  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


Classified  advertising  rates  are  $5.00  per  inser- 
tion for  ads  of  25  words  or  less.  .Add  20f  for  each 
additional  word. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  O.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 
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Highland  Hospital 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  (1):  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


Henry  J.  Babers  Jr.,  M.D.,  Gainesville,  President 

James  T.  Cook,  M.D.,  Marianna,  President-Elect 

Russell  B.  Carson,  M.D.,  Fort  Lauderdale,  Vice  President 

Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 

Eranklin  J.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 

Floyd  K.  Hurt,  M.D.,  Jacksonville,  Secretary-Treasurer 

Jack  Q.  Cleveland,  M.D.,  Coral  Gables,  Immediate  Past  President 

W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


James  W.  Walker,  M.D.,  Jacksonville,  Allied  Professions  and  Vocations 
John  J.  Cheleden,  M.D.,  Daytona  Beach,  Judicial 

Joseph  C.  VonThron,  M.D.,  Cocoa  Beach,  Legislation  and  Public  Agencies 

Jack  A.  MaCris,  M.D.,  St.  Petersburg,  Medical  Economics 

Irving  E.  Hall  Jr.,  M.D.,  Bradenton,  Medical  Services 

Richard  C.  Dever,  M.D.,  Miami,  Scientific  Activities 

William  C.  Thomas  Sr.,  M.D.,  Gainesville,  Special  Activities 

Joseph  G.  Matthews,  M.D.,  Orlando,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  6-10,  1970,  Hollywood 
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Because  any  ■ H 

urologic  infection  A| 

can  be  serious,  H HI  H^  H H ^^H 

■BREON  introduces  H H HH  HbH 
potent  therapy  H H H9H  H 

strong  start 

and  a 

fast  finish... 

“...a  significant  gap  appears 
to  have  been  closed  in  the 
armory  of  drugs  available  to 
the  urologist!” 

Bacteriuria  and  symptoms 
can  he  eliminated  uithin 
48  to  72  hours;  susceptible 
infection  often  in  10  to  14  days. 


before  your 
‘minor ’becomes 
a major  problem 

choice  initial  treatment  for 
urinary  infections 

Cybis®  (nalidixic  acid)  provides  prompt 
broad  gram-negative  bactericidal 
activity  at  normal  urinary  pH  range  that 
can  eradicate  troublesome  E.  coli, 
Aerobacter  and  Proteus.  A good 
starting  drug,  it  can  effectively 
accelerate  management  of  infection 
due  to  sensitive  organisms. 


essential  control  within  the  primary 
72-hour  cycle 

In  cases  of  acute  infection  due  to 
susceptible  organisms,  Cybis  works 
well  toward  the  rapid  clearing  of 
disease  when  obstruction  is  absent  or 
can  be  relieved.  Within  48  to  72  hours, 
symptoms  are  frequently  eased  and 
bacteriuria  eliminated.  Susceptible 
infection  is  often  eradicated  in  1 0 to 
14  days. 

blocks  the  young  female  progression 
of  infection 

Cybis  can  be  useful  in  naturally 
susceptible  young  female  patients  with 
new  or  well-established  urinary 
disturbances.  Combining  rapid 
potency  with  relative  freedom  of 
serious  side  reactions  and  toxicity, 
the  drug  can  be  of  particular  value  in 
preventing  higher  tract  involvement  or 
blocking  the  possible  continuum  of 
disease.  (See  Chart ) 


luetic  Relationship  of  Acute  and 
Chronic  Bacterial  Pyelonephritis 
to  Chronic  Renal  Disease^ 


R2 


consistent  activity 
against  706 
gram-negative  strains 

In  vitro  testing  of  E.  coli,  Aerobacter 
and  Proteus  species  showed  better 
than  90%  sensitivity  to  nalidixic  acid? 

(See  Table) 


Better  Than  Sensitivity  Among  3 Common  Urinary  Invaders 


bpUie  strong  start  and  a bst  finish...  in  cystitis,  loeionephritis,  prostatitis,  urethritis 


R3 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows  on  the  next  page,  including  indications, 
warning,  precautions,  adverse  reactions  and  dosage. 


Summary  of  prescribing  information 

indications:  Urinary  tract  infections  in  which  species 
of  sensitive  gram-negative  bacteria  are  predominant, 
particularly  Proteus,  Escherichia  coli,  Aerobacter, 
Klebsiella,  and  certain  strains  of  Pseudomonas. 
Gram-positive  bacteria  are  less  sensitive  to  Cybis  but 
favorable  clinical  results  have  been  observed. 

Warning:  Use  in  Pregnancy.  This  drug  is  not 
recommended  in  the  first  trimester  of  pregnancy. 
However,  it  has  been  used  in  several  patients  during 
the  last  two  trimesters  without  producing  apparent 
ill  effects  in  either  mother  or  fetus. 

Precautions:  Although  prolonged  treatment  with 
Cybis  has  been  generally  well  tolerated,  as  with  all  new 
drugs  it  is  advisable  to  carry  out  blood,  renal,  and  liver 
function  tests  periodically  if  treatment  is  continued  for 
more  than  one  or  two  weeks.  The  dosage  recommended 
for  adults  and  children  should  not  be  arbitrarily  doubled 
unless  under  the  careful  supervision  of  a physician. 

It  should  be  used  with  caution  in  patients  with  liver 
disease,  epilepsy,  or  severe  cerebral  arteriosclerosis, 
and  in  patients  in  whom  kidney  function  is  severely 
impaired.  Patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving 
Cybis  and,  if  a photosensitivity  reaction  occurs,  therapy 
should  be  discontinued. 

During  treatment  microorganisms  may  develop 
resistance  to  this  drug.  Resistant  bacteria,  not 
previously  present  or  identified,  may  emerge.  Cultures 
should  be  taken  and  bacterial  sensitivity  tests  made 
periodically,  particularly  if  the  clinical  response  is 
unsatisfactory  or  if  a relapse  occurs.  Should  resistance 
develop,  other  specific  chemotherapy  should  be 
instituted;  no  cross  resistance  has  been  observed. 

If  new  strains  of  bacteria  that  are  not  sensitive  emerge, 
other  effective  antibacterial  agents  may  be  added. 

When  Benedict’s  or  Fehling’s  solutions  or  Clinitest® 
Reagent  Tablets  are  used  to  test  the  urine  of  patients 
taking  Cybis,  a false-positive  reaction  for  glucose  may 
be  obtained  due  to  the  liberation  of  glucuronic  acid 
from  the  metabolites  excreted.  However,  a colorimetric 
test  for  glucose  based  on  an  enzyme  reaction  (using, 
for  example,  Clinistix®  Reagent  Strips  orTes-Tape®)  does 
not  give  a false-positive  reaction  to  Cybis  glucuronide. 

Adverse  reactions:  Mainly  mild  nausea,  vomiting, 
and  other  gastrointestinal  disturbances:  less  frequently, 
sleepiness,  drowsiness,  weakness,  headache,  dizziness 
and  vertigo,  and  rarely  cholestasis,  paresthesia, 
thrombocytopenia,  leukopenia,  or  hemolytic  anemia 
which  in  some  patients  may  have  been  associated  with 
deficiency  in  activity  of  glucose-6-phosphate 
dehydrogenase.  Itching,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  photosensitivity  reactions 
primarily  involving  exposed  surfaces,  and  reversible 
subjective  visual  disturbances  (overbrightness  of  lights, 
change  in  visual  color  perception,  difficulty  in  focusing, 
decrease  in  visual  acuity  and  double  vision),  occurred 
occasionally.  Reversible  increased  intracranial  pressure 
with  bulging  anterior  fontanel,  papilledema,  and 
headache  have  been  observed  occasionally  in  infants 
and  children.  Toxic  psychosis  and  brief  convulsions  (the 


latter  generally  in  patients  with  possible  predisposing 
factors,  and  both  usually  associated  with  excessive 
dosage)  have  been  recorded  in  rare  instances. 

Dosage  and  administration:  Adults — Four  Gm.  dail 
by  mouth  (2  tablets  of  500  mg.  four  times  daily)  for  on< 
to  two  weeks.  Thereafter,  if  prolonged  treatment  is 
indicated,  the  dosage  may  be  reduced  to  two  Gm.  daii{ 
(1  tablet  of  500  mg.  four  times  daily).  Children — 
According  to  age  and  weight:  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in 
divided  doses. 

Note:  The  dosage  recommended  above  for  adults  anc 
children  should  not  arbitrarily  be  doubled  unless  und 
the  careful  supervision  of  a physician.  Until  further 
experience  is  gained,  infants  under  1 month  should  n( 
be  treated  with  the  drug. 

How  supplied:  Tablets  of  500  mg.,  bottles  of  50. 

Before  prescribing,  please  refer  to  complete 
prescribing  information. 
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(oaiiicacil) 

Ibp  the  Strong  Start 
and  a fhst  finish... 

in  cystitis 
pyeionephritis 
prostatitis 
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BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York.  N.  Y.  10016 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUlTl*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  aimety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psj'choneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
haUucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hyj>ersensitivit>'  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow'  angle 
glaucoma. 

Warnings:  Not  of  value  in  ps>’chotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibilitx'  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvailsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/  or  severity  of 
seizures,  .\dvise  against  simultaneous  ingestion  of 
alcohol  and  other  C\S  depressants.  Withdraw'al 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  sur\  eillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticon\-ulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observ'e  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  hbido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  sldn  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  sahvation,  slurred 
sp>eech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  aiLxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaimdice;  peri- 
oic  blood  counts  and  hver  function  tests  advisable 
during  long-term  therapy. 


Roche 
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Division  of  Hoffmann-La  Roche  Inc. 
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tepanir  Ten -tab 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors.  In  patients  hypersensitive  to 
this  drug;  in  emotionoHy  unstoble  potienis  susceptible  to  drug  obuse. 

Warning;  Although  generally  safer  then  the  omphetemines.  use  with  greet  coutlon  in 
patients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potentlol  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  incidence.  As  is  choroderistic  of  sympothomimetic  agents,  it  may 
occosionolly  cause  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  onxiety. 


and  jitleriness.  In  contrast.  CNS  depression  hos  been  reported.  Jn  c few  epileptf:.  : 
cn  increase  in  convulsive  episodes  has  been  reported.  Sympa:homimetic  ccrdio-il 
voscu/cr  effects  reported  include  ones  such  os  tochyccrdic,  precordiol  pol'*. 
orrhythmio.  polpitation,  ond  increosed  blood  pressure.  One  published  report] 
described  T-wove  changes  in  the  ECG  of  o healthy  young  mole  offer  Incestlofl  c:  | 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  hos  not  oeen  • 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  os  resh 
urticorio.  ecchymosis.  end  erythemo.  Gcsfrorn/esfino/  effects  such  cs  diorrhec. 
consfipotion,  nauseo,  vomiting,  end  abdominal  discomfort  hove  been  reportec 
Specific  reports  on  the  hematopoietic  system  include  two  eoch  of  bone  mc'row  | 
depression,  cgranulocytosis,  ond  leukopenia.  A variety  of  miscelloneous  adverse  ' 
reactions  hove  been  reported  by  physicians.  These  include  compfoints  such  os  d''. 
mouth,  headoche.  dyspneo.  menstrua!  upset,  hair  loss,  muscle  poin.  decreased 
libido,  dysurio,  and  polyurio.  ' 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-iob  toblets-  One  75  mg  toble*  V 
doily,  swollowed  whole,  in  midmoming  (10  o m.);  TEPANIL:  One  25  mg.  tablet  three  '* 
times  doily,  one  hour  before  meols.  If  desired,  cn  oddltionol  tablet  moy  be  given  In  t 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 

T-OOi4  t.ro  / V.S  PATENT  SO  3.C0I.9IC 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


recommended. 


Lactinex 

TABLETS  A GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  hulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^-^-s.^.s.e.T.s 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore,  Maryland  21201 

(LX-05> 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN300 

Demrlhylrhlorlelracyrline  HCI 300  mg  1 • f 

and  !Nyslatin  500.000  unib 

CAPSi  LE-SHAPEU  TABLETS  Icderle  JLf  • Jt*  UL  • 
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To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
o\*^rgroyvth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines sho^d  be  carefully  observed. 


Precautions:  Overgrow'th  of  nonsusceptible  organisms  may  occur.  Coi 
stant  observ'ation  is  essential.  If  new  infections  appear,  approprial 
measures  should  be  taken.  In  infants,  increased  intracranial  pressui 
with  bulging  fontanels  has  been  observed.  .All  signs  and  symptoms  ha» 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  dia 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopai 
ular  and  erythematous  rashes:  a rare  case  of  exfoliative  dermatitis  ha 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  th 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transien 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare 
H>'persensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxi-  i 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  thi  | 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  dru; 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo  I 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyu 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapj  ’ 
Demethylcldortetracycline  may  form  a stable  calcium  complex  in  aiU 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  fa 
in  humans.  | 

.Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  bt 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaiud 
by  the  concomitant  administration  of  high  calcium  content  drugs,  fooil 
and  some  dair\-  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES  | .. 

A Division  ofiAmerican  Cyanamid  Company,  Pearl  River,  New' York 
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for  nutritional 
support  in 
G.l.disorders 


BercMHsar 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 

contains  water-soluble  vitamins  only 

b.i.d.  dosage  provides  full 
therapeutic  amounts 

good  patient  acceptance 

no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 

Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Bi2- 
Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 
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Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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WAS  A MILITARY  OFFENSE! 

OVERWEIGHT  ROMAN  HORSEMEN  WERE  MADE  TO 
FORFEIT  THEIR  MOUNTS  AND  BECOME  FOOT  SOLDIERS! 


THE 

COST  OF 

AM  BAR  ^ " 

EXTENTABS 

JS  APPROXIMATELY  ONE 
HALF  THATOFOTHER  LEW>- 
ING  APPETITE  SUPPRESSANTS 

AN  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


:ONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 

AMBAR^Z 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (I  gr.) 
(Warning:  may  be  habit  forming). 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up  I ’A  T)  CJ' 

to  12  hours.  Methamphetamine,  the  appe-  J-^yV  X LZ/iN  X/\J3w3 
tite  suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital, the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


BRIEF  SUMMARY/Indications;  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica* 
tions:  Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  H.  robins  company, 

RICHMOND.  VA.  23220  •* 
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iMea^iiMn  -pharmaceuticals  created  for  your  specialized  clinical  needs 


\\iien  your  patients 
need  continuous 


potassiurn 


they  need  the  proved 
eflFeetiveness  and  safety  of 


Each  effervescent  tablet  supplies:  2.5  Gm.  potassium  bicarbonate 
(25  mEq.  elemental  potassium),  2.1  Gm.  citric  acid,  cyclamic  acid 


Three  clinical  studies*  confirm  the  effectiveness 
of  good  tasting  K-Lyte  as  a source  of  supple- 
mental potassium  to  increase  low  levels  of 
serum  potassium  and  to  maintain  normal 
levels.  Patients  were  on  continuous  diuretic 
therapy  and  salt-restricted  diets.  K-Lyte  dosage 
was  one  tablet  b.i.d. 


Serum  Potassium  Levels  (in  mEq./L) 


Number  of 
patients 

Mean  initial 
value 

Mean  final 
value 

14 

3.23 

4.83 

16 

3.50 

4.40 

25 

4.52 

4.47 

K-Lyte  can  offer  effective  potassium  supple- 
mentation without  the  gastrointestinal  com- 
plications sometimes  associated  with  potassium 
chloride  tablets  and  thiazide-potassium  chloride 
combination  therapy.  Effervescent  K-Lyte  is 
taken  in  solution,  speeding  up  absorption  to 
avoid  these  hazards. 


Composition:  Each  tablet  contains  potassium  bicarbon- 
ate (2.5  Gm.),  citric  acid  (2.1  Gm.),  cyclamic  acid,  arti- 
ficial flavor  and  color. 

Contraindications:  When  renal  function  is  impaired,  or 
if  the  patient  has  Addison’s  disease,  potassium  supple- 
mentation should  not  ordinarily  be  instituted. 
Precautions:  Should  not  be  used  in  patients  with  low 
urinary  output  unless  under  the  supervision  of  a physi- 
cian. In  established  hypokalemia,  attention  should  be 
directed  toward  correction  of  frequently  associated  hypo- 
chloremic alkalosis  and  other  potential  electrolyte 
disturbances.  Patients  should  be  directed  to  dissolve 
tablet  in  stated  amount  of  water  to  assure  against  gastro- 
intestinal injury  associated  with  the  oral  ingestion  of 
concentrated  potassium  salt  preparations. 

Side  Effects:  While  nausea  has  been  reported  in  an  occa- 
sional patient,  K-Lyte  produces  no  serious  side  effects 
when  given  in  recommended  doses  to  patients  with 
normal  renal  function  and  urinary  output.  Potassium 
intoxication  causes  listlessness,  mental  confusion,  tingling 
of  the  extremities  and  other  symptoms  associated  with 
a high  concentration  of  potassium  in  the  serum. 
Administration  and  Dosage:  K-Lyte  effervescent  tablets 
must  be  dissolved  in  3 to  4 ounces  of  water  before  taking. 
Adults:  1 tablet  2 to  4 times  daily,  depending  on  the  re- 
quirements of  the  patient.  Two  tablets  (50  mEq.  of 
elemental  potassium)  supply  the  approximate  normal 
adult  daily  requirement. 

How  Supplied:  Effervescent  tablets— boxes  of  30  and  250 
(orange  or  lime). 

♦Reports  on  file:  Medical  Research  Department, 

Mead  Johnson  Laboratories,  Evansville,  Indiana  47721 
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See  unspoiled  Africa  NOW. 

Two  fun-filled  weeks  in  colorful 
and  exciting 


plus  $30  tax  and  service 


For  more  information; 
j (call  or  write)  J j 

Dade  County  Medical  Association 
2 S.  E.  13th  St.,  Miami  33131 
Phone;  379-3173 


EXCLUSIVE  FEATURES: 


• Direct  flights  via  chartered  707  jet. 


• Deluxe  hotels. 


• Complete  American  breakfasts. 


• Dinners  at  a selection  of 
the  finest  restaurants. 


• 70  pound  baggage 
allowance. 

• Five  hosts  always 
available  to  assist  you. 

• Optional  sightseeing 
tours  each  day. 

• Time  to  Shop  . . . 
Sightsee  . . . Relax. 

• NEVER  ANY 
REGIMENTATION 
...  DO  AS  YOU 
PLEASE. 
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Manuscripts  submitted  for  publication  in  the  Journal 
of  the  Florida  Medical  Association  should  be  double  or 
triple  spaced  on  white  bond,  including  title  page,  illustra- 
tion legends,  tables  and  table  headings,  footnotes  and 
references.  Only  original  papers  not  previously  published 
are  considered  for  publication.  Manuscripts  submitted  for 
publication  are  subject  to  review  and  approval  by  the 
Journal  Publications  Committee.  All  manuscript  pages 
should  be  numbered  consecutively.  Within  the  manuscript, 
numbers  one  to  ten  should  be  spelled  out  except  when 
used  for  units  of  measurement;  for  numbers  above  ten, 
arabic  numerals  should  be  used.  Borland’s  Medical  Dic- 
tionary and  Webster’s  International  Dictionary  may  be 
used  as  standard  references.  Scientific  (generic)  names  for 
drugs  should  be  used  when  possible.  Copyright  or  trade 
names  should  be  capitalized  when  used.  Submit  original 
manuscript  and  two  copies.  Copying  by  electrostatic  dry 
process  (not  wet  process)  is  preferred  to  tissue  copies. 
Retain  one  additional  copy  in  your  office  for  proofreading. 
All  material  is  submitted  with  the  understanding  it  is 
subject  to  editing. 

Titles  should  be  short,  specific  and  clear.  Omit  phrases 
such  as  “The  Use  of,”  or  “Observations  on.”  If  paper 
was  presented  at  a meeting,  indicate  name  of  organization, 
city,  month,  day  and  year. 

Photographs  should  be  submitted  as  5x7  glossy  prints, 
untrimmed  and  unmounted;  number  each  photograph 
lightly  on  the  back  with  pencil  and  indicate  top. 

Line  art  such  as  charts,  graphs  and  medical  illustra- 
tions should  be  submitted  as  india  ink  drawings  on  white 
gloss  paper;  remember  to  make  details  large  enough  to 
allow  for  photographic  reduction. 

It  is  a policy  of  the  Journal  that  authors  pay  for  any 
cuts  used  to  illustrate  their  papers. 

References  should  conform  to  the  style  of  the  Index 
Medicus:  name  of  author,  title  of  article,  name  of  pub- 
lication with  volume,  page  numbers,  month  and  year. 
Example:  McCollough,  N.  C.:  Emergency  Room  Treat- 
ment of  Venomous  Snakebite,  J.  Florida  M.  A.  55:317- 
318  (April)  1968.  References  should  be  typewritten,  dou- 
ble or  tliple  spaced,  beginning  on  a new  sheet  of  paper 
entitled  “References.”  Number  references  in  the  text  in 
order  of  citation  and  prepare  bibliography  in  the  same 
order.  Use  superscript  arabic  numerals  to  cite  references. 
Authors  are  responsible  for  the  accuracy  of  bibliographies. 
The  Journal  Publications  Committee  reserves  the  right 
to  pass  upon  the  publication  of  any  bibliography.  Un- 
usually lengthy  bibliographies  may  be  referred  to  at  the 
end  of  the  text  with  the  statement  “References  are  avail- 
able from  the  author  upon  request.” 
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Classified  advertising  rates  are  $5.00  per  insertion  for 
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Deadline  for  all  material  is  the  first  of  the  month 
preceding  month  of  publication.  Acceptance  of  advertising 
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The  lowest  priced  tetracycline— nystatin  combination  available— 


HOSPITAL 

Formerly  Hill  Crest  Sanitarium} 


7000  5TH  AVENUE  SOUTH 
Box  2896,  Woodlawn  Station 
Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered 
independent  hospital  for 
intensive  treatment  of 
nervous  disorders . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous or  mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  43 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  A.  Becton,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTORS: 

James  K.  Ward,  M.D.,  F.A.P.A. 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRI- 
VATE  PSYCHIATRIC  HOSPITALS  . . . 
ALABAMA  HOSPITAL  ASSOCIATION  . . . 
BIRMINGHAM  REGIONAL  HOSPITAL 
COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals. 


BIRMINGHAM,  ALABAMA 
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before  and  after  surgery 


Beroccsa 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Bij. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  ol  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
Richmond.  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


jAMiis  Asa  Shield.  M.D.  Weir  M.  Tucker,  M.D. 

George  S.  Fultz,  Jr.,  M.D.  Edward  W.  Gamble,  III,  M.D. 

Catherine  T.  Ray,  M.D.  Gerald  W.  Atkinson,  M.D. 


Highland  Hospital 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  tliat  the  thera- 
peutic needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  0/  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  die  Asheville  School  System. 

Complete  modern  .“facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  (1):  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 
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Each  fluidounce  contains:  80  mg.  Benadryl  ® ( diphenhydramine  _ 
hydrochloride),  Parke-Davis;  12  grains  ammonium  chloride;  5 grain^  ^ 
sodium  citrate;  2 grains  chloroform;  l!  10  grain  menthol;  and  5%  alcoh^ 
An  antitussive  and  expectorant  for  control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN  EXPECTORANT  is  the  leading  cough  prepa- 
ration of  its  kind.  BENYLIN  EXPECTORANT  tends  to  inhibit  cough  refle,it 
...soothes  irritated  throat  membranes.  And  its  not-too-swe^,  pleS^ant 
raspberry  flavor  makes  BENYLIN  expectorant  easy  to  take. 
PRECAUTIONS;  Persons  who  have  become  drowsy  on  this  or  other 
antihistamine-containing  drugs,  or  whose  tolerance  is  not  known, 
should  not  drive  vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  preparation.  Hypnotics,  sedatives,  or  tran- 
quilizers if  used  with  BENYLIN  EXPECTORANT  should  be  prescribed 
with  caution  because  of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be  considered  when  pre- 
scribing BENYLIN  EXPECTORANT. 

ADVERSE  REACTIONS:  Side  reactions  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness,  dizziness,  dryness 
of  the  mouth,  nausea,  nervousness,  palpitation,  and  blurring  of 
vision  have  been  reported.  Allergic  reactions  may  occur. 

PACKAGING:  Bottles  of  4 oz.,  16  oz.,  and  1 gal. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


nning 

relief  for 
ir-raising  ^ 
cough 


enyliii 

EXPECTORANT 


PARKE-DAVIS 


506S9 


hitKidin)  hibadul 

His  heart  telLs  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 

Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


xiety  is  expected  in  the  cardiovascular  patient, 
ittle  may  even  be  desirable. 

t when  anxiety  is  exaggerated  . . . when  it 
erferes  with  sleep  . . . when  it  aggravates 
'diovascular  symptoms,  your  help  may 
needed. 

turally,  you’ll  want  to  reassure  the  patient. 

;d  perhaps  prescribe  Equanil  (meprobamate) 
adjunctive  therapy.  It  helps  relieve  anxiety 
d tension  specifically,  yet  gently. 

most  15  years’  use  has  shown  that  Equanil 
usually  well  tolerated  as  well  as  effective, 
te  effects  are  generally  limited  to  transient 
Dwsiness;  serious,  therapy-interrupting 
le  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  ’ 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanir 

(meprobamate) 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
iveight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine.  300  mg.;  sodium  acid  phosphate.  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS 


COMP. 'V  NY,  INC.,  RICHMOND,  VIRGINIA  23217 
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County  Presidents  and  Secretaries  Conference:  Areas  of  Interest 

On  January  31st  and  February  first,  two  major  conferences  of  interest  to  each  of  you  were  held. 
These  were  our  twelfth  Annual  Conference  for  County  Medical  Society  Presidents  and  Secretaries  and 
our  Legislative  Seminar. 

In  the  reports  to  your  officers  a number  of  matters  were  explained  which  should  help  everyone 
in  our  association  understand  better  the  problems  we  face.  Many  of  the  subjects  discussed  may  be 
controversial  and  the  more  you  know  about  them  the  better  prepared  you  will  be  for  discussions  at 
our  annual  meeting  in  May  1970  (May  6-10  at  the  Diplomat  Hotel,  Hollywood).  Our  speakers 
were  well  prepared  and  did  not  waste  anyone’s  time.  I would  like  to  mention  specifically  a few  areas 
of  intense  interest: 

1.  Hospital  staff  privileges. — Our  FMA  relationship  with  the  hospitals  in  Florida  was  discussed 
briefly  by  Dr.  Vernon  Astler,  who  is  chairman  of  our  Committee  on  Hospitals  and  Extended  Care  Fa- 
cilities. There  is  every  reason  why  we  should  develop  means  of  conversing  with  the  Florida  Hospital 
Association  and  exchanging  views.  This  is  in  the  process  of  developing  and  we  are  all  pleased  with 
the  possibilities.  Dr.  Astler  emphasized  the  great  importance  and  necessity  of  up-to-date  hospital  by- 
laws. Our  hospital  staff  privileges  and  our  working  arrangements  with  hospitals  are  most  important. 

2.  Our  legislative  program  is  beginning  to  take  excellent  shape.  Dr.  Sanford  Mullen  and  his 
blue-ribbon  Committee  on  State  Legislation  gave  reports  in  depth  which  I hope  your  leadership  will 
report  to  you.  We  all  recognize  that  our  legislative  effectiveness  lies  in  each  one  of  us,  the  “grass 
roots,”  and  depends  on  thorough  knowledge  of  each  of  us  about  our  efforts.  I think  you  will  be 
pleased  with  our  improved  organization  but  somewhat  dismayed  at  the  problems  which  face  us. 

3.  We  heard  other  authoritative  reports  which  surely  emphasize  that  we  must  be  prepared  to 
work  with  national,  state,  and  local  groups — governmental,  allied  professional,  voluntary,  industrial, 
et  cetera — whether  we  like  it  or  not.  We  might  prefer  to  be  let  alone  but  this  is  an  impossible  state 
of  mind.  We  must  be  prepared  to  deal  intelligently  and  in  an  organized  fashion  with  many,  many 
groups  working  on  health  matters.  For  example,  we  heard  a report  from  James  A.  Bax,  Ph.D.,  secre- 
tary of  the  Department  of  Health  and  Rehabilitative  Services  of  the  State  of  Florida.  He  has  24,000 
employees  in  his  department.  Dr.  Ernest  B.  Howard,  executive  vice  president  of  the  AMA,  discussed 
various  problems  on  the  national  level  which  cannot  be  overlooked,  and  Dr.  Granville  Larimore  gave 
a report  on  the  Florida  Regional  Medical  Program  which  is  a federal-state  program. 

4.  Our  failure  to  obtain  satisfactory  responses  to  our  long-standing  petition  on  the  Workmen’s 
Compensation  fee  schedule  was  discussed  by  Dr.  Joseph  G.  Matthews,  chairman  of  the  Council  on 
Specialty  Medicine,  who  represents  us  well.  We  will  not  let  this  drop  or  go  by  default.  We  are  all 
resentful  of  this  kind  of  treatment. 

5.  A detailed  explanation  of  our  professional  liability  insurance  program  was  given  by  Mr.  Ley- 
ton  Hunter.  The  cost  of  this  insurance  is  getting  almost  prohibitive  and  you  should  know  the  serious 
reasons  for  this.  This  problem  is  one  of  the  key  items  in  our  legislative  program  and  you  will  hear 
more  about  this. 

6.  The  announcement  was  made  that  our  AMA  delegation  will  nominate  Dr.  Jere  W.  .Annis 
of  Lakeland  for  the  presidency  of  the  AMA.  This  has  the  enthusiastic  support  of  your  Board  of 
Governors.  We  feel  that  Dr.  Annis  has  an  excellent  chance  for  election  and  that  aggressive  support 
from  each  of  us  in  FMA  will  help.  Dr.  Francis  T.  Holland,  chairman  of  our  AM.*\  delegation,  will 
serve  as  campaign  chairman  and  will  keep  you  informed. 
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announcing: 

An  old  drug 
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f just  discovered, 

3utisol  Sodium"  might  well  be 
he  exciting  new 
'tranquilizer”of  1970 


■\n  antianxiety  agent  which  combines  all  4 
if  these  advantages: 

. It  is  highly  predictable:  minor  dosage 
djustments  are  usually  all  that's  needed  to 
'reduce  the  desired  degree  of  relaxation. 
yVith  3 dosage  forms  and  4 strengths 
o make  adjustments  easy.) 

h Its  action  is  prompt,  smooth,  relatively  non- 
umulative:  Butisol  Sodium  begins  to 
vork  within  30  minutes. ..  yet,  because  of 
s intermediate  rate  of  metabolism,  there  is 
lenerally  neither  a "roller-coaster"  nor  a 
^hangover"  effect. 

|i.  It  is  remarkably  well  tolerated. 

• It  saves  your  patients  money:  costs  only 
ibout  half  as  much  as  they  would  pay  for 
ommonly  used  sedative  tranquilizers.* 

Juite  a "breakthrough." 

xcept,  of  course,  that  Butisol  Sodium  is 
!0  years  old.  But  isn't  that  an  advantage  in 
Iself?  With  Butisol  Sodium  you  face  no 
liurprises:  its  clinical  capabilities  are  thoroughly 
:iistablished...its  side  effects  completely  known. 


No  wonder  thousands  of  doctors  turn  to  the 
relaxing  sedative  effect  of  Butisol  Sodium  on 
so  many  occasions:  to  help  the  usually 
well-adjusted  patient  cope  with  temporary 
stress. . . or  to  relieve  anxiety  associated  with 
hypertension,  coronary  disorders,  premen- 
strual tension,  surgical  procedures,  functional 
Gl  disorders,  and  the  strains  of  aging. 

And— in  any  year— that's  a pretty  good  record. 

‘Based  on  surveys  of  overage  doily  prescription  costs. 

Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression. 
Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  "hangover"  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dasage:  For  daytime  sedation,  15  mg.  to 
30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 
Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg., 

100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
Buticaps‘  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


Buliisol 

SODIUM  BUTABARBITAL) 


SODIUM” 


the  Rx  that  saysRelax” 


j McNeil  Laboratories,  Inc. 
Fort  Washington,  Pa.  19034 
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Thepain 
of  arthritis 


relieved  with 

MEASURIN  q.  8h.  dosage 


Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue.  New  York.  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  USTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Every  pharmacist 

j Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  5/:m— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  react/oni— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— bvXgmg  fontanels  in  young 
infants.  Tpcr/:— yellow-brown  staining; 
enamel  hypoplasia,  anemia,  throm- 

bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/ver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromyciifV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


484-9 


A once-popular  treatment  for  back  pains 
was  to  hove  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  reli 
by  holding  a hot  roasted  onion  to  the  e< 


A realistic 
approach 

to  pain 
relief 


Tmpirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 

keeps  the  promise 
of  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  ore  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
^ T\ickahoe,  N.Y. 


Tetrex  bidCAPS  controls  susceptible  bacteria 
on  an  easy  b.i.d.  schedule  at  a cost  lower  than 
all  other  “convenience  dosage”  tetracyclines. 


PRESCRIBING  INFORMATION.  For  complete  information  consult 
Official  Package  Circular.  Tet.  Comb.  1-7/17/67.  Indications:  Infections 
of  respiratory,  gastrointestinal  and  genitourinary  tracts  and  skin  and  soft 
tissues  due  to  tetracycline-sensitive  organisms.  Contraindications:  The 
drug  is  contraindicated  in  individuals  hypersensitive  to  tetracycline. 
Warnings:  Photodynamic  reactions  have  been  produced  by  tetracyclines. 
Natural  and  artificial  sunlight  should  be  avoided  during  therapy.  Stop 
treatment  if  skin  discomfort  occurs.  With  renal  impairment,  systemic 
accumulation  and  hepatotox- 
icity  may  occur.  In  this  situa-  ^ 
tion,  lower  doses  should  be 
used.  Tooth  staining  and 
enamel  hypoplasia  may  be  in- 
duced during  tooth  develop- 
ment (last  trimeter  of  preg- 
nancy, neonatal  period  and 


childhood).  Precautions:  Mycotic  or  bacterial  superinfection  may  occur. 
Infants  may  develop  increased  intracranial  pressure  with  bulging  fon- 
tanels. In  gonorrheal  therapy,  serologic  tests  for  syphilis  should  be  con- 
ducted initially  and  monthly  for  4 months.  Adverse  Reactions:  Glossitis, 
stomatitis,  nausea,  diarrhea,  flatulence,  proctitis,  vaginitis,  dermatitis, 
and  allergic  reactions  may  occur.  Usual  Adult  Dose:  1 Gm./day  in  2 or 
4 divided  doses.  Continue  therapy  for  10  days  in  Group  A Beta-hemo- 
lytic streptococcal  infections.  Administer  one  hour  before  or  2 hours 

after  meals.  Supplied:  Cap- 
sules—250  mg.  in  bottles  of  16 
and  100.  ^CAPS— 500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 
BRISTOL 
LABORATORIES 


(TETRACYCLINE  PHOSPHATE  COMPLEX) 


BRISTOL 


Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


SUSTAINED 
RELEASE 
VITAMIN  C 


CEVI-ND 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  Is  rapid,  but  Vitamin  C Is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


the  tranquilizer. . 

Soft,  Smooth,  Level  Riding  Even  When  the  Going  Gets  Rough 


V-24  DELUXE 

in  3 fiberglass 
trailerable  models: 

center: 

CLEARWATER  CRUISER 

top: 

, TARPON  SPORTS  FISHERMAN 

right: 


AEGEAN  RUNABOUT 


TARPON  SPRINGS.  FLORIDA  33589 


Mead^diiiBiin  -pharmaceuticals  created  for  your  specialized  clinical  needs 


new  10%  solution... 
particularly  convenient  for  home  use 

MUGOMYST-IO 


liquefies  thick,  viscid  mucus 
in  chronic  bronchitis  and  emphysema 

Mucomyst,  as  20%  acetylcysteine,  has  been  used  with  safety  and  effectiveness  in 

* hospitals  for  over  five  years. 

Now  a new  10%  solution,  Mucomyst- 10,  offers  you  the  choice  of  prescribing  a lesser 
concentration  whenever  you  feel  this  is  desirable.  It  provides  added  convenience  and 
^ simplicity,  particularly  for  your  patients  using  nebulizing  units  at  home. 

H By  including  Mucomyst-10  in  the  home  management  regimen,  you  can  provide  full 
mucolytic  benefits  for  many  of  your  patients  with  chronic  bronchitis  and  emphysema 

* complicated  by  tenacious  secretions. 

Indications:  Mucomyst  has  been  demonstrated  to  be 
clinically  effective  as  adjuvant  therapy  in  a wide  range 
of  conditions  in  which  thick,  viscous  mucus  is  a problem, 
including:  postoperative  atelectasis  and  pneumonia; 

L chronic  bronchopulmonary  disease  (emphysema, 

. chronic  bronchitis,  asthma,  and  bronchiectasis);  acute 
' bronchopulmonary  disease  (pneumonia,  bronchitis,  and 
tracheobronchitis);  tracheostomy  care;  facilitation  of 
bronchial  studies;  maintenance  of  an  open  airway  during 
^ anesthesia;  and  to  help  control  pulmonary  complications 
, of  cystic  fibrosis.  Contraindications:  Mucomyst  is  con- 
► traindicated  in  those  patients  who  are  sensitive  or  who 
, have  developed  a sensitivity  to  it.  Warnings:  After  proper 
' administration  of  acetylcysteine,  an  increased  volume 
^ of  liquefied  bronchial  secretions  may  occur.  When  cough 
is  inadequate,  the  open  airway  must  be  maintained  by 
mechanical  suction  if  necessary.  When  there  is  a large 
, mechanical  block  due  to  foreign  body  or  local  accumula- 
tion, the  airway  should  be  cleared  by  endotracheal  as- 
i piration,  with  or  without  bronchoscopy.  Asthmatics 
' under  treatment  with  Mucomyst  should  be  watched  care- 


LABORATORI  ES 


fully.  If  bronchospasm  progresses,  this  medication 
should  be  immediately  discontinued.  Adverse  Effects: 

Adverse  effects  have  included  stomatitis,  nausea  and 
rhinorrhea.  Sensitivity  and  sensitization  to  Mucomyst 
have  been  reported  very  rarely.  A few  susceptible  pa- 
tients, particularly  asthmatics  (see  Warnings),  may  ex- 
perience varying  degrees  of  bronchospasm  associated 
with  the  administration  of  nebulized  acetylcysteine.  Most 
patients  with  bronchospasm  are  quickly  relieved  by  the 
use  of  a bronchodilator  given  by  nebulization.  Adminis- 
tration & Dosage:  Mucomyst  may  be  administered  by 
nebulization  into  a tent,  Croupette,  face  mask,  or  mouth- 
piece; or  by  direct  instillation.  Mucomyst  should  not  be 
placed  directly  into  the  chamber  of  a heated  (hot-pot) 
nebulizer.  Complete  details  on  dosage,  administration, 
and  compatibility  are  included  in  the  package  insert. 
Additional  information  may  be  obtained  from  Mead 
Johnson  Laboratories.  Supplied:  Mucomyst-10  (acetyl- 
cysteine), a sterile  10%  solution,  in  vials  of  10  ml.  and 
30  ml.;  Mucomyst  (acetylcysteine),  a sterile  20%  solu- 
tion, in  vials  of  10  ml.  and  30  ml. 
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Need  an 
office  wing? 


Consult  an 
architect! 


Need  an 
extension? 


Call  the 

phone  company! 


Need 

optical  services? 


Call  on 
an  expert  — • 


YOUR  GUILD  OPTICIAN! 


Specialized  sendees  demand  specialized 
knowledge.  That’s  why  an  architect  is  con- 
sulted when  you  want  the  construction  you 
contemplate  to  he  properly  planned.  It’s 
why  you  call  the  phone  company  when  you 
want  your  telephone  sendee  extended  or 
revised  . . . and  it’s  why  you  should  call  on 
your  Guild  Optician  for  optical  services  of 
any  kind. 

It’s  not  just  hy  accident  that  the  Guild 
Oj)tician  is  an  expert.  His  qualifications  are 
leased  on  knowledge  and  experience,  his 
will  to  serve  the  doctor,  his  ability  to 


handle  not  only  the  routine  problems  of 
after-service  for  your  patients,  hut  also  the 
unusual. 

When  you  write  a prescription,  above  all 
you  ex})ect  to  have  that  Rx  properly  filled 
so  the  patient  obtains  the  full  benefit  of 
your  professional  servdees.  You  also  expect 
to  have  your  patient  receive  after-service 
for  the  life  of  his  glasses.  That’s  why  it’s 
wise  to  call  on  an  expert  — your  Guild 
Optician.  Guild  of  Prescription  Opticians 
of  Florida. 


USING  GUILD  SKILLS  AND  EXPERIENCETO  SERVE  YOUR  PATIENTS 


during  and  after  infection 


t 


Berocca 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  oniy 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtuaiiy  no  aftertaste 


Each  Berocca  Tablet  contains; 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI  5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Biq, 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
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A New  Form  of  Thyroid  Therapy 


William  A.  Abelove,  M.  D. 


Desiccated  thyroid  has  been  the  accepted 
form  of  replacement  therapy  for  many  yearsA"^ 
Clinical  results  are  usually  good  and  the  range 
of  the  protein-bound  iodine  (PBI)  in  adequately 
treated  hypothyroid  patients  is  well  established 
so  that  this  determination  serves  as  a useful 
guide  in  monitoring  therapy. 

More  recently,  the  use  of  sodium  Tthyroxine 
(T4)  has  gained  increasing  acceptance.  This  syn- 
thetic hormone  provides  all  the  metabolic  effects 
of  desiccated  thyroid  and  offers  the  advantages 
of  uniform  composition  and  potency.^  However, 
not  all  the  usual  biochemical  determinations  are 
brought  within  their  normal  ranges  in  adequately 
treated  hypothyroid  patients  so  that  clinical  euthy- 
roidism  may  not  represent  true  physiologic  equi- 
librium. Moreover,  the  clinician  is  on  less  secure 
ground  when  the  PBI  is  used  as  a guide  to  therapy 
with  sodium  1 -thyroxine  since  its  range  in  clinical 
euthyroidism  is  much  less  well  established  and 
abnormally  high  values  are  to  be  expected.^  “ 

Desiccated  thyroid  owes  its  activity  to  the 
presence  of  the  two  hormones,  1 -thyroxine  and 
Ttriiodothyronine  (Fig.  1).  Since  both  are  avail- 
able in  synthetic  form,  it  should  be  possible  to 
prepare  a combination  which  would  simulate  the 
action  of  desiccated  thyroid.  Such  a preparation 
should  produce  the  same  physiologic  response  as 
does  the  endogenous  secretion  and,  at  the  same 
time,  permit  the  use  of  the  PBI  to  monitor  therapy 
in  the  usual  way.i’^-^.s 

A preparation  of  this  kind* *  was  studied  in  a 
group  of  hypothyroid  patients.  It  was  provided  in 
tablet  form  in  several  potencies  on  the  assumption 


Dr.  Abelove  is  clinical  associate  professor  of  medicine,  Univer- 
sity of  Miami  School  of  Medicine,  Miami. 

*Thyrolar  (liotrix).  Armour  Pharmaceutical  Company,  Kanka- 
kee, Illinois,  courtesy  of  L.  J.  Klotz,  Ph.D. 


that  each  SO  meg.  of  sodium  1-thyroxine  and  12^ 
meg.  of  sodium  1 -triiodothyronine  was  equivalent 
in  therapeutic  activity  to  1 grain  desiccated  thy- 
roid. 


Materials  and  Methods 

A “synthetic”  thyroid  should  produce  clinical 
euthyroidism  in  hypothyroid  patients  and  should 
maintain  this  status  in  patients  adequately  treated 
with  other  forms  of  therapy.  The  laboratory 
parameters  in  either  case  should  fall  within  the 
ranges  of  “normal”  when  the  patient  is  clinically 
euthyroid  as  they  do  with  desiccated  thyroid.  Side 
effects  should  not  be  more  severe  or  more  frequent 
than  with  desiccated  thyroid  itself. 

The  study  design,  therefore,  utilized  hypo- 
thyroid patients  in  my  private  practice  who  were 
clinically  euthyroid  with  accepted  thyroid  re- 
placement therapy  as  well  as  “new”  patients  not 
currently  in  the  euthyroid  state. 

Liotrix  was  supplied  in  tablet  form  in  potencies 
assumed  to  correspond  in  therapeutic  activity  to 

A.  GENERAL  STRUCTURE 
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Fig.  1. — Thyroid  Hormones  and  Cogeners. 
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1,  2 and  3 grains  desiccated  thyroid.  Desic- 
cated th\Toid  contains  l-th\Toxine  and  1-triiodo- 
th\Tonine  in  the  form  of  peptide  complexes.  After 
hydrolysis  in  the  gastrointestinal  tract  about 
60%-70%  of  the  l-th}Toxine  and  about  85% 
of  the  l-triiodoth\Tonine  are  absorbed. The 
weight  ratio  of  T4:T3  of  4:1  as  used  in  our  study 
provides  about  a 3:1  ratio  after  absorption  as- 
suming 65%  T4  absorption.  This  is  approximately 
the  ratio  of  the  two  hormones  found  in  the  human 
th\Toid  gland  in  the  form  of  peptide  complexes. - 

Patients  entering  the  study  were  examined 
and  values  obtained  for  PBI,  Ts-resin  uptake  and 
serum  cholesterol.  In  addition,  complete  blood 
count,  urinalysis  and  serum  glutamic  oxaloacetic 
transaminase  determinations  were  carried  out 
before  and  after  treatment  with  liotrix  in  a rep- 
resentative number  of  patients.  Liotrix  was  then 
substituted  for  the  previous  medication  in  clini- 
cally euth\Toid  patients  or  begun  in  the  usual  way 
in  new  patients. 

In  patients  previously  stabilized  with  desic- 
cated thxToid,  liotrix  was  substituted  on  a tablet 
for  tablet  dosage  basis;  in  those  receiving  sodium 
l-th\Toxine,  dosage  was  based  on  the  assumption 
that  100  meg.  (0.1  mg.)  of  sodium  l-th\TOxine 
should  be  roughly  equivalent  to  1 grain  desiccated 
th\Toid  or  the  liotrix  equivalent.^-^-i^-i^ 

It  wcis  believed  desirable  to  evaluate  the  effi- 
cacy of  each  of  the  several  potencies;  therefore, 
some  patients  received  the  total  daily  dose  as  a 
single  tablet  while  others  were  given  two  or  more 
tablets  of  lesser  potency  to  achieve  the  necessari- 
dosage.  Thus  a patient  requiring  3 grains  desic- 
cated thvToid  a day  could  have  been  given  the 


liotrix  tablet  equivalent  to  3 grains  desiccated 
thxToid  or  3 “one  grain  equivalent”  tablets  or 
even  6 of  the  Yz  grain  equivalent  tablets  a day, 
all  given,  however,  once  a day.  In  new  patients 
liotrix  was  begun  with  the  lower  potency  tablets 
and  increased  as  indicated. 

Thirty-six  patients  were  studied.  Six  had  been 
stabilized  with  desiccated  thjToid,  23  with  sodium 
l-th}Toxine  and  seven  were  newly  diagnosed  or  the 
dose  of  medication  not  stabilized  when  liotrix  was 
begun.  Ten  patients  were  male  (aged  18  to  69); 
the  remaining  26  were  female  (aged  20  to  76).  .\11 
patients  received  the  combination  drug  eight  to  12 
weeks.  Sixteen  patients  were  then  transferred  to 
sodium  l-th\Toxine  alone  for  periods  of  four  to 
six  weeks  following  which  liotrix  was  again  sub- 
stituted for  10-12  weeks. 

Results 

.\11  patients  were  maintained  in  the  euthyroid 
state  with  liotrix  substituted  for  the  original  re- 
placement therapy.  One  patient  required  a dosage 
adjustment  from  3 grains  to  2 grains  equivalent 
per  day. 

Xo  statistically  significant  differences  in  T3- 
resin  uptake  or  serum  cholesterol  were  seen  when 
comparing  values  obtained  while  on  sodium  1-thy- 
ro.xine,  desiccated  thyroid  or  liotrix  indicating  that, 
as  far  as  these  parameters  are  concerned,  these 
drugs  are  completely  interchangeable  (Table  1). 

However,  as  expected,  the  PBI  values  on  pa- 
tients clinically  euthjToid  while  taking  sodium 
1-thyroxine  were  significantly  higher  (p<0.01) 
than  those  found  after  transferring  to  liotrix.  The 
mean  values  were  7.7  =i=  2.3  and  5.9  ± 1.9  re- 


Table  1 


Ts-Resix  Upt.\ke 

Pre-Study 
St.abilized  ox  T4 
OR  Desicc.ated  Thyroid 

After  8-12 
Weeks  liotrix 

-\fter  4-6  Weeks 
T4 

After  10-12 
Weeks  liotrix 

Mean  and  std.  dev. 
Range 

No.  of  patients 
♦Mean  and  std.  dev. 
Range 

Xo.  of  patients 

32  ± 5% 
22-41% 

23 

29  ± 3% 
26-31% 

6 

29  ± 5% 
22-47% 

23 

28  ± 2% 
26-31% 

6 

34  ± 5% 
23-43% 

16 

31  ± 5% 
21-39% 

16 

Cholesterol 

Mean  and  std.  dev. 
Range 

Xo.  of  patients 
♦Mean  and  std.  dev. 
Range 

Xo.  of  patients 

254  ± 65  mg.% 
145-404  mg.% 

23 

309  ± 59  mg.% 
230-397  mg.% 

6 

231  ± 48  mg.% 
159-302  mg.% 

23 

271  ± 51  mg.% 
200-326  mg.% 

6 

217  ± 49  mg.% 
105-300  mg.% 

16 

221  ±47  mg.7o 
130-282  mg.% 

16 

’Stabilized  on  Desiccated  Thyroid 
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spectively.  Also,  for  those  patients  switching  back 
to  sodium  1-thyroxine  after  being  maintained  on 
liotrix,  the  PBI  was  again  found  to  be  signifi- 
cantly higher  (p<0.001).  For  these  16  patients, 
the  values  were  5.7  ±:  2.1  following  liotrix  therapy 
and  9.2  ± 2.5  after  maintenance  on  sodium  1-thy- 
roxine  (Table  2). 

Side  effects  while  using  liotrix  were  minimal 
and  consisted  of  those  usually  found  in  thyroid 
replacement  therapy  such  as  nervousness  and/or 
moderate  to  severe  headache.  In  no  case  were 
they  severe  enough  to  warrant  discontinuation  of 
the  drug. 

All  potencies  of  liotrix  tested  (^,  1,  2 and  3 
grains  equivalent)  proved  to  be  equally  effective. 
Replacing  a dosage  of  2 or  3 grains  per  day  as 
one  tablet  with  the  same  total  dose  using  ^ grain 
tablets  maintained  the  euthyroid  status  equally 
effectively. 

In  the  seven  “newly  diagnosed”  patients, 
liotrix  proved  to  be  excellent  initial  therapy.  Lab- 
oratory values  were  brought  into  the  normal  range 
and  the  patients  were  maintained  in  a euthyroid 
state  using  appropriate  dosages  of  liotrix  only. 

Liotrix  was  considered  a satisfactory  replace- 
ment therapy  in  all  instances  and  in  the  majority 
of  cases  patients  felt  better  than  when  taking  other 
forms  of  replacement  therapy. 

Illustrative  Cases 

.A  review  of  illustrative  cases  follows.  In  sever- 
al instances  liotrix  therapy  was  interrupted  for 
about  60  days  after  approximately  two  months 
treatment.  During  this  period  the  patient  received 
his  previous  form  of  thyroid  replacement  therapy, 
thus  permitting  a second  confirmation  of  clinical 
condition,  laboratory  values  and  dosage  equiv- 
alence. 


Juvenile  Diabetes  and  Myxedema.  The  patient  is  a 
20-year-old  white  male  diabetic  with  onset  of  the  condi- 
tion at  age  six.  Control  of  diabetes  was  fair  to  good  on 
a combination  of  20  units  Ultralente  and  16  units  of 
regular  insulin  daily  in  the  morning,  in  addition  to  a 
2,500  calorie  diet.  Hypothyroidism  was  diagnosed  in  Sep- 
tember, 1966  and  confirmed  by  a PBI  of  0.6  mcg.%  and 
a cholesterol  of  392  mg.%. 

Liotrix  was  given  in  gradually  increasing  dosage  up  to 
a daily  dose  representing  the  equivalent  of  3 grains  desic- 
cated thyroid. 

The  patient  achieved  the  euthyroid  state  very  dramat- 
ically within  a few  weeks.  .\t  the  conclusion  of  seven 
months  interrupted  liotrix  therapy,  the  PBI  was  4.5 
mcg.%  and  serum  cholesterol  130  mg.%. 

Spontaneous  Adult  Hypothyroidism.  The  patient 
is  a 68-year-old  white  female  with  a 12-year-old  history 
of  symptomatology  compatible  with  myxedema,  i.e.,  leth- 
arg>’,  diy  skin,  weight  gain,  and  facial  puffiness.  When 
first  seen  she  had  been  taking  1 grain  desiccated  thyroid 
a day.  This  therapy  was  stopped  and  approximately  six 
weeks  later  the  PBI  was  2.5  mcg.%  and  the  cholesterol 
440  mg.%,  with  the  patient  very  typically  hypothyroid. 
She  responded  to  a daily  dose  of  0.2  mg.  sodium  1-thy- 
roxine  and  became  clinically  euthyroid  with  a PBI  of  8.5 
mcg.%  and  a cholesterol  of  300  mg.%. 

Liotrix  was  substituted  at  a daily  dose  representing  the 
equivalent  of  0.2  mg.  sodium  1-thyroxine  or  2 grains 
desiccated  thyroid.  She  received  liotrix  over  the  seven 
month  interrupted  study  period  and  became  clinically 
euthyroid  with  a PBI  of  6.0  mcg.%  and  a serum  choles- 
terol of  222  mg.%. 

Hypothyroidism  Secondary  to  I”*  Therapy'  for 
Thyroid  C.yrcinoma.  The  patient  is  a 33-year-old  white 
male  who  at  the  age  of  11  had  a total  thyroidectomy 
and  radical  neck  dissection  for  adenocarcinoma  of  the 
thyroid.  Cerwcal  lymph  node  metastases  developed  which 
were  treated  with  massive  doses  of  H^i  at  the  ages  of  14 
and  15.  Following  surgery  he  was  hypothyroid  and  hypo- 
parathyroid,  as  well  as  suffering  from  bilateral  recurrent 
laryngeal  nerve  paralysis. 

Therapy  over  a period  of  many  years  had  consisted 
of  3 grains  desiccated  thyroid  or  0.3  mg.  sodium  1-thy- 
roxine along  with  Hytakerol,  calciferol  and  calcium  glu- 
conate. The  patient  had  been  clinically  euthyroid  with 
this  regimen. 

He  was  given  two  courses  of  liotrix  therapy  for  periods 
of  two  and  three  months  respectively  with  an  interim 
period  of  treatment  with  sodium  1-thyroxine  at  the  equiv- 
alent dose  of  0.3  mg.  per  day. 

■After  each  course  of  liotrix  therapy  the  PBI  was  5.5 
mcg.%  with  no  significant  variation  in  either  serum  choles- 
terol or  Ta-resin  uptake.  .As  would  be  expected,  however, 
the  PBI  rose  to  10.3  after  the  period  of  treatment  with 
sodium  1-thyroxine.  The  patient  remained  clinically 
euthyroid  throughout.  In  his  opinion,  liotrix  was  the 
most  beneficial  thyroid  replacement  therapy  he  had  re- 
ceived during  his  22  years  of  treatment. 


Table  2 


PBI 

Mean  and  std.  dev. 
Range 

No.  of  patients 


Mean  and  std.  dev. 
Range 

No.  of  patients 


Pre-Study' 

Stabilized 

ON  T4 


7.7  ± 2.3  mcg.% 
3.5  — 10.9  mcg.% 
23 

Pre-Study 
Stabilized  on 
Desiccated 
Thy'roid 


3.9  ± 0.9 
2.6  — 5.1 
6 


.After  8-12 
Weeks  liotrix 


5.9  ± 1.9  mcg.% 
3.3  — 10.5  mcg.% 
23 


.After  8-12 
Weeks  liotrix 

4.7  ± 0.7 

3.7  — 5.5 

6 


.After  4-6  Weeks 
T4 


9.2  ± 2.5  mcg.% 
5.0  — 15.3  mcg.% 
16 


.After  10-12 
Weeks  liotrix 


5.9  ± 1.0  mcg.% 
4.4  — 7.7  mcg.% 
16 
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Discussion 

The  oral  administration  of  desiccated  th\Toid 
to  h\poth\Toid  patients  results  in  clinical  euthy- 
roidism  at  doses  which  produce  values  of  the  bio- 
chemical parameters  similar  to  those  seen  in  nor- 
mal euthjToid  individuals.®  Thus,  desiccated  thy- 
roid closelv  simulates  the  endogenous  secretion 
itself. 

In  our  study,  the  values  of  the  laboratory- 
parameters  were  within  the  normal  range  when  pa- 
tients were  euthynoid  with  liotrix.  In  those 
patients  who  had  previously  received  desiccated 
thynoid,  there  was  no  statistically  significant  dif- 
ference between  laboratory  values  with  desiccated 
thyToid  and  those  seen  with  liotrix. 

In  new  patients,  liotrix  proved  to  be  fully  as 
satisfactory  to  initiate  therapy-  and  produce  the 
euthyToid  state  as  have  other  forms  of  thyToid 
replacement  therapy.  \Mien  previously  hypothy- 
roid patients  became  euthyToid  clinically-,  their 
laboratory-  values  were  within  the  normal  range. 

Since  both  desiccated  thyToid  and  sodium 
1-thyToxine  maintain  the  euthyToid  state,  the  ques- 
tion arises  as  to  which  is  better.  Desiccated  thy- 
roid can  be  assumed  to  cause  a more  complete 
response  since,  when  the  euthyToid  state  is  pro- 
duced, the  biochemical  status  is  that  of  the  normal 
individual.  This  is  not  true  with  sodium  1 -thy- 
roxine since  euthyToidism  is  achieved  only-  when 
certain  parameters,  \-iz.  the  FBI,  is  at  an  abnor- 
mally- high  level. On  the  other  hand,  desiccated 
thyToid  cannot  be  standardized  with  the  same  de- 
gree of  accuracy-  as  can  sy-nthetic  products  and  in- 
active lots  have  been  reported. Liotrix  (sy-n- 
thetic T4:T3)  is  a desirable  form  of  thyToid  re- 
placement therapy-  since  it  is  constant  in  potency 
and  composition  and,  based  on  the  biochemical 
parameters  it  produces  (FBI,  Tg-resin  uptake, 
serum  cholesterol),  is  a ‘pure”  form  of  thyToid  re- 
placement therapy. 

Summary  and  Conclusions 

A new  “sy-nthetic”  thyToid  preparation  com- 
posed of  the  two  active  thyToid  hormones  has  been 
evaluated.  It  is  available  in  several  potencies  so 
prepared  that  50  meg.  of  sodium  1-thyToxine  and 
XlYi  meg.  of  sodium  1-triiodothyTonine  is  equiva- 
lent to  1 grain  desiccated  thyToid. 

The  preparation  maintains  the  euthyToid  state 
in  hypothyToid  patients  previously-  stabilized  with 
either  desiccated  thyToid  or  sodium  1-thyToxine 
and  its  use  results  in  values  which  fall  within  the 


accepted  range  of  normal  of  the  usual  laboratory' 
parameters. 

The  new  combination  preparation  proved  fully 
satisfactory-  as  a means  of  initiating  therapy'  and 
maintaining  the  euthyToid  state  in  new  or  previ- 
ously unstabilized  patients. 

Side  effects  with  liotrix  were  those  to  be  ex- 
pected with  any-  form  of  thyToid  replacement 
therapy-  and  were  not  more  frequent  or  more 
severe  than  would  be  expected. 

Liotrix  proved  to  be  a useful  form  of  thyroid 
replacement  therapy-  and  one  which  produces  es- 
sentially the  same  range  of  laboratory  parameters 
as  does  desiccated  thyToid  when  clinical  euthyToid- 
ism is  achieved. 
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Analysis  of  Cardiac  Arrhythmias  With  the 
Aid  of  the  Endocardial  Electrogram 

Clyde  D.  Schoenfeld,  M.D.,  Onkar  S.  Narula,  M.D., 

John  W.  Lister,  M.D.,  and  Philip  Samet,  M.D. 


Many  cardiac  arrhythmias  can  be  readily 
analyzed  by  the  standard  limb  lead  and  precordial 
electrocardiogram.  Conversely,  it  has  been  our 
experience  that  the  right  atrial  intracardiac  elec- 
trogrami-3  will  not  infrequently  facilitate 
the  diagnosis  and,  therefore,  the  therapy  of  cardiac 
arrhythmias.  The  purpose  of  this  paper  is  to  il- 
lustrate this  principle  by  showing  several  exam- 
ples of  the  role  of  the  intracardiac  electrogram. 
The  fundamental  reason  for  recording  the  right 
atrial  intracardiac  electrogram  is  to  clearly  iden- 
tify the  P wave  and  illustrate  its  temporal  rela- 
tionship, if  any,  to  the  QRS  complex. 

Recording 

The  right  atrial  electrogram  is  recorded  in  our 
laboratory  via  a bipolar  electrode  catheter  with 
two  electrodes  0.5-1  cm.  apart,  located  near  the 
tip.  The  catheter  is  passed  into  the  right  atrium 
under  fluoroscopic  control  percutaneously  from 
the  right  femoral  vein  or  by  surgical  exposure  of 
an  antecubital  vein.  By  means  of  a readily  con- 
structed distribution  box,  two  unipolar  leads  and 
one  bipolar  lead  may  be  recorded  simultaneously 
from  the  two  tip  electrodes  on  a multichannel 
photographic  recorder  together  with  a limb  lead.  If 
a multichannel  recorder  is  not  available,  the  uni- 
polar and  bipolar  electrogram  may  be  recorded 
consecutively  rather  than  simultaneously  on  the 
standard  clinical  electrocardiographic  unit.  The 
atrial  unipolar  lead  is  recorded  by  connecting  an 
intra-atrial  electrode  to  the  \ position  on  the  se- 
lector switch,  and  the  bipolar  lead  by  connecting 
one  intra-atrial  electrode  to  the  right  arm  and  the 
other  to  the  left  arm  and  turning  the  selector 
switch  to  lead  1.  When  the  multichannel  recorder 
is  employed,  the  unipolar  lead  is  recorded  at 
0.1-20  cycles/sec.,  and  the  bipolar  lead  at  40- 
ZOO  cycles/ sec.  The  unipolar  lead  (Fig.  1)  (,\LTE) 

From  the  division  of  cardiology,  Department  of  Internal  .Medi- 
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records  the  entire  sequence  of  electrical  cardiac 
activity,  the  P,  QRS  and  T waves.  The  P wave  is 
usually  the  largest  wave  in  the  unipolar  lead.  The 
bipolar  electrode  (ABE)  (Fig.  1)  records  pri- 
marily the  time  of  arrival  of  the  atrial  complex  in 
the  area  of  the  intracardiac  electrodes  and  de- 
lineates the  timing  of  the  P wave  in  the  cardiac 
cycle.  The  QRS  complex  is  small  or  absent  on  the 
bipolar  electrogram.  When  the  QRS-T  complex  and 
P wave  occur  simultaneously,  the  timing  of  atrial 
activity  is  best  seen  on  the  bipolar  electrogram  at 
a time  when  the  P wave  is  buried  in  the  QRS  or  T 
waves  of  the  unipolar  lead.  Selected  examples  of 
the  value  of  the  right  atrial  electrogram  will  be 
shown. 

Role 

The  upper  panel  (Fig.  2)  reveals  9 leads  of 
the  standard  electrocardiogram.  The  ventricular 
rhythm  is  regular,  but  P waves  are  not  clearly 
evident  except  perhaps  in  lead  Vp.  The  atrial  uni- 
polar lead  (AUE)  and  atrial  bipolar  lead  (ABE) 
and  lead  2 (lower  panel  of  Fig.  2)  clearly  reveal 
the  P waves  and  show  that  the  P-P  interval  is 
0.52  sec.  (atrial  rate  115/min.)  while  the  P-R  in- 
terval is  0.23  sec.  The  atrial  rate  is  slightly  irregu- 
lar. The  underlying  rhythm  is  probably  sinus 
tachycardia  with  first  degree  A-V  block,  but  the 
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Fig.  1. — Simultaneous  recordings  of  atrial  unipolar  lead 
(AUE),  atrial  bipolar  lead  (ABE),  and  lead  1.  Only 
atrial  activity  is  noted  in  ABE.  Time  lines  are  1 sec. 
apart,  paper  speed  SO  mm.  sec. 
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Fig.  2. — Upper  Panel:  Nine  leads  of  the  standard  elec- 
trocardiogram. The  P waves  are  not  clearly  seen,  but 
are  probably  buried  in  T waves  as  best  seen  in  lead  Vi. 
Lower  Panel:  The  P waves  are  readily  identified  on  the 
atrial  elenrogram.  The  P waves  are  slightly  irregular. 
Sinus  tachycardia  with  first  degree  A-V  block  is  the 
most  likely  rhythm,  but  a slow  atrial  tachycardia  cannot 
be  ruled  out. 
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Fig.  3. — Upper  Panel:  Nine  leads  of  the  standard  elec- 
trocardiogram. The  rhythm  was  interpreted  as  sinus 
tachycardia,  first  degree  A-V  block,  and  incomplete  right 
bundle  branch  block. 

Lower  Panel : The  intracardiac  electrograms  clearly 

reveal  atrial  tachycardia  with  2:1  A-V  block.  The  ap- 
parent terminal  portion  of  the  QRS  complex  in  Vi  is  the 
second  blocked  P ss  ave. 


Fig.  4. — P waves  are  not  visible  on  lead  2.  There  is  no 
evidence  of  atrial  activity  in  the  atrial  electrogram. 
Atrial  standstill  with  or  without  sinus  arrest  or  sino- 
atrial block  is  present  with  a slow  atrioventricular  junc- 
tional rhythm. 


possibility  of  slow  atrial  tachycardia  with  first  de- 
gree A-\'  block  cannot  be  ruled  out.  The  value  of 
the  atrial  electrogram  in  identification  and  timing 
of  atrial  activity  is  further  delineated  in  Figure  3. 
The  12  lead  standard  electrogram  was  interpreted 
as  sinus  tachycardia  with  first  degree  A-\'  block 
and  incomplete  right  bundle  branch  block  by  a 
number  of  experienced  cardiologists.  The  intra- 
atrial  leads  recorded  simultaneously  with  lead  \'3R 
clearly  revealed  2 : 1 A-\'  block.  The  terminal 
portion  of  the  QRS  complex  in  V3R  and  \T  is 
the  second  blocked  P wave  of  the  atrial  tachy- 
cardia. 

Two  additional  records  will  be  considered  to- 
gether (Figs.  4 and  5).  In  Figure  4,  the  atrial 
bipolar  lead  fails  to  show  any  but  minimal  ac- 
tivity. Xo  true  atrial  activit}'  is  seen.  The  small 
deflections  are  the  ventricular  deflections  better 
seen  in  the  unipolar  atrial  lead,  and  lead  2.  Atrial 
standstill  is  present  with  or  without  sinus  arrest 
or  sino-atrial  block.  In  Figure  5,  panel  A,  there 
is  no  evidence  of  atrial  activity  in  Lead  II.  The 
atrial  unipolar  lead  (AL'E)  shows  an  apparently 
single  complex  whose  true  nature  is  dissected  by 
the  right  atrial  bipolar  (ABE)  and  the  right  ven- 
tricular bipolar  (VBE)  leads.  1:1  A-V  junctional 
rh^lbrn  is  present.  The  ventricular  complex  slight- 
ly precedes  the  atrial  complex  as  is  seen  by  com- 
paring ABE  and  \'BE.  The  P wave  is  superim- 
posed on  the  terminal  portion  of  the  QRS  com- 
plex. This  is  proven  by  the  use  of  atrial  pacing, 
begun  at  the  arrow  in  panel  B and  continued 
in  panel  C,  which  changes  the  atrioventricular 
rh\l;hm,  rate  62  'min.,  to  an  atrial  paced  rhydhm, 
rate  65  min.  PI  refers  to  the  clearly  seen  pacer 
spike  on  the  AL*E,  ABE  and  Lead  II  of  panels 
B and  C.  With  the  onset  of  atrial  pacing,  the 
terminal  portion  of  the  QRS  complex  (in  AL'E, 
panel  A)  which  is  the  hidden  P wave,  disappears 
as  readily  seen  in  the  AL*E  leads  of  panels  B and 
C.  Figures  4 and  5 show  the  value  of  the  atrial 
electrogram  in  detecting  and  timing  the  P wave. 

X"ot  infrequently  an  atrial  arrhythmia  diag- 
nosed with  confidence  on  the  routine  electrocar- 
diogram is  shown  to  be  a different  rhythm  with 
the  atrial  electrogram,  as  in  Figures  6 and  7.  In 
Figure  6,  9 leads  of  the  surface  electrocardiogram 
are  seen.  P waves  are  not  seen.  The  QRS  com- 
plexes are  basically  regular  with  some  irregularity 
noted  as  in  a\'R.  A diagram  of  atrial  fibrillation 
and  atrioventricular  junctional  rhylhm  is  made, 
probably  due  to  digitalis  toxicity.  However,  on 
the  middle  panel  (AL'E  and  Lead  II),  it  is  readi- 
ly seen  that  the  rhxlhm  is  atrial  tachycardia  with 
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Fig.  5. — Panel  A:  Right  atrial  electrograms,  lead  2,  and 
a right  ventricular  bipolar  lead  are  shown.  P waves  are 
not  visible  on  lead  2 or  on  the  AUE.  The  atrial  and 
ventricular  bipolar  leads  reveal  clear  evidence  of  atrial 
and  ventricular  activity  respectively,  ventricular  activity 
preceding  atrial  by  a small  interval.  The  terminal  deflec- 
tion on  the  QRS  complex  on  the  AUE  lead  is  probably 
the  P wave.  1 ; 1 atrioventricular  junctional  rhythm  is 
present. 

Panels  B & C:  Atrial  pacing  at  a rate  of  65/min.  is 
initiated  at  the  arrow  in  panel  B and  continued  in  panel 
C.  The  P waves  are  clearly  seen  to  follow  the  atrial 
pacer  impulse  (PI).  The  apparent  terminal  portion  of 
the  QRS  complex  in  panel  A is  now  absent,  proving  that 
this  terminal  deflection  w’as  in  reality  the  P wave. 
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Fig.  6. — Upper  Panel:  Nine  leads  of  the  standard  elec- 
trocardiogram are  shown.  The  rhythm  was  interpreted 
as  atrial  fibrillation  with  basically  a regular  rhythm  and 
A-V  junctional  tachycardia,  probably  due  to  digitalis 
toxicity. 

Middle  Panel:  The  atrial  rate  is  regular  at  200,  min., 
with  atrial  tachycardia  with  2:1  block. 

Lower  Panel:  These  tracings  w'ere  taken  one  minute 
after  those  in  the  middle  panel.  The  atrial  rhythm  and 
rate  are  unchanged,  but  A-V  conduction  has  become 
more  irregular.  Lead  II  may  be  readily  incorrectly  inter- 
preted as  showing  atrial  fibrillation. 


Fig.  7. — The  standard  limb  leads  suggest  atrial  flutter, 
but  the  atrial  bipolar  lead  clearly  reveals  the  irregular 
chaotic  atrial  activity  characteristic  of  atrial  fibrillation. 


2:1  atrioventricular  block.  The  tracings  in  the 
lower  panel  were  taken  one  minute  after  those 
in  the  middle  panel.  The  atrial  tachycardia  per- 
sists unchanged,  but  atrioventricular  conduction 
changes  and  the  ventricular  rate  becomes  irregular, 
resembling  atrial  fibrillation.  The  AUE  lead  in 
both  panels  of  Figure  6 clearly  reveals  regular, 
well-formed  evidence  of  atrial  activity.  This  re- 
verse problem  is  shown  in  Figure  7.  The  unipolar 
and  bipolar  right  atrial  leads  are  shown  together 
with  leads  1,  2 and  3.  The  limb  leads  strongly 
suggest  atrial  flutter.  However,  the  bipolar  lead 
clearly  demonstrates  irregular  chaotic  atrial  activ- 
ity characteristic  of  atrial  fibrillation. 

The  atrial  electrogram  clearly  shows  the  value 
of  these  tracings  in  the  diagnosis  of  cardiac  ar- 
rhythmias. While  the  examples  chosen  deal  pri- 
marily with  atrial  rhythm,  similar  examples  are 
readily  available  for  ventricular  arrhythmias  and 
for  atrioventricular  conduction  disturbances.  These 
have  not  been  dealt  with  in  the  interest  of  brev- 
ity. 

Summary 

The  value  of  the  right  atrial  intracardiac  uni- 
polar and  bipolar  electrograms  has  been  illustrated 
in  a series  of  atrial  arrhythmias.  These  tracings 
show  that  the  atrial  electrograms  are  essential  for 
corrected  diagnosis  and,  therefore,  therapy  in  se- 
lected cases  of  cardiac  arrhythmias. 
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Percutaneous  Trephine  Bone  Biopsy 


Irving  Waldman,  M.D.  and  George  Kleinfeld,  M.D. 


Incidence  of  metastasis  to  bone  is  high  from 
malignancies  of  all  types;  therefore,  skeletal  me- 
tastasis, when  suspected,  may  necessitate  modifica- 
tion in  the  choice  of  therapy  for  the  primary  neo- 
plasm. Bony  metastasis  is  most  commonly 
identified  by  radiographic  skeletal  survey  which 
has  been  improved  by  radioactive  isotope  bone 
scanning.  A tissue  diagnosis  may  be  made  by 
the  direct  and  nontraumatic  technique  of  percu- 
taneous bone  biopsy.  Frequently  it  can  be  the 
procedure  of  choice  to  establish  a definitive  diag- 
nosis and  should  be  considered  before  more  elab- 
orate and  difficult  biopsy  procedures  are  under- 
taken. 

Often  the  first  physician  to  become  aware 
of  metastasis  is  the  radiologist;  yet  the  subject 
of  percutaneous  bone  biopsy  only  recently  ap- 
peared in  radiological  literature. i Since  many 
bones  are  accessible  to  the  procedure,  all  physi- 
cians and  especially  radiologists  should  be  ac- 
quainted with  the  indications  and  the  technique 
of  percutaneous  bone  biopsy  as  performed  with 
a trephine  instrument. 

Technique 

Ackermarm  has  previously  described  the  tech- 
nique; 2 however,  a short  resume  is  presented  of 
the  biopsy  of  a lumbar  vertebral  body. 

The  examination  is  performed  with  the  patient 
in  the  prone  position  on  the  radiographic  table. 
Aseptic  technique  and  local  anesthesia  are  used. 
Localization  radiographs  in  the  frontal  and  cross- 
table lateral  projection  with  skin  markers  in  place 
are  made  over  the  proposed  biopsy  site.  A lo- 
cator is  introduced  through  a small  skin  incision 
4 to  5 cm.  lateral  to  the  spinous  process  and 
angled  obliquely  toward  the  vertebral  body.  Major 
structures  will  deflect  the  locator’s  blunt  point. 
Upon  meeting  bony  resistance,  the  localization 
radiographs  are  repeated.  The  procedure  can  be 
facilitated  by  using  Polaroid  film  or  rapid  film 
processing. 
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The  blunt  locator  is  redirected  if  necessary 
until  it  is  adjacent  to  the  bone  to  be  biopsied  (Fig. 
1).  A sharp  cutting  trephine  is  placed  over  the 
locator  and  advanced  with  a twisting  motion  until 
it  is  adjacent  to  the  bone.  The  locator  is  with- 
drawn; the  trephine  advanced,  and  a core  of 
bone  removed  with  a rotating  cutting  motion. 
Then  the  trephine  is  withdrawn  and  the  core 
sent  for  pathological  examination.  If  adequate 
tissue  cannot  be  obtained  with  the  trephine,  var- 
ious curettes  are  available  to  obtain  tissue  frag- 
ments (Fig.  2).  Aspiration  through  the  trephine 
can  also  be  performed  for  culture  or  cytologic  ex- 
amination. Following  biopsy,  the  patient  is  kept 
at  bed  rest  for  two  hours  and  vital  signs  are  ob- 
served at  regular  intervals. 

Case  Presentations 

Our  experience  consisted  of  14  patients;  in 
each  the  course  of  therapy  was  influenced  or 
altered  by  the  biopsy  information.  There  was  no 
morbidity  or  evidence  of  significant  complications. 

The  first  two  patients  presented  with  symp- 
toms of  prostatism.  Sclerotic  bone  densities  were 
detected  within  the  bony  pelvis.  Following  biopsy 
the  first  patient  was  found  to  have  Paget’s  disease 
of  the  bone  (Fig.  3)  and  the  second  patient 
metastatic  adenocarcinoma  probably,  from  the 
prostate  gland.  The  importance  of  the  procedure 
in  the  management  of  these  patients  is  apparent. 

The  third  (Fig.  1)  and  fourth  patients  were 
found  to  have  septic  spondylitis  and  osteomyelitis 
of  adjacent  vertebral  bodies.  In  one  of  them  an 
organism  isolated  at  biopsy  indicated  a specific 
antibiotic  therapy. 

Metastatic  disease  was  suspected  in  the  fifth 
through  ninth  patients  (Fig.  2)  and  confirmed 
in  all  of  them.  Benign  diseases  were  discovered 
in  the  remaining  five  patients  including  osteoscler- 
osis, bone  cyst,  eosinophilic  granuloma,  and  fib- 
rous dysplasia.  Of  these  patients  the  last  was  the 
most  instructive:  a 48-year-old  female  with  a mass 
in  the  right  breast.  An  expanding  lytic  lesion  of 
the  left  eighth  rib  was  identified  on  routine  chest 
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Fig.  1. — Progressive  destruction  of  first  and  second  lumbar  vertebra  and  underlying  disc  space.  The  blunt  locator 
is  passed  through  the  soft  bone  and  disc  space.  Paper  clips  are  crude  markers  and  have  been  replaced  by  a com- 
mercial mesh. 
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Fig.  2. — Biopsy  trocar  through  which  a surgical  worm  curette  successfully  removes  a biopsy  specimen. 


Fig.  3. — Progressive  osteosclerotic  pelvic  and  lumbar  densities  proved  by  iliac  biopsy  to  be  Paget’s  disease. 


radiographs  and,  in  spite  of  the  benign  appearance, 
metastasis  had  to  be  e.xcluded  before  a mastectomy 
was  performed.  Trephine  biopsy  showed  the  lesion 
to  be  an  area  of  fibrous  d\’splasia.  Subsequently 
a frozen  section  proved  positive  for  carcinoma  and 
a radical  mastectomy  was  performed. 

These  examples  emphasize  the  aid  obtained 
from  pathological  tissue  diagnosis  prior  to  initiation 
of  definitive  therapy.  The  treatment  of  neoplastic 
disease  varies  in  the  presence  or  absence  of  known 
metastasis. 

Discussion 

In  the  presence  of  multiple  osteolytic  or  osteo- 
blastic defects  detected  by  radiographic  skeletal 
survey,  radical  treatment  may  be  withheld  for 
a primary  malignancy.  Bone  biopsy  in  these  pa- 
tients may  be  of  value  in  confirming  suspected 
metastatic  disease.  If  a single  bone  lesion  detected 


by  a radiographic  examination  or  isotope  bone 
scanning  is  suggestive  of  metastasis,  the  type  and 
extent  of  therapy  of  the  primary  tumor  may  de- 
pend upon  pathological  diagnosis  of  the  lesion. 

It  has  been  reported  that  simple  needle  and 
syringe  aspiration  biopsy  of  bone  lesions,  particu- 
larly those  of  the  lumbar  vertebral  bodies  or 
superficial  pelvic  and  long  bones,  may  establish 
the  diagnosis  in  85%  of  patients.^  ,\spiration  tech- 
niques may  fail  if  specimens  are  small  or  frag- 
mented. Densely  sclerotic  lesions  of  the  bone  may 
be  difficult  to  aspirate. 

Biopsy  of  osseous  lesions  by  open  surgical 
techniques  can  be  a difficult  and  prolonged  pro- 
cedure, and  for  this  reason  a variety  of  instruments 
has  been  devised.  The  instruments  are  similar  in 
concept,  differing  only  in  the  mechanism  in  which 
the\’  are  introduced  and  directed  or  in  which 
they  maintain  the  specimen.  The  large  caliber 
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instruments  provide  tissue  specimens  of  substan- 
tial amount.  Bleeding  and  other  serious  complica- 
tions may  occur;  however,  we  have  not  had  this 
experience  utilizing  the  large  bone  cutting  trephine 
modified  by  Craig.-* 

Theoretically,  any  portion  of  the  skeleton  is 
accessible  to  percutaneous  biopsy;  however,  most 
biopsies  have  been  reported  of  the  lumbar  verte- 
bral  bodies,  pelvic  bones,  shoulder  girdle,  ribs 
and  mandible.  The  long  bones  are  accessible 
but  are  an  infrequent  site  of  metastatic  disease. 
The  vital  structures  adjacent  to  the  cervical  spine 
make  it  inaccessible  except  for  C-1  and  C-2,  and 
occasionally  C-3  which  can  be  reached  through 
an  intra-oral  approach.  Since  the  thoracic  spine 
is  technically  difficult,  w’e  have  avoided  biopsy  in 
this  area  except  for  the  12th  thoracic  vertebra. 
.\ckermann  has  had  more  extensive  experience 
with  thoracic  vertebral  body  biopsy.- 

In  the  aggressive  approach  to  diagnostic  evalu- 
ation of  the  cancer  patient,  percutaneous  biopsy 
of  many  organs  and  masses  may  be  performed 
by  radiologists  or  other  physicians  with  access 
to  radiographic  equipment.  Aspiration  techniques 
have  been  extensively  used  in  the  diagnosis  of 


pulmonary  nodules,  renal  lesions  and  breast  mas- 
ses. Percutaneous  biopsy  of  the  cutting  trephine 
type  can  be  performed  in  diagnosing  diffuse  pul- 
monary parenchymal  disease,  renal  disease,  liver 
disease,  and  in  the  evaluation  of  masses  in  the 
breast,  thyroid  and  lymph  node. 

Summary 

Percutaneous  bone  biopsy  can  be  a routine 
diagnostic  technique  of  considerable  value;  how- 
ever, it  is  frequently  overlooked  by  radiologists 
and  other  attending  physicians.  A commercially 
available  instrument  is  used  for  the  procedure 
which  is  performed  in  the  conventional  radio- 
graphic  room  with  the  patient  under  local  anes- 
thesia. 
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XYY  Males  and  Antisocial  Behavior 


George  F.  Smith.  M.D.,  Juliet  Helmken,  M.D., 
Duaxe  IxxiUE.  Ph.D.  and  Carol  S.  Shear,  M.D. 


The  association  of  >ex  chromosomal  abnormal- 
ities and  aberrant  behavior  including  mental  re- 
tardation is  now  well  established.  Xot  yet  clear 
but  presently  being  investigated  is  the  fiossible 
association  of  a specific  behavioral  reaction  in 
males  with  an  extra  Y chromosome.  Males  with 
the  double  Y syndrome  have  47  chromosomes  with 
two  Y chromosomes;  their  .^ex  chromosomal  pat- 
tern is  X\A’  instead  of  XY  as  in  normal  males. 

Clinical  features  are  variable^  but  in  general 
the  adult  males  tend  to  be  tall,  usually  over  six 
feet.  A.ssociated  abnormalities  are  rare  and  have 
not  been  consistent.  In  a few  patients  an  abnor- 
mality of  the  genitalia  has  been  present.  The  con- 
dition is  one  of  the  most  common  of  the  chromo- 
somal abnormalities,  occurring  approximately  once 
in  every  250  to  300  live  male  births. - 

The  sjTidrome  is  creating  medical  and  medico- 
legal interests  because  of  reports  in  the  literature 
which  suggest  that  XYY'  males  have  a propensity 
to  aggressive  and  antipsychosocial  beha\-ior.3-' 
The  implications  of  these  findings  in  terms  of  diag- 
nosis, treatment  and  legal  responsibilities  are  im- 
portant to  practicing  physicians,  pisychiatrists  and 
the  courts. 

This  repiort  presents  the  clinical  and  behavioral 
findings  on  two  prepubertal  boys  with  the  XYA' 
s\*ndrome  and  summarizes  the  present  problem 
which  this  s\Tidrome  is  causing  in  the  medical  and 
medicolegal  fields. 

Case  Summaries 

P.\TiE\'T  1. — The  propoiiuis  was  the  product  of  an 
eight  month  pregnanes’  and  weighed  2,410  Gm.  at  birth. 
He  had  mild  respirators-  difficulty  at  birth  and  jaundice 
during  the  first  two  sseeks  of  life  but  did  not  require 
an  exchange  transfusion.  At  fise  months  a squint  of  the 
left  eye  was  noted.  Ophthalmological  examination  res-ealed 
a coloboma  of  the  choroid  and  optic  neree.  .\t  four  years 
of  age.  the  boy  svas  first  seen  at  the  clinic  because  the 
parents  were  concerned  about  his  speech  and  delayed 
des-elopment . 
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The  mother  was  32  years  old  at  the  birth  of  this 
child  and  the  father  40  years  old.  There  are  two  normal 
siblings  and  two  normal  half  siblings  by  the  father’s 
previous  marriage.  The  family  histoiy  revealed  that 
other  members  were  normal  except  two  first  cousins 
who  have  squints. 

Physical  examination  showed  the  patient’s  height  to 
be  119  cm.  (40^  in.)  and  weight  16.8  kg.  (37  lbs.),  both 
within  the  SOth  p>ercentile  for  his  age.  Head  size  was 
normal  (.34  cm.).  There  was  a slight  asymmetry  of  the 
skull  with  flatness  on  the  left  side.  The  left  e\-e  w'as 
smaller  than  the  right  eye  and  showed  an  enophthalmos 
and  mild  degree  of  ptosb.  There  was  a coloboma  of  the 
optic  nerve  and  choroid.  He  had  Grade  II  systolic  murmur 
hea-d  best  in  the  third  left  intercostal  space.  There  was 
no  thrill  or  radiation  present.  The  murmur  is  not  con- 
sidered indicative  of  organic  heart  disease. 

Laboratoiy;  Buccal  smear  showed  no  Barr  bodies, 
and  blood,  urine,  and  urinary  amino  acids  w’ere  normal. 
X-rays  of  the  skull  verified  the  asymmetry’  detected  at 
clinical  examination.  Bone  age  was  normal.  Electrocardio- 
gram W’as  normal.  The  electroencephalogram  show’ed 
epileptogenic  discharges  bilaterally  emanating  from  the 
occipital  regions  with  the  frequencies  being  variable 
throughout  the  record.  Lymphocyte  cultures  on  tw’o 
separate  occasions  revealed  47  chromosomes  in  all  cells. 
Karyotyping  revealed  tw’o  Y chromosomes  (Fig.  1)  and 
a sex  chromosomal  pattern  of  XYY'. 

Development:  The  boy’s  motor  development  was 

delayed  insofar  as  he  could  not  hold  his  head  up  until 
five  months  of  age,  did  not  sit  alone  until  10  months  and 
failed  to  walk  until  19  months.  .\t  four  months,  a squint 
developed  and  abnormal  eye  findings  were  noted.  By 
three  years  six  months,  his  vocabulary  consisted  of  only- 
four  to  five  w-ords. 

Since  recei\-ing  a hearing  aid  for  bilateral  conductive 
hearing  loss  and  speech  therapy-,  his  speech  has  improved. 
His  I.  Q.  on  the  Merrill  Palmer  Scale  at  four  y-ears 
two  months  was  106,  and  current  fjerformance  locates 
him  in  the  average  range  of  ability. 

The  boy  has  presented  a beha\-ior  problem  in  the 
home  since  the  age  of  three  years.  He  is  much  more 
aggressive  and  difficult  to  handle  than  the  other  sib- 
lings and  performs  destructive  acts  on  playmates  as  w-eU 
as  the  younger  sibling.  He  has  been  using  a hearing  aid 
and  recei\-ing  therapy-  for  the  past  year,  and  has  shown 
slight  improvement  in  overall  beha\-ior;  how-ever,  his 
parents  are  stiU  concerned  about  the  aggressive  actions 
tow-ards  other  children. 

Patiext  2. — The  propositus  w-as  the  product  of  full 
term  gestation  and  w-eighed  3,458  Gm.  at  birth.  The 
pregnancy-  and  delivery-  were  normal  except  that  at  three 
to  four  w’eeks  gestation,  the  mother  attempted  self-abor- 
tion by  ingestion  of  ergot  and  castor  oil.  The  patient  is 
the  mother's  third  child.  She  had  tw-o  other  children 
by-  a pre\-ious  marriage.  .At  the  birth  of  the  child,  the 
mother  was  38  years  old  and  the  father  w-as  28  y-ears 
old.  The  father  has  a normal  son  by-  a pre\-ious  marriage. 

-At  the  age  of  three  y-ears  seven  months,  the  boy 
was  first  seen  for  clinical  evaluation  because  the  parents 
w-ere  concerned  about  delayed  speech  and  destructive 
behaxior. 

.At  physical  examination,  his  height  w-as  96  cm. 
■38)4  in.,  25th  percentile)  and  his  weight  15.9  kg.  (35 
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lbs.,  50th  percentile).  His  head  size  was  normal,  48  cm., 
and  his  skull  symmetrical.  There  was  a slight  puffi- 
ness of  orbital  tissue  and  the  bridge  of  the  nose  was 
slightly  flattened.  His  heart,  chest  and  abdomen  were 
normal.  Testes  were  descended  and  normal  size  for  his 
age.  There  were  no  genital  deformities.  Neurological 
examination,  vision  and  hearing  were  normal. 

Laboratory:  Buccal  smear  showed  no  Barr  bodies. 
Blood  and  urine  were  normal.  Radiological  examination 
of  skull  and  hips  and  bone  age  were  normal.  Lympho- 
cyte cultures  on  two  separate  occasions  revealed  47 
chromosomes  in  all  cells.  Karyotyping  revealed  two  Y 
chromosomes  and  a sex  chromosomal  pattern  of  XYY. 

Development:  The  boy’s  motor  development  was 
normal.  He  sat  alone  at  six  months,  stood  at  nine  months 
and  walked  at  15  months.  He  said  first  words  at  13 
months  and  spoke  in  sentences  at  two  years. 

At  the  time  of  examination  he  demonstrated  echo- 
lalia  in  speech  pattern.  Psychological  examination  showed 
an  I.  Q.  of  92  on  the  Stanford-Binet,  Form  L-M.  He 
demonstrated  weakness  in  receptive  language  ability 
and  abstract  conceptualization.  He  was  delayed  in  total 
bladder  control  and  tended  to  have  bowel  movements 
in  the  bushes  instead  of  the  toilet. 

Since  the  age  of  three  years,  he  has  shown  aggressive 
behavior  and  has  been  easily  frustrated.  For  the  past  two 
years  (present  age,  five  years),  destructive,  aggressive 
behavior  has  become  increasingly  more  severe.  Recently 
he  crushed  a kitten  to  death  and  has  to  be  watched 
for  fear  of  injuring  his  younger  sister.  He  has  developed 
a habit  of  getting  up  at  night  and  destroying  things 
with  a knife  or  scissors.  The  nursery  school  teacher  has 
continually  complained  about  his  hyperactive  and  ag- 
gressive behavior  toward  his  classmates.  The  boy  has 
been  in  a psychological  therapy  treatment  program  for 
the  past  year  without  a noticeable  change  in  aberrant 
behavior. 


Discussion 

Present  interest  in  the  double  Y syndrome  was 
stimulated  by  the  finding  of  males  with  47  chro- 
mosomes and  an  XYY  karyotype  in  increased 
numbers  in  penal  institutions  among  tho.se  over 
six  feet  tall  who  demonstrated  aggressive  and/or 
antisocial  behavior. ^ The  frequency  among  prison 
inmates  was  too  high  to  be  explained  by  chance 
occurrence  alone.  The  fact  that  this  type  of  sur- 
vey is  based  upon  biased  sampling  has  been  rec- 
ognized; notwithstanding,  there  are  now  many  re- 
ports of  antisocial  and  destructive  behavior  in 
males  having  an  extra  Y chromosome  who  have 
never  been  in  jail.  While  not  all  adult  males  with 
the  extra  Y chromosome  are  over  six  feet  tall  nor 
e.xhibit  antisocial  behavior,  there  is  still  a high 
percentage  who  do  manifest  these  findings.  The 
syndrome  occurs  in  about  3%  of  male  prisoners 
who  are  over  six  feet  tall  and  are  aggressive  but 
is  found  in  only  about  0.2%  of  the  normal  male 
population. 

Little  information  is  available  about  prepuber- 
tal males  with  the  syndrome.  Supposedly  behavi- 
oral symptoms  develop  in  many  patients  about  the 
time  of  puberty.  However,  there  is  also  good  evi- 
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Fig.  1. — Karyotype  on  the  first 


patient  showing  the  extra  Y chromosome  and  an  XA'Y  sex  chromosomal  pattern. 
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dence  that  some  prepubertal  boys  show  aberrant 
beha\’ior.  This  is  well  demonstrated  by  both  of  our 
patients.  Minor  signs  of  abnormal  behavior  were 
detected  by  age  three  in  the  second  patient  and 
overt  aggressive  and  destructive  t^pes  of  behavi- 
or were  present  by  the  time  he  was  five  years  of 
age.  The  first  patient  was  somewhat  different 
insofar  as  he  was  less  destructive  and  had  some 
improvement  in  overall  behavior  as  hearing  and 
speech  problems  were  treated.  Nevertheless,  his 
parents  are  concerned  about  his  aggressive  be- 
havior with  increasing  age. 

If  there  is  relationship  between  antisocial  be- 
havior and  the  extra  Y chromosome,  the  exact 
nature  is  not  understood.  It  has  been  argued  that 
the  antisocial  behavior  manifested  is  only  second- 
ary to  unusual  height  and  other  environment 
e.xperiences.  MTiile  en\'ironment  is  undoubtedly 
pla\ing  a major  role,  the  homogeneity  of  be- 
havioral reactions  demands  an  additional  explana- 
tion to  account  for  the  similarity  of  these  patients’ 
social  response.  All  the  sex  chromosomal  aberra- 
tions manifest,  to  different  degrees,  evidence  of 
centred  ner\  ous  system  changes.  The  changes  may 
be  in  behavior,  mental  abilities  or  evidenced  by 
the  electroencephalogram. 

In  the  double  Y sxmdrome,  the  patients  usual- 
ly have  normal  intelligence  with  only  an  occasion- 
al patient  being  retarded.  No  consistent  changes 
in  the  electroencephalogram  have  been  found. 
In  most  patients,  the  electroencephalogram  is  con- 
sidered normal;  however,  brain  wave  changes  as 
shown  on  the  electroencephalogram  of  the  first 
patient  were  considered  abnormal. 

Two  recent  court  trials  of  males  with  this  s\ti- 
drome  accused  of  murder  accentuate  the  magni- 
tude and  variation  of  the  problems  presented  b}' 
this  SNTidrome.  In  Paris,  France,  the  patient  was 
judged  sane  and  found  guilty  of  murder,  while  in 
Melbourne,  Australia,  the  patient  was  judged  legal- 
ly insane  and  committed  to  an  asylum.  Neither 
decision  answers  the  many  questions  raised  by  this 
t\pe  of  medicolegal  problem.  The  legal  judgments 
were  rendered  on  the  bzisis  of  existing  laws  which 
may  or  may  not  be  applicable  to  an  entirely  new 
t\pe  of  medical  psychological  problem. 

One  of  the  major  questions  that  needs  to  be 
answered  is:  “Can  criminal  behavior  be  predeter- 
mined based  upon  a person’s  genetic  constitution 
or  chromosomal  makeup?”  If  these  individuals 
are  more  likeh’  to  get  into  trouble,  how  can  this 
be  prevented?  \'ery  little  is  known  about  treat- 
ment or  preventive  measures  in  this  sx’ndrome. 
The  problem  facing  the  courts  is:  Should  these 


individuals  be  judged  by  the  same  legal  code  as 
those  who  have  normal  chromosomes  or  others 
who  are  judged  ps^xhiatrically  insane?  If  there  is 
an  element  of  predetermination  of  behavior  in  the 
genetic  makeup  of  these  individuals,  how  does 
this  modify  their  degree  of  guilt?  If  guilt  is  estab- 
lished, what  type  of  incarceration  is  most  appro- 
priate? 

The  immediate  question  raised  by  this  s\m- 
drome  is:  Should  all  criminals  have  a more  inten- 
sive medical  psychiatric  and  genetic  evaluation 
including  chromosomal  studies  in  selected  cases? 

The  question  of  predetermination  of  behavior 
is  not  new.  It  was  prevalent  in  Calvin’s  theology 
and  is  inherent  in  the  concept  of  the  “bad  seed.” 
What  is  new  is  that  there  now  may  be  a way  of 
actually  seeing  and  identifjdng  the  cause  of  the 
aberrant  behavior,  namely,  the  extra  Y chromo- 
some, though  this  cause  is  far  from  established  at 
this  time.  During  the  middle  of  the  19th  century. 
Dr.  Oliver  Wendell  Holmes  wrote  extensively  on 
prenatal  and  early  childhood  influences  on  be- 
havior and  how  these  influences  affect  an  individ- 
ual’s action  as  related  to  moral  and  legal  respon- 
sibility. The  concept  of  congenital  or  inherited  be- 
havior can  also  be  found  in  present-day  novels 
such  as  “The  Naked  Ape.”io  in  addition,  animal 
experiments  suggest  the  possibility  that  changes 
in  the  prenatal  biochemical  environment  may  af- 
fect postnatal  behavior. 

The  answers  to  most  of  the  questions  proposed 
will  be  predicated  upon  first  showing  a direct  or 
indirect  relationship  between  the  aberrant  be- 
havior and  the  extra  Y chromosome.  At  the 
present  time,  the  relationship  is  only  tentative  and 
demands  a great  deal  more  concentrated  study. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re, 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Each  tablet  contains  ethynodiol  diocetate  1 mg.,  mestranol  0.1 


The  new  mother  needs  time . . . 
to  adjust  to  motherhood, 
to  give  her  new  baby  all  the  love 
and  attention  he  requires. 

She  needs  time  for  her  husband . . . 

and  for  herself  as  well . . . 
so  that  she  can  come  to  terms 
with  the  increased  cares 
and  responsibilities  now  facing  her. 
She  needs  time  to  decide 
when  she  will  have  additional  children 
and  how  many  she  will  have. 


Your  prescription  for  Ovulen-21  gives  the  new  mother  time  to 
meet  her  family's  present  needs ...  to  plan  for  her  family's  future. 

She  can  take  Ovulen-21  confidently  and  comfortably  month 
after  month.  Its  dependability  is  enhanced  by  its  simplicity  of 
use.  A woman  needs  little  or  no  time  to  learn  the  simple  Ovulen- 
21  regimen:  three  weeks  on— one  week  off.  And  the  automatic 
record-keeping  of  the  petite,  virtually  "patient-proof"  Ovulen- 
21  Compack®  helps  to  maintain  her  schedule ...  helps  put  time 
an  her  side. 


Discontinue  medication  pending  examination  it  there  is  sudden  partial 
or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal 
vascular  lesions,  medication  should  be  withdrawn. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it 
is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contracep- 
tive regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule 
the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first 
missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


Immediately  post  partum  is  the  time 

It  is  the  time  when  motivation  is  highest— when  a new  mother 
needs  expert  advice  for  the  future,  so  she  can  space  her  chil- 
dren and  limit  her  family. 

It  is  also  the  most  opportune  time,  since  she  is  conveniently 
present  in  the  hospital,  for  her  to  be  given  both  instructions 
and  a prescription. 

Non-nursing  mothers  may  begin  Ovulen-21  immediately  after 
delivery,  on  the  day  of  departure  from  the  hospital  or  at  the 
first  postpartum  visit,  as  desired.  It  is  recommended  that  nurs- 
ing mothers  begin  Ovulen-21  four  weeks  after  delivery. 

A small  fraction  of  the  hormonal  agents  in  oral  contracep- 
tive pills  has  been  identified  in  the  milk  of  mothers  receiving 
these  drugs.  The  long-range  effect  on  the  nursing  infant  cannot 
be  determined  at  this  time. 


Actions— Ovulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland.  Ovulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  lutenizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat 
lower  than  that  of  the  combination  products.  Both  types  provide  almost 
completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimale  animal  species  in  multiples  of  the  human  dose  increases  the 
frequency  of  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
be  neither  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

Indication— Ovulen  is  indicated  for  oral  contraception. 

Contraindications— Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected  carcinoma  of  the 
breast,  known  or  suspected  estrogen-dependent  neoplasia,  and  undiag- 
nosed abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifestations 
of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pul- 
monary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur 
or  be  suspected  the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  in 
G/eat  Britain  and  studies  of  morbidity  in  the  United 
States  have  shown  a statistically  significant  association 
between  thrombophlebitis  and  pulmonary  embolism 
and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'-^  leading  to  this 
conclusion,  and  one*  in  this  country.  The  estimate 
of  the  relative  risk  of  thromboembolism  in  the  study 
by  Vessey  and  DoIR  was  about  sevenfold,  while 
Sartwell  and  associates  in  the  United  States  found 
relative  risk  of  4.4,  meaning  that  the  users  are  sev- 
eral times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The 
American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and 
that  it  was  not  enhanced  by  long-continued  admin- 
istration. The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However, 
the  study  suggested  that  there  might  be  an  increased 
risk  of  thromboembolic  disease  in  users  of  sequential 
products.  This  risk  cannot  be  quantitated,  and  further 
studies  to  confirm  this  finding  are  desirable.  Retrospec- 
tive studies  in  Great  Britain  have  shown  a statistically 
significant  association  between  cerebral  thrombosis  and 
embolism  and  the  use  of  oral  contraceptives. 

This  has  not  been  confirmed  in  the  United  States. 
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Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  includ- 
ing a Papanicolaou  smear  since  estrogens  have  been  known  to  produce 
tumors,  some  of  them  malignant,  in  five  species  of  subprimate  animals. 
Endocrine  and  possibly  liver  function  tests  may  be  affected  by  treatment 
with  Ovulen.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking 
Ovulen,  it  is  recommended  that  they  be  repeated  after  the  drug  has  been 
withdrawn  for  2 months.  Under  the  influence  of  progestogen-estrogen  prep- 
arations preexisting  uterine  fibromyomas  may  increase  in  size.  Because 
these  agents  may  cause  some  degree  of  fluid  retention,  conditions  which 
might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine,  asthrga, 
cardiac  or  renal  dysfunction,  require  careful  observation.  In  breakthrough 
bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  nonfunc- 
tional causes  should  be  borne  in  mind.  In  undiagnosed  bleeding  per 
vaginam  adequate  diagnostic  measures  are  indicated.  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose 
tolerance  has  been  observed  in  a significant  percentage  of  patients  on 
oral  contraceptives.  The  mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  therapy.  The  age  of  the  patient  constitutes  no  absolute  limiting 
factor,  although  treatment  with  Ovulen  may  mask  the  onset  of  the  climac- 
teric. The  pathologist  should  be  advised  of  Ovulen  therapy  when  relevant 
specimens  are  submitted.  Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives 

—A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
thrombophlebitis,  pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a 
relationship  has  been  neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions:  neuro-ocular  lesions,  e g.,  retinal  thrombosis 
and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiv- 
ing oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  breakthrough  bleeding,  spot- 
ting, change  in  menstrual  flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  enlargement 
and  secretion),  change  in  weight  (increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretions,  suppression  of  lactation  when 
given  immediately  post  partum,  cholestatic  jaundice,  migraine,  rash  (al- 
lergic). rise  in  blood  pressure  in  susceptible  individuals  and  mental  de- 
pression. 

Although  the  following  adverse  reactions  have  been  reported  in  users 
of  oral  contraceptives,  an  association  has  been  neither  confirmed  nor 
refuted,  anovulation  post  treatment,  premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis-like  syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  ery- 
thema multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by 
the  use  of  oral  contraceptives:  hepatic  function:  In- 
! creased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin  factors  VII. 
VIII,  IX  and  X;  thyroid  function:  increase  in  PBI  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in 
P uptake  values:  metyrapone  test  and  pregnanediol 
determination. 
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Thera-Combex  H-P* 


This  high-potency  vitamin  C and  B-complex 
combination  starts  where  diet  stops 


Kapseals' 


Each  Kapseal  contains;  ascorbic  acid,  500  mg.;  thiamine 
mononitrate,  25  mg.;  riboflavin,  15  mg.;  pyridoxine  hydro- 
chloride, 10  mg.;  cyanocobalamin,  5 meg.;  niacinamide, 
100  mg.;  d/-panthenoI,  20  mg.;  Taka-Diastase®  (Aspergillus 
oryzae  enzymes),  2V2  gr. 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 
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Adequate  Emergency  Service  to  Increasing  Numbers 

Clyde  M.  Collins,  M.D. 


In  Orlando  last  October,  the  Florida  Medical 
Foundation  and  the  Florida  Division  of  Health,  in 
cooperation  with  the  Florida  Hospital  Association, 
sponsored  a program  entitled  “Modern  Emergency 
Room  ^Management.”  A second  conference  was 
presented  in  Fort  Lauderdale  and,  at  each,  there 
was  good  attendance  representing  those  involved 
in  providing  health  care.  The  programs  were 
planned  and  coordinated  by  the  Committee  on 
Emergency  Medical  Service  of  the  Florida  Medical 
.\ssociation. 

The  participants  commented  on  changes  in 
medical  care  patterns  requiring  the  need  for  new 
systems  of  delivery,  better  utilization  of  paramedi- 
cal personnel,  regionalized  distribution  of  health 
care  facilities  and  additional  categories  of  asso- 
ciates or  assistants.  Transportation  of  the  sick  and 
injured  to  the  hospital  was  outlined  in  detail  with 
cardiac  resuscitation  by  corpsmen  using  mobile 
EKG’s  enroute  and  being  advised  by  radio-tele- 
phone by  a physician  viewing  the  telemetry  moni- 
tor in  the  emergency  room.  Suggested  also  were 
state  surveys  of  emergency  facilities  to  categorize 
and  establish  area  patterns  of  medical  care.  Better 
records,  procedure  manuals,  disaster  plans,  emer- 
gency room  committees  and  cost  accounting  sys- 
tems were  also  advised.  Comprehensive  accident 
analysis  by  trauma  registries  to  facilitate  studies 
on  convalescence  and  rehabilitation  was  discussed, 
and  autopsies  on  all  accident  victims  were  recom- 
mended. 

.Adequate  appraisal  and  advice  or  initial  treat- 
ment must  be  rendered  to  any  ill  or  injured  person 
who  presents  himself  to  the  hospital,  and  with  the 
increasing  appearance  of  non-urgent  patients  at 
the  emergency  room  more  discussion  and  planning 
is  obviously  needed  to  solve  the  dilemma.  For 
an  uninterrupted  course  of  patient  flow,  medical 
triage  appears  mandatory.  Disposition  as  to  time 
of  care  for  each  patient  depends  upon  the  degree 


of  severity  of  his  condition,  giving  priority  to  one 
who  needs  immediate  attention,  a short  wait  for 
those  requiring  less  care  and  referral  of  others  to 
clinics  or  private  offices.  To  the  ubiquitous  ques- 
tion of  the  public,  “What  can  we  do  to  get  a phy- 
sician?” those  advocating  a new  t\q)e  of  deliverv 
of  health  care  were  very  positive  that  they  had  the 
answer.  On  display  at  the  conference  was  the  dis- 
cussion of  this  development  of  full-time  emergency 
room  staffs  by  physicians  who  seek  and  obtain 
special  training  in  dealing  with  trauma  cases,  stay 
abreast  of  advances  in  this  field  and  who  supply 
full-time  around-the-clock  service. 

The  American  College  of  Emergency  Physi- 
cians has  been  established  to  provide  status  for 
anyone  so  desiring  it.  Certainly  those  interested 
in  developing  this  specialty  should  band  together 
realizing  that  in  order  to  have  the  support  of  their 
colleagues  and  continued  acceptance  by  the  public, 
experience,  ability  and  service  should  be  their 
building  stones.  To  obtain  equality  with  and 
acceptance  from  members  of  other  specialties,  all 
of  whose  borders  are  being  traversed,  training 
necessary  for  becoming  proficient  in  the  treatment 
of  trauma  patients  should  be  categorized.  Should 
this  new  specialty  attract  the  cynical,  the  misfit 
or  the  irresponsible  fee  gouger,  or  if  the  field  is 
entered  by  a physician  looking  for  an  easier  life 
with  more  pay,  only  the  public  will  be  the  loser. 
.As  every  year  demands  for  health  care  continue 
to  increase  out  of  all  proportion  to  the  number  of 
new  doctors  becoming  available,  any  new  system 
for  providing  care  should  be  planned  to  increase 
physician  productivity  and  to  carry  its  share  of  the 
patient  load.  To  be  commended  are  those  who  are 
assuming  the  responsibility  of  providing  full-time, 
readily  available,  prompt  professional  medical 
coverage  to  all  who  want  it.  The  growth  in  medi- 
cal technology  has  made  it  impossible  for  one  per- 
son to  confidently  become  familiar  with  all  the 
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disciplines,  but  an  ambulatory  care  program,  de- 
signed to  anticipate  the  medical  needs  of  society, 
achieve  a balanced  growth  of  health  care,  and 
transacted  in  an  ethical  manner  can  only  be  con- 
doned. In  developing  any  new  specialty,  questions 
arise  such  as  “Where  does  legitimate  specialization 
end  and  unwarranted  fragmentation  begin?”  “Are 
new  boundaries  set  as  an  expediency  for  those  be- 
ing rendered  this  service  or  rather  for  those  who 
are  intending  to  render  the  services?”  And  in  the 
pandemonium  of  injured,  sick  and  not-so-sick  pa- 
tients, those  looking  for  their  own  physician,  and 
patients  who  have  no  doctor,  how  does  the  phy- 
sician, w'orking  with  personnel  employed  by  the 
organization  operating  the  emergency  room,  main- 
tain his  own  independence? 

.Advances  in  the  care  of  patients  will  continue 
as  we  physicians  continue  to  look  for  answers  we 
do  not  have  and  search  for  better  methods  than 
the  ones  we  are  now  using.  Whether  this  proposed 
system  using  hospital-based  physicians  is  a better 
way  remains  to  be  seen.  Yet  somehow,  while  ad- 
justing to  the  temper  of  the  times,  we  must  see 
that  quality  health  care  is  available  to  all  citizens 
at  the  time  that  they  require  it.  Needing  the 
talents  of  all  our  members,  we  can  ill  afford  to  do 
other  than  welcome  this  new  specialty  as  a provi- 
sional member  of  the  health  team.  Here’s  wishing 
Godspeed  in  becoming  a mature,  responsible  fellow- 
worker. 


From  the  Editor 

Franz  Stewart 

An  Old  Man 

He  w-as  a small  man  but  he  could  hike  faster 
and  farther  than  the  rest  of  us.  More  important, 
he  would  spot  each  apple  tree  along  the  way  and 
he  would  tell  us  about  the  migrating  birds  he  saw. 
He  introduced  us  to  a farmhouse  and  the  real 
pleasure  of  healthy  fatigue  placated  by  a cup  of 
hot  tea  and  milk. 

-At  age  70,  he  grew  a long  beard,  signed  aboard 
a merchant  marine  vessel  as  a first  aid  man  and 
served  two  years  on  the  Murmansk  run  during 
World  War  II.  Nazi  torpedoes  shot  three  ships 
from  under  him.  He  retired,  became  blind,  and 
finished  his  days  in  South  Georgia. 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex. 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  .All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
.Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
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review 


Familiar  Medical  Quotations  edited  by  Maurice  B. 
Strauss,  M.D.  Pp.  968.  Price  SIS.OO.  Boston,  Little, 
Brown  and  Companj-,  1968. 

One’s  enjoyment  of  a medical  convention  ac- 
crues in  no  small  part  from  the  social  events 
thereupon  attendant.  Among  the  most  crowded 
and  carefree  is  the  drug  company’s  cocktail  party 
where  one  bumps,  literally,  into  long-lost  friends. 
In  this  motley  gathering  a colleague  with  an 
aphorism  to  offer,  a carefully  polished  bon  mot  to 
throw  away,  an  anecdote  to  retail,  or  a moral  to 
point  will  find  an  appreciative,  more-or-less  learn- 
ed, circle  of  listeners.  Communications,  however, 
are  sorely  hampered  by  the  high  noise-to-signal 
ratio  which  prevails  in  such  an  ambient.  As  a re- 
sult the  quoteworthy  utterance  is  often  drowned 
in  a sea  of  commonplaces  and  the  rare  nugget  of 
wisdom  lost  in  a drossheap. 

Collectors  of  pearls  will  rejoice,  therefore,  to 
find  that  Dr.  IMaurice  B.  Strauss,  associate  dean 
and  professor  of  medicine  at  Tufts  University 
School  of  Medicine,  has  diligently  culled  the  wit 
and  wisdom  of  the  ages  for  a compendium  of 
medical  quotations  and,  as  it  were,  invited  the 
reader  to  the  most  select  soiree  that  never  was.  To 
be  sure  there  are  no  free  drinks  but,  b\-  the  same 
token,  no  loud-mouthed  and  witless  guests  are 
permitted  to  lower  the  tone  of  this  thoroughly 
screened  gathering. 

Old  friends  abound;  Hippocrates,  Galen,  Osier, 
Thomas  Jefferson  and  George  Bernard  Shaw,  for 
instance,  are  in  full  spate  and  top  form.  On  the 
other  hand,  a guest  list  of  over  1,500  must  inevi- 
tably contain  strangers.  Precisely  how  “familiar” 
these  “medical  quotations”  are  will  be  a gauge  of 
the  reader’s  erudition.  He  who  recognizes  no  one 
is  advised  to  eschew  this  work  as  it  is  not  for  him. 

Xot  every  contributor  has  earned  renown  by 
winning  a Xobel  prize  or  by  giving  his  name  to  a 
s\Tidrome  or  a sign.  Xonetheless  he  has  been  put 
into  Familiar  IMedical  Quotations  along  with  the 
great  and  near  great,  perhaps  on  the  strength  of 
a single  inspired  utterance  duly  recorded  and  now 
deemed  worthy  of  being  a familiar  medical  quota- 
tion and  so  dubbed  by  Dr.  Strauss  who  has  been 
collecting  and  compiling  for  some  25  years.  Fur- 


thermore, Dr.  Strauss  is  allied  with  the  best  of  all 
possible  publishers  for  a book  of  this  kind.  For 
over  100  years  the  venerable  firm  of  Little,  Brown 
and  Company  has  been  publishing  Bartlett’s  Fa- 
miliar Quotations,  which  is  apparently  here  to 
sta^^  Its  perennial  popularity  augurs  well  for  the 
new  book  even  though  the  latter,  presumably 
written  chiefly  for  doctors,  is  unlikely  to  be  sold 
in  the  same  enormous  numbers  as  “Bartlett’s.” 

The  format  of  Familiar  IMedical  Quotations  is 
slightly  different  from  that  of  Bartlett’s,  quota- 
tions being  arranged  in  categories  as  well  as  chron- 
ologically bt'  author.  The  exhaustive  index  of  key 
words,  however,  retains  Bartlett’s  method,  thanks 
to  which  a reader  who  possesses  but  the  most 
rudimentary  and  mangled  fragment  of  a dimly  re- 
called quotation  can  usually  track  down  the  origi- 
nal. For  the  true  addict  this  can  be  an  exciting 
and  satishing  experience. 

Happily  the  list  of  contributors  is  not  confined 
to  members  of  the  medical  profession.  Philoso- 
phers, scientists,  men-of-letters,  statesmen,  sol- 
diers, and  the  clerg\'  are  represented.  This  obvi- 
ates any  danger  of  uniformity  of  opinion  or  nar- 
rowness of  viewpoint.  The  oldest  speaker  is  the 
Yellow  Emperor  from  2600  B.C.  (Without  imply- 
ing any  disrespect  I must  say  I found  him  rather 
garrulous).  Among  the  newest  is  Francis  Crick 
who  shared  a Xobel  prize  in  1962  for  unravelling 
The  Double  Helix.  IModern  contributors  are  in 
the  minority,  however.  Perhaps  the  turning  of  a 
pretty  phrase  is  becoming  a lost  art  in  these  tech- 
nological times. 

Familiar  Medical  Quotations  is  a browser’s 
delight,  and  would  make  an  excellent  bedside  book 
did  it  not  weigh  just  over  three  and  one-half 
pounds.  IMore  practical!}',  here  is  an  excellent 
reference  book  for  the  doctor  who  wishes  to  em- 
bellish his  opus  with  an  apposite  quotation.  It 
would  make  an  ideal  gift  for  the  thoughtful  medi- 
cal student,  giving  him  a long  view  of  his  chosen 
profession  seen  from  both  within  and  without. 

CoLix  Kendall,  M.D. 

Temple  Terrace 
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Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


1970-1971  Drugs  of  Choice  edited  by  Walter  Modell, 
M.D.  Pp.  924.  Price  $20.50.  St.  Louis,  The  C.  V.  Mosby 
Company,  1970. 

Surgical  Pathology  by  Lauren  V.  Ackerman,  M.D.  and 
Harvey  R.  Butcher  Jr.,  M.D.  Pp.  1140.  4th  Ed.  1,268 
illustrations.  Price  $27.50.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 

Infection  Control  in  the  Hospital  by  American  Hos- 
pital Association.  Pp.  140.  Price  $3.75.  Chicago,  .Ameri- 
can Hospital  Association,  1968. 

A Manual  of  Simple  Burial  by  Ernest  Morgan.  Pp. 
64.  Price  $1.00.  Burnsville,  N.C.,  The  Celo  Press,  1968. 

Drugs  on  the  College  Campus  by  Helen  H.  Nowlis, 
Ph.D.  Pp.  144.  Price  $.95.  New  York,  Doubleday  & Co., 
Inc.,  1969. 


S^toYlda 

STledicaiP 


Heredity,  Disease  and  Man:  Genetics  in  Medicine 

by  Alan  E.  H.  Emery.  M.D.  Pp.  247.  Illustrated.  Price 
$6.95.  Los  .Angeles,  University  of  California  Press,  1968. 


Practical  Automation  for  the  Clinical  Laboratory 

by  Wilma  L.  White,  B..A.,  Marilyn  M.  Erickson,  B.S.  and 
Sue  C.  Stevens,  B..A.,  Ph  D.  Pp.  401.  242  illustrations. 
Price  $14.50.  St.  Louis,  The  C.  V.  Mosby  Co.,  1968. 


The  Care  of  the  Geriatric  Patient  edited  by  E.  \’. 
Cowdry,  Ph.D.,  Sc.D.  Pp.  430.  19  illustrations.  Price 

$15.75.  St.  Louis,  The  C.  V.  Mosby  Co.,  1968 


Alcohol  and  the  Impaired  Driver  by  the  .AM.A 
Committee  on  Medicolegal  Problems  and  Subcommittee  on 
Chemical  Tests  for  Intoxication.  Pp.  234.  Illustrated. 
Price  $2.00.  Chicago,  American  Medical  Association,  1969. 

Physiology  of  the  Gastrointestinal  Tract  by  E. 

Clinton  Texter  Jr.,  M.D.,  Ching-Chung  Chou,  M.D., 
Higino  C.  Laureta,  M.D.,  and  Gaston  R.  Vantrappen, 
M.D.  Pp.  262.  106  illustrations.  Price  $10.75.  St.  Louis, 
The  C.  V.  Mosby  Company,  1968. 


Appraisal  of  Current  Concepts  in  Anesthesiology 

(Vol.  4)  by  John  Adriani,  M.D.  Pp.  464.  Price  $12.00. 
St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


Internal  Medicine  Based  on  Mechanisms  of  Dis- 
ease edited  by  Peter  J.  Talso,  A.B.,  M.D.,  F.A.C.P., 
F.A.C.C.  and  Alexander  P.  Remenchik,  B.S.,  M.D., 
F.A.C.P.  Pp.  797.  164  illustrations.  Price  $17.50.  St. 

Louis,  The  C.  V.  Mosby  Company,  1968. 


How  to  Live  With  Hypoglycemia  by  Charles  Weller, 
M.D.  and  Brian  Richard  Boylan.  Pp.  130.  Price  $4.50. 
Garden  City,  N.Y.,  Doubleday  & Company,  Inc.,  1968. 


Spare-Part  Surgery,  The  Surgical  Practice  of  the 
Future  by  Donald  Longmore,  M.D.,  edited  and  illus- 
trated by  M.  Ross-MacDonald.  Pp.  192.  Illustrated.  Price 
$5.95.  Garden  City,  N.Y.,  Doubleday  & Company,  Inc., 
1968. 


Medical  Pharmacology  by  Andres  Goth,  M.D.  Pp. 
749.  4th  ed.  Illustrated.  Price  $13.50.  St.  Louis,  The  C. 
V.  Mosby  Company,  1968. 


Synopsis  of  Pathology  by  W.  A.  D.  Anderson,  M.D. 
and  Thomas  M.  Scotti,  M.D.  Pp.  957.  7th  Ed.  408  il- 
lustrations. Price  $10.50.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


Atlas  of  Ear  Surgery  by  William  H.  Saunders,  M.D. 
and  Michael  M.  Paparella,  M.D.  Pp.  363.  163  illustra- 
tions. Price  $27.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1968. 


Paediatric  Cardiology  Edited  by  Hamish  Watson, 
M.D.  Pp.  996.  Illustrated.  Price  $36.50.  St.  Louis,  The 
C.  V.  Mosby  Company,  1968. 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  1 2 rolls. 


■ I ' ARCH  LABORATORIES 

ij  J\  U 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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Professional  Liability  Insurance 

Henry  J.  Babers  Jr.,  ^I.D. 
President,  Florida  Medical  .Association 


Professional  liability  insurance  rates  have  increased  so 
much  recently  that  many  guestio7is  have  rightfully  come 
up  for  discussions  and  letters  of  inquiry  have  been  direct- 
ed to  the  President  of  the  Florida  Medical  Association  in 
this  regard.  Here  is  a special  message  from  the  President. 
—Ed. 


On  a national  basis  the  outlook  for  profession- 
al liability  insurance  continues  generalh-  unfavor- 
able. Alore  and  more  insurance  companies  are 
either  withdrawing  from  this  field  or  curtailing 
their  writing  of  this  insurance. 

During  1969  rate  increases  were  made  in  a 
number  of  states.  An  increase  of  110^^  was  made 
in  a 12-county  area  of  California  involving  11,000 
doctors.  The  cost  in  Utah  for  a general  surgeon 
increased  from  S294  in  1968  to  53,910  in  1969. 

For  the  doctor  with  a claims  history  in  Cali- 
fornia. deductibles  of  from  51,000  to  55,000  with 
premium  increases  1J4  to  4 times  the  normal 
premium  have  been  applied.  In  Xew  York  State, 
premiums  for  such  “risks”  have  been  increased 
in  specific  instances  3 to  5 times  the  normal 
premium.  Some  doctors  are  reported  to  be  pa\ing 
510,000  or  more  annually  for  their  professional 
liability  insurance. 

Florida  has  not  escaped  drastic  premium  in- 
creases. As  of  Dec.  17,  1969,  National  Bureau  of 
Casualty  Underwriters  companies  that  continue  to 
write  this  insurance  have  increased  premiums. 
Hardest  hit  is  Broward  County,  now  classified 
with  Dade  County,  where  the  premium  for  physi- 
cians has  almost  doubled  and  that  for  surgeon 
specialists  almost  quadrupled  as  a result  of  the  re- 
classification coupled  with  the  rate  increase.  Pre- 
miums for  Dade  County  and  the  remainder  of  the 
state  have  been  increased  by  approximateh'  IS^/c 
for  physicians  and  approximately  120fc  for  sur- 
geon specialists. 


Florida  is  classed  by  the  insurance  industry, 
along  with  California  and  Xew  York,  tis  a problem 
state.  Of  the  11  largest  professional  liability  ver- 
dicts and  judgments  for  the  entire  nation  over 
the  past  ten  years,  two  were  in  Florida. 

The  Employers’  Fire  Insurance  Company, 
which  writes  the  FAIA-sponsored  program,  has 
generally  lagged  behind  Bureau  companies  in  in- 
creasing premiums.  This  is  clearly  shown  in  the 
premium  history  of  this  program  which  is  included 
in  “Statistical  Data.”  In  keeping  with  this  prac- 
tice, the  increase  for  members  renewed  as  of  Jan. 
1,  1970  is  limited  to  the  elimination  of  a discount 
of  about  19fc  heretofore  applied. 

The  loss  experience  of  the  Employers’  Eire 
Insurance  Company  in  the  program  has  been  most 
unsatisfactory.  The  “Statistical  Data”  shows  a 
loss  ratio  of  135^c  for  the  years  1962  through 
1965  with  a distinct  possibility  of  a rise  in  this 
figure  due  to  possible  claims  yet  unreported.  Fur- 
thermore, should  the  company  cease  writing  this 
insurance  the  “wash-out”  of  losses  yet  to  come 
would  produce  a financial  loss  to  the  company 
estimated  as  considerably  in  excess  of  51  million. 

The  insurance  firm  advised  the  FM.A  of  the 
absolute  necessity  to  further  increase  new  Bureau 
premiums,  less  a lO^c  discount,  of  all  new  insureds 
coming  into  this  program  after  Jan.  1,  1970.  The 
same  increase  will  presumably  apply  to  all  Jan.  1, 
1971  renewal  policies. 

The  net  effect  of  these  changes  for  FMA  mem- 
bers who  were  insured  in  this  program  in  1969  is: 
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Statistical  Data 

Professional  Liability  Insurance 
Florida  Physicians  and  Surgeons 
Employers’  Fire  Insurance  Co. 


January  30,  1970 


I LOSS  HISTORY— As  of  Aug.  1,  1969 

Policy  Years 

1962  thru  1967 

1968 

1969 

Reser  ve-U  n reported ) 
Losses-Minimum) 

Basis-See  Notes) 


Cumulative 
Losses  Incurred 
$1,598,080 
264,878 
49,797 


1,349,248 


.Ml-time  Total 


$3,262,003 


Incurred  Losses  as 
% OF  Earned  Premium 
135% 

Not  credible 

>>  ii 


96% 


II  PREMIUM  HISTORY— For  limits  of  liability  of  $10o,000/$300,000 


PHYSICIANS 

Dade 

County 

Broward 

County 

Remainder 

OF  State 

No  Surgery 

Premium 

Discount* 

Premium 

Discount* 

Premium  Discount* 

1962  thru  1965 

$ 98.88 

15% 

$ 98.88 

15% 

$ 98.88 

15% 

1966  and  1967 

103.00 

10% 

103.00 

10% 

103.00 

10% 

1968 

130.00 

9% 

130.00 

9% 

130.00 

None 

1969 

241.00 

15% 

136.00 

19% 

136.00 

19% 

1970 

285.00 

42% 

168.00 

65% 

168.00 

43% 

1971 — Anticipated# 

446.00 

10% 

446.00 

10% 

263.00 

10% 

PHYSICLANS 
Minor  Surgery 
1962  thru  1965 

$ 98.88 

15% 

$ 98.88 

15% 

$ 98.88 

15% 

1966  and  1967 

127.72 

10% 

127.72 

10% 

127.72 

10% 

1968 

161.00 

35% 

161.00 

21% 

161.00 

21% 

1969 

423.00 

15% 

238.00 

19% 

238.00 

19% 

1970 

500.00 

42% 

295.00 

66% 

295.00 

43% 

1971 — -Anticipated  # 

777.00 

10% 

777.00 

10% 

463.00 

10% 

SURGEONS 
Class  3** 


1962  thru  1965 

$234.84 

15% 

$234.84 

15% 

$234.84 

15% 

1966  and  1967 

245.14 

10% 

245.14 

10% 

245.14 

10% 

1968 

307.00 

28% 

307.00 

12% 

307.00 

12% 

1969 

722.00 

16% 

408.00 

19% 

408.00 

19% 

1970 

855.00 

54% 

505.00 

73% 

505.00 

55% 

197 1 — .Anticipated  # 

1686.00 

10% 

1686.00 

10% 

1002.00 

10% 

SURGEONS 
Class  4** 

1962  thru  1965 

$234.84 

15% 

$234.84 

15% 

$234.84 

15% 

1966  and  1967 

366.68 

10% 

366.68 

10% 

366.68 

10% 

1968 

459.00 

19% 

459.00 

2% 

459.00 

2% 

1969 

962.00 

16% 

544.00 

19% 

544.00 

19% 

1970 

1140.00 

54% 

673.00 

73% 

673.00 

55% 

1971 — .Anticipated# 

2245.00 

10% 

2245.00 

10% 

1334.00 

10% 

SURGEONS 
Class  5** 

1962  thru  1965 

$234.84 

15% 

$234.84 

15% 

$234.84 

15% 

1966  and  1967 

366.68 

10% 

366.68 

10% 

366.68 

10% 

1968 

459.00 

35% 

459.00 

22% 

459.00 

22% 

1969 

1203.00 

16% 

678.00 

19% 

678.00 

19% 

1970 

1425.00 

54% 

842.00 

73% 

842.00 

55% 

1971 — .Anticipated# 

2809.00 

10% 

2809.00 

10% 

1667.00 

10% 

*The  discount  percentages  shown  are  off  the  regular  Bureau  rates  applying  throughout  the  year  shown.  These  figures  do  not  in- 
clude a further  discount  for  Partnerships  and  Professional  Associations  arising  from  the  practice  of  not  applying  a 20%  extra 
charge  for  the  partnership  exposure. 

# For  Partnerships  and  Professional  Associations  a 20%  increase  over  the  premium  shown  is  anticipated. 

*^*'The  surgeon  classes  shown  are  identified  as  follows: 

Class  3 — Composed  of  Cardiologists  (including  catheterization,  hut  not  including  cardiac  surgery).  Ophthalmologists,  Proctol- 
^ists,  and  General  Practitioners  who  perform  major  surgery. 

Class  4 — CSimposed  of  General  Surgeons  (specialists  in  surgery),  Cardiac  Surgeons,  Otolaryngologists  (no  plastic  surgery). 
Thoracic  Surgeons,  Urologists,  and  Vascular  Surgeons. 

Class  5 — Composed  of  Anesthesiologists,  Neurosurgeons,  Obstetricians,  Gynecologists,  Orthopedists,  Otolaryngologists  (plastic  sur- 
gery), and  Plastic  Surgeons. 
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Xote:  1.  The  reserve  for  unreported  losses  is  based  upon  the  extensive  lag  in  development 

of  claims  under  this  insurance.  For  a given  policy  year  the  claims  are  received  in 
accordance  with  the  following  general  schedule: 

First  year  in  force  — 6%  of  claims 

First  year  after  expiration  — 48%  ” ” 

Second  year  after  expiration  — 80%  ” ” 

Third  year  after  expiration  — 85%  ” ” 

Fourth  year  after  expiration  — 95%  ” ” 

Next  five  years  — 5%  additional 

2.  The  reserve  figure  shown  is  described  as  minimum  because  it  does  not  contem- 
plate the  effect  of  inflation  or  a possible  “shock”  loss  over  the  period  of  exposure. 


(1)  A relatively  modest  increase  of  23%  in  pre- 
mium as  of  Jan.  1,  1970;  (2)  A one-year  mora- 
torium until  Jan.  1,  1971  tvhen  an  increase  com- 
parable to  the  Bureau  companies  is  anticipated. 

There  appears  to  be  no  alternative  to  accept- 
ance of  this  situation.  It  is  our  considered  opinion 
that  a high  percentage  of  our  members  might  be 
confronted  with  a problem  more  severe  than  that 
of  premium  cost  were  it  not  for  a far-sighted  Com- 
mittee on  Medical  Economics  which  visualized  and 
anticipated  the  current  problems  of  professional 
liability  insurance  15  years  ago.  Then  efforts  were 
commenced  to  establish  an  FiMA-sponsored  pro- 
gram of  liability  insurance.  Even  in  those  better 
days  for  the  insurance  industry  it  was  not  until 
1961  that  a start  was  made.  The  program  today 
generally  supplies  the  benefits  originally  sought 
by  those  members  who  initiated  the  establishment 
of  this  program. 


Aside  from  other  benefits,  there  has  been  a 
consistent  cost  advantage  to  our  membership  as 
compared  to  Bureau  companies.  A careful  study 
of  the  premium  history  section  of  the  “Statistical 
Data”  will  show  the  various  and  often  substantial 
discounts  obtained  by  our  members  as  compared 
to  Bureau  premiums.  To  these  discounts,  Partner- 
ships and  Professional  Associations  can  add  an 
additional  20% — the  Bureau  partnership  sur- 
charge which  has  not  heretofore  been  applied  by 
the  Employers’  Fire  Insurance  Company. 

Your  Association  is  currently  involved  in  legis- 
lative and  other  activity  pointed  toward  the  vital 
problem  of  claims  control.  These  efforts  will  hope- 
fully dampen  if  not  control  the  steadily  rising  cost 
of  this  insurance. 

^ Dr.  Babers,  903  Southwest  4th  Avenue,  Gaines- 
ville 32601. 


Doctor  Subsidy  of  Florida  Medicaid? 

J.AMES  T.  Cook,  i\I.D. 

T/ie  following  article  was  published  in  the  Winter  1970, 

Vol.  20,  Xo.  1 issue  of  Florida  Family  Physician. — Ed. 


Recently  most  of  us  received  a questionnaire 
from  the  Florida  Division  of  Family  Services — 
not  the  FM.A. — asking  in  what  way,  if  at  all,  we 
are  willing  to  cooperate  with  IMedicaid,  Title  XIX, 
beginning  January  1,  1970.  Although  this  ques- 
tionnaire has  now  been  tabulated,  I think  a few 
comments  are  still  proper.  I feel  that  I am  free 
to  speak  as  an  individual,  not  as  an  officer  of  the 
FMA.  The  F^I.\  House  of  Delegates  has  taken 
one  stand  on  this  matter,  i.e.,  we  shall  have  only 
one  fee  schedule,  and  that  is  the  usual  and  cus- 
tomary fee.  The  Board  of  Governors  has  not  seen 
fit  to  amplify  this  stand;  certainly  the  Board 
could  not  change  it. 

Estimates  are  that  the  legislative  bill  imple- 
menting Title  XIX  allows  $800,000  for  medical 


services  out  of  an  estimated  need  of  about  2^4 
million.  Now  we  may  disagree  sometimes  with  our 
legislators,  but  not  many  of  them  are  stupid.  They 
knew  that  the  funds  were  grossly  inadequate.  Fur- 
thermore, they  carefully  wrote  into  the  bill  a pro- 
vision that  no  other  state  funds  could  be  trans- 
ferred to  this  use. 

Also,  they  knew  that  the  Social  Security  .Ad- 
ministration would  not  approve  Florida’s  imple- 
menting bill  for  Title  XIX  unless  the  Social  Secu- 
rity .Administration  could  be  assured  that  the 
funds  covering  medical  services  would  suffice  to 
take  care  of  these  people  for  si.x  months. 

The  legislature  knew  that  the  funds  were  in- 
adequate; it  made  certain  no  funds  could  be  trans- 
ferred; they  knew  that  the  Social  Security  .Ad- 
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ministration  would  not  approve  unless  the  doctors 
would  accept  the  inadequate  fees — which  our 
House  of  Delegates  had  made  clear  we  would  not 
do.  If  Florida’s  IMedicaid  bill  is  not  approved  by 
I the  Social  Security  Administration  it  will  cost  the 
1 state  millions  in  matching  funds. 

! The  Florida  Division  of  Family  Services  (the 
I old  Welfare  Department,  sort  of)  is  in  a real  bind. 

' They  feel  they  must  make  this  work — they  have 
been  told  to  make  it  work  in  spite  of  inadequate 
funds.  So  they  have  to  ask  the  doctors  to  submit 
to  either  appro.ximately  one  fourth  their  usual 
fees,  or  to  charge  their  usual  fees  and  then  work 
for  nothing  three  fourths  of  their  time  after  the 
funds  are  used  up.  We  all  saw  this  coming;  I’m 
sure  the  legislature  realized  it  also. 

What  if  we  allow  them  to  pay  us  one  fourth 
our  usual  fee?  Probably  the  funds  would  be 
adequate.  But  we  would  have  established  the  pre- 
cedent that  our  fees  are  at  the  whim  of  legislative 
appropriation.  I find  it  hard  to  believe  that  the 
legislature  would  ever  correct  the  inadequacies — 
they  knew  from  the  beginning  that  it  wasn’t 
enough — it  isn’t  as  if  they  were  completely  in 
the  dark  about  how  much  money  to  allot  to  this. 

Well,  if  we  don’t  wish  our  fees  to  be  subject 
to  the  friendliness  of  each  legislature,  what  about 
this  once — for  six  months — we  just  care  for  these 
people  free  (which  mostly  we  do  already)?  After 
the  funds  are  used  up,  we  work  for  nothing.  Fine, 
except  for  two  things;  the  Social  Security  Admin- 
istration won’t  accept  this  unless  we  contract  to 
do  so.  Second,  once  we  accept  these  people  in  our 
offices,  they  are  our  patients  and  you  can’t  move 
them  back  to  the  outpatient  clinics  without  a 
good  deal  of  rigamarole  to  avoid  charges  of  pa- 
tient desertion. 

They  tell  me  that  our  road  program  is  far 
behind;  no  one  has  suggested  that  the  contractors 
work  for  one  fourth  fee  so  that  we  can  catch  up. 

We  hear  that  our  educational  program  needs 
just  lots  more  money;  no  one  has  suggested  that 
the  builders  and  teachers  should  work  for  one 
fourth  fee  so  we  can  catch  up. 

Medicaid  might  work.  It  has  a lot  of  good 
points.  But,  if  it  doesn’t,  they’re  trying,  I think, 
to  make  the  doctors  the  “fall  guys.”  Many  of  us 
foresaw  this.  There  is  only  one  reasonable  and 
decent  solution  to  this  problem.  Either  at  this 
or  a subsequent  special  legislative  session  our 
state  must  ante  up  the  necessary  funds.  There 
is  absolutely  no  reason  for  the  doctors  to  subsi- 
dize this — or  any  other  program — more  than  do 
any  other  citizens. 

► Dr.  Cook,  P.O.  Box  860,  Marianna  32446. 


YOUR  PATRONAGE 
HAS  MADE  OUR  GROWTH  POSSIBLE 

Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

4111  Carmichael  Ave.  32207 
(904)  359-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 


St.  Petersburg  call  862-0332  direct  line 
to  Tampa  office 

Clearwater  call  446-0487  direct  line 
to  Tampa  office 
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PM  FLORIDA 


233  Fourth  Ave,  N.E. 
St.  Petersburg,  Fla.  33701 
Phone  898-5074 


1855  Hillview  Street 
Sarasota,  Florida 
Sarasota  Phone  958-4493 
4771  Bilmark 
Ft.  Myers,  Florida 
Ft.  Myers  Phone  936-3162 
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Miami,  Florida  33125 
Dade  Phone  751-2101 
Broward  Phone  523-0286 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 
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for  the  debilitated 
geriatric  patient 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 
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A Medical  Safari  to  Africa 

Richard  H.  Schulz,  M.D.  and  Sarah  ]\I.  Schulz,  ]\I.D. 


In  early  March  1969  my  wife.  Dr.  Sarah 
Schulz,  our  oldest  daughter  and  I left  Marianna 
for  New  York  City  on  the  first  leg  of  our  trip  to 
■Africa.  Before  leaving  passports  had  been  obtain- 
ed from  the  Miami  Immigration  Office  with  forms 
provided  by  our  local  County  Clerk’s  office.  This 
wcis  one  of  the  simpler  procedures  of  the  whole 
trip.  Obtaining  visas  for  various  countries  was 
more  complicated  and  time-consuming.  When 
traveling  abroad,  it  is  always  wise  to  carry  about 
a dozen  passport-size  photographs  since  many 
smaller  countries  require  several  for  visa  permits. 

To  enter  South  Africa  the  only  immunization 
required  is  smallpox.  Since  we  were  also  going 
to  the  Ivory  Coast,  yellow  fever  vaccination  was 
necessary.  After  much  difficulty,  we  finally  re- 
ceived this  vaccine  in  a small  hospital  in  Salisbury, 
Rhodesia. 

Leaving  New  York  we  flew  to  Dakar,  Senegal, 
in  West  Africa.  This  was  an  eight-hour  flight,  yet 
only  half  way  to  our  final  destination,  Salisbury, 
Rhodesia.  From  Dakar  to  Johannesburg  was  an 
all  day  trip;  the  plane  stopped  at  numerous  small 
capital  cities.  At  each  one  we  were  advised  that 
we  would  be  allowed  to  leave  the  plane  for  ap- 
proximately an  hour;  however,  residents  of  South 
Africa  had  to  remain  aboard.  Since  the  weather 
was  quite  hot  and  the  plane  on  the  ground  like  an 
oven,  not  being  a South  African  on  this  particular 
journey  was  gratifying.  South  Africans  are  univer- 
sally disliked  throughout  most  of  the  continent. 
South  African  planes  flying  from  Johannesburg  to 
New  York  or  England  must  follow  a route  over 
the  ocean. 

Adventure  in  Rhodesia 

The  first  month  was  spent  in  Rhodesia,  a 
country  of  250,000  Europeans  and  million 
Africans.  It  is  largely  agricultural,  growing  corn, 


peanuts,  tobacco,  citrus  and  cotton.  The  govern- 
ment is  attempting  to  establish  a tea  and  coffee 
industry.  Gasoline  is  rationed  but  any  amount  can 
be  bought  for  a small  increase  in  price.  Since  it 
costs  approximately  90  cents  per  gallon,  one  sees 
few  .American  cars.  Smaller  automobiles  with  eco- 
nomical motors  are  the  principal  means  of  trans- 
portation in  the  cities  while  the  Land  Rover  and 
\ olkswagen  bus  are  used  more  in  the  bush. 

•After  traveling  three  days,  we  arrived  at  a 
small  mission  hospital  called  Chikore  in  the  south- 
eastern portion  of  Rhodesia.  The  nearest  city, 
Chipinga,  is  small  and  about  15  miles  distant.  The 
hospital  is  sponsored  by  United  Church  Board  for 
World  Ministeries  with  home  offices  in  New  York 
City.  My  cousin  has  been  the  attending  physician 
for  the  past  ten  years.  Chikore  Hospital  is  a small 
brick  structure  with  electricity  provided  only  dur- 
ing the  evening  hours.  It  has  35  beds  and  an  aver- 
age census  of  70  patients.  This  means  several 
patients  in  or  under  each  bed.  Many  sleep  on  the 
floor  and  out  under  the  trees. 

When  a patient  comes  to  the  hospital,  he 
brings  members  of  his  family  with  all  their  cook- 
ing utensils.  All  cooking  is  done  behind  the  hos- 
pital in  a small  thatched  hut.  Patients  pay  an 
average  of  about  35  cents  a day  for  hospitalization 
and  medicines  are  extra.  Major  surgery  costs  ap- 
proximately $6.  An  obstetrical  delivery  is  $3.  The 
collection  rate  is  in  the  neighborhood  of  80%  to 
90%.  The  hospital  serves  a large  area  of  African 
natives  of  the  Shona  tribe.  \’ery  little  English  is 
spoken;  however,  at  the  mission  school  students 
are  taught  English — with  a British  accent. 

The  native  diet  consists  largely  of  corn,  roots, 
pumpkin  leaves,  guava,  avocado,  mango,  bananas 
and  occasionally  meat.  Since  corn  grows  easily 
in  the  fertile  soil,  a lot  of  it  is  eaten.  The  corn  is 
dried  and  ground  into  a powder,  then  cooked  into 
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one  big  thick  glob  called  “sadsa.”  Huge  amounts 
are  eaten  at  every  meal;  in  fact,  the  meal  seems 
incomplete  without  it.  Balls  of  sadsa  are  dipped  in 
hot  sauce,  plopped  into  the  mouth  and  apparently 
swallowed  without  chewing. 

Diseases  Encountered 

Probably  the  most  interesting  disease  we  en- 
countered was  kwashiorkor*  in  children. 


Family  members  accompany  the  patient  to  the  hospital 
and  carry  on  their  housekeeping  in  a small  thatched  hut 
behind  the  hospital.  Note  baby  in  the  sling  on  the 
mother’s  back  who  is  doing  the  cooking. 


The  typical  family  meal  consists  of  sadsa  and  pumpkin 
leaves.  Sadsa  is  dried  corn  ground  into  a powder  and 
cooked  to  a thick  consistency.  Huge  amounts  are  eaten 
at  every  meal. 

*In  the  African  dialect,  “the  neglected  child.” 


When  an  infant  is  born,  there  is  a great  cele- 
bration in  the  family.  A goat  is  killed  and  the 
skin  used  to  make  a sling  in  which  the  baby  is 
carried  on  the  mother’s  back.  The  baby  feels  her 
warmth  and  movements  and  throughout  Africa  one 
is  immediately  impressed  by  the  happiness  and 
contentment  of  these  infants.  This  leaves  the 
mother’s  hands  free  for  long  hours  of  hard  work. 
During  the  first  year  the  baby  nurses  from  his 
mother’s  breasts  and  has  an  ample  diet  of  protein. 
At  the  birth  of  another  baby,  he  is  immediately 
weaned  and  left  more  or  less  to  shift  for  himself. 
His  diet  changes  abruptly  to  one  of  corn  and 
little  protein.  After  several  years  the  child  be- 
comes edematous,  fretful,  his  hair  turns  yellow 
and  his  skin  shows  lack  of  \dtamins  A and  B. 
The  child  becomes  very  anemic  and  his  stomach 
bloated.  Treatment  for  kwashiorkor  is  prolonged 
and  consists  of  a high  protein  diet  containing 
skimmed  milk  with  lactic  acid.  \'itamins  and  iron 
also  are  given  as  well  as  treatment  for  the  usual 
parasites.  A child  may  appear  to  be  doing  well  but 
any  time  during  recovery  pulmonary  edema  may 
become  acute  and  death  follow  within  hours. 
Small  blood  transfusions  are  occasionally  given 
but  are  quite  dangerous. 

Other  common  diseases  treated  in  the  hospital 
are  malaria,  schistosomiasis  and  pneumonia,  as 
well  as  crocodile  bites,  mcilnutrition,  burns  and 
obstetrical  complications.  Everyone  appears  to 
have  malaria  and  all  patients  with  headache  and 
fever  are  given  a round  of  chloroquine.  In  some 
areas  the  ova  of  schistosomiasis  are  found  in  the 
urine  or  stool  of  almost  all  people.  While  young 
they  seem  to  tolerate  the  disease  well  but  later 
in  life  there  is  a high  incidence  of  carcinoma  of  the 
bladder. 

Severe  burns  are  rather  common.  There  is  a 
high  incidence  of  untreated  epilepsy  in  Africa  and 
most  of  these  patients  seem  to  have  burns.  At 
night  the  epileptics  sleep  in  a small  hut  around 
the  fire  and  when  afflicted  by  seizures  may  fling 
themselves  into  the  fire.  Other  natives,  being  fear- 
ful of  demons,  refuse  to  help  them.  Frequently 
severe  burns  occur  and  as  a result  many  epileptics 
have  no  hands  or  feet. 

Complications 

Obstetrical  complications  are  quite  common, 
since  the  African  pelvis  apparently  is  rather  small. 
Whenever  possible  cesarean  section  is  avoided. 
A difficult  delivery  frequently  can  be  terminated 
by  severing  the  symphysis  pubis,  allowing  an  extra 
centimeter  or  so  for  ptissage  of  the  fetal  head. 
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Delivery  is  then  completed  by  use  of  a vacuum 
extractor  of  which  Rhodesian  doctors  appear  very 
fond.  Because  of  the  large  caput  produced  on  the 
fetal  head,  this  has  never  become  popular  in  the 
United  States.  I was  anxious  to  learn  the  tech- 
nique of  symphysiotomy  until  I learned  that  about 
one  out  of  ten  w’omen  end  up  with  an  unstable 
pelvis  following  this  procedure.  I doubt  that  it 
w’ill  ever  be  popular  in  our  country. 

The  first  night  in  Rhodesia  I mentioned  to  my 
cousin  that  I was  interested  in  obstetrical  com- 
plications. In  the  middle  of  the  night  we  w'ere 
awakened  by  a native  who  asked  us  to  come  to 
the  hospital  immediately.  In  the  kerosene  lamplit 
delivery  room,  we  found  an  African  native  in  ob- 
vious distress.  She  had  been  in  labor  three  days 
and  a fetal  arm  protruded  through  the  vagina.  It 
was  gangrenous  and  swollen.  She  had  been  to  the 
witch  doctor  and  he  had  stuffed  some  leaves  and 
straw  into  the  vagina  and  tied  a rock  around  her 
abdomen.  This  did  not  bring  on  delivery,  and  she 
was  finally  brought  to  the  hospital.  My  cousin 
asked  what  we  should  do  and  I replied  that  she 
should  have  a cesarean  section.  He  said,  “Well, 
we  can’t  do  that  here;  what  is  your  second 
choice?”  We  decided  to  attempt  aversion.  He 
M'ould  give  the  anesthetic  and  I would  see  if  I 
could  turn  the  baby.  Since  the  patient  was  in 
shock,  we  administered  demerol  and  intravenous 
fluids,  dextran  and  plasma.  While  this  was  going 
on,  it  occurred  to  me  that  if  the  fetal  head  was 
severed  we  could  accomplish  the  delivery  without 
too  much  difficulty.  My  cousin  agreed.  I asked 
for  a pair  of  scissors  and  had  I known  what  they 
would  be  like  I w’ould  never  have  attempted  the 
procedure.  Available  were  only  a floppy  pair  of 
bandage  scissors  and  some  dull  surgical  scissors. 
Cutting  through  the  fetal  neck,  I was  able  to  get 
my  finger  around  its  circumference.  After  pulling 
down  real  hard  and  using  a very  dull  scalpel, 
I finally  completed  the  procedure.  The  baby’s 
trunk  and  body  were  then  easily  delivered  and  the 
head  followed  after  I had  grasped  it  with  sponge 
forceps.  With  considerable  relief,  we  w’aited  for 
the  placenta,  which  failed  to  appear.  Feeling  into 
the  uterus,  I extracted  what  appeared  to  be  the 
umbilical  cord.  It  was  the  sigmoid  colon.  I then 
advised  my  cousin  that  a cesarean  section  was 
necessary. 

The  nearest  hospital  that  could  provide  needed 
facilities  was  about  30  miles  away.  In  a small 
Land  Rover  we  loaded  the  patient,  still  receiving 
fluids  in  both  arms,  her  husband,  his  other  wife 
and  two  children,  their  pots  and  pans,  and  drove 


over  30  miles  of  the  bumpiest  road  I have  ever 
seen.  We  arrived  at  Mount  Selinda  Hospital  at 
daybreak.  The  patient  was  immediately  given 
several  units  of  whole  blood  and  under  general 
anesthesia  a supracervical  hysterectomy  was  per- 
formed. The  patient  fully  recovered  without  even 
a degree  of  fever.  In  retrospect,  1 believe  if  we 
had  severed  the  fetal  head  with  a Gigli  saw  the 
procedure  would  have  been  much  less  traumatic 
and  we  prol^aljly  could  have  accomplished  delivery 
without  rupturing  the  uterus. 

Differing  Treatments 

Another  disease  encountered  was  tropical 
ulcers.  These  usually  begin  as  a scratch  or  pimple 
and  grow  larger,  possibly  to  the  size  of  a silver 
dollar.  They  are  treated  by  adhesive  strapping. 

piece  of  elastoplast  is  placed  over  the  ulcer  and 
the  patient  is  advised  to  return  in  one  month.  On 
his  return  it  is  almost  astonishing  to  see  how  much 
tissue  growth  has  taken  place  beneath  the  ad- 
hesive. Though  this  is  good  treatment  for  Afri- 
cans, I have  never  found  it  very  satisfactory  in  my 
private  practice.  Most  patients  will  not  leave  a 
bandage  on  for  this  long  a period.  Contrary  to 
popular  belief,  the  Africans’  resistance  to  infec- 
tion is  extremely  low.  Any  little  cut  or  scratch 
becomes  infected.  It  was,  however,  a delightful 
e.xperience  to  be  able  to  give  penicillin  and  other 
antibiotics  without  fear  of  allergies. 

-Almost  all  patients  prior  to  coming  to  the 
mission  hospital  have  been  seen  by  a witch  doctor, 
who  charges  a modest  fee.  Since  the  -African 
believes  all  diseases  are  produced  by  evil  spirits 
and  demons,  it  is  up  to  the  witch  doctor  to  decide 


Tropical  ulcer.s  are  treated  by  adhesive  strapping.  In 
one  month  the  amount  of  tissue  growth  beneath  the  ad- 
hesive is  almost  astonishing. 
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A Biafran  camp  located  in  Abidjan,  Ivory  Coast.  The 
temperature  is  more  than  100  degrees. 


In  the  Biafran  children,  incidence  of  umbilical  hernia  is 
very  high.  Surgical  repair  is  never  carried  out  because 
the  hernia  is  considered  a beauty  spot. 


which  particular  demon  is  at  fault.  .\lso,  simple 
herbs  are  used  to  ward  off  evil  spirits.  Almost 
all  children  have  a little  bag  of  herbs  tied  around 
their  necks,  as  is  frequently  seen  in  our  rural  prac- 
tice in  Marianna. 

The  patients  were  most  grateful  for  any  treat- 
ment and  even  when  a patient  died  relatives  made 
an  effort  to  let  you  know  they  realized  \'ou  had 
done  the  best  you  could.  Malpractice  insurance 
is  unheard  of;  also  a refreshing  aspect  of  practice 
in  this  part  of  Africa  is  the  high  incidence  of  path- 
ological findings.  The  average  African  would  not 
think  of  spending  35  cents  or  walking  20  miles  to 
see  a doctor  if  he  was  not  quite  ill.  Hypertension 


is  very  rare  and  myocardial  infarction  practically 
nonexistent.  Neurotic  complaints  were  encounter- 
ed mainly  in  the  better  educated  and  those  attend- 
ing the  local  elementary  school. 

\\  hen  a patient  died,  there  was  much  mourn- 
ing. It  was  considered  very  important  to  return 
the  blanket  on  which  the  deceased  had  been 
sleeping  and  the  utensils  from  which  he  had  last 
eaten  to  the  place  of  burial.  .Apparently  in  their 
burial  practices,  these  are  interred  with  the  body. 

Though  the  mission  hospital  was  largely  for 
the  treatment  of  natives,  some  Europeans  were 
treated  there  because  the  quality  of  medical  care 
was  superior  to  any  other  obtained  in  the  nearby 
cities.  Aly  doctor  cousin  would  occasionally  go 
into  Chipinga  to  administer  anesthetics  for  a local 
surgeon.  Rhodesian  law  states  that  only  an  M.  D. 
may  administer  these  agents  to  an  European.  .A 
nurse  anesthetist  can  serve  for  the  natives. 


Adventure  in  Biafra 

From  Rhodesia  we  traveled  to  the  Ivory  Coast 
to  treat  the  Biafran  children.  This  portion  of  Ni- 
geria lies  just  above  the  equator.  The  Biafrans 
are  primarily  Ebu  and  are  considered  one  of  the 
smartest  native  tribes  in  all  .Africa.  When  the 
nations  of  Western  Africa  were  created,  tribal 
boundaries  were  not  taken  into  consideration.  The 
Biafran  civil  war  is  one  result  of  that  mistake. 
Alercy  flights  go  into  Biafra  at  night  and  the 
children  are  taken  out  to  Libreville,  the  capital 
of  Gabon.  Here  they  are  kept  in  a French  mili- 
tary hospital  where  probably  25%  of  them  die. 
Once  they  are  pretty  well  stabilized,  they  are 
evacuated,  again  by  plane,  to  one  of  the  Biafran 
camps  in  the  Ivory  Coast. 

Upon  arrival  at  .Abidjan,  Ivory  Cotist,  we  were 
greeted  by  Ed  Barton,  head  of  the  Alercimed 
program  sponsored  by  Columbia  University  Medi- 
cal Center  in  New  A’ork.  The  camp  in  Abidjan 
had  just  opened  and  was  receiving  children  from 
Gabon  and  another  Biafran  camp  in  the  interior 
of  the  Ivory  Coast,  the  city  of  Bouake.  When  we 
arrived  the  camp  had  70  children;  there  were 
facilities  for  300.  While  there  we  received  chil- 
dren weekly  from  Gabon,  and  on  our  departure 
the  camp  was  well  filled. 

The  city  of  .Abidjan  is  a thriving  metropolis 
of  300,000  people  and  is  largely  French-speaking. 
The  homes  and  residential  areas  are  somewhat 
reminiscent  of  Miami  Beach,  and  it  is  one  of 
the  most  expensive  cities  in  the  world  in  which 
to  live.  When  we  arrived,  we  thought  we  would 
be  local  heroes  since  we  had  come  to  treat  the 
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poor  Biafran  children.  We  soon  learned  other- 
wise. All  Africa  has  its  starving  children  and 
the  Ivory  Coast  is  no  exception.  The  government 
is  bringing  in  the  Biafran  children,  giving  them 
the  best  food  and  medical  care.  Natives  of  the 
Ivory  Coast  also  have  starving  children  and  they 
resent  this  very  much.  We  soon  learned  not  to 
tell  people  we  were  working  with  the  Biafrans. 
It  was  much  simpler  to  say  we  worked  with  the 
Red  Cross. 

The  children  are  transported  from  Gabon  to 
the  Ivory  Coast  by  an  organization  called  the 
Knights  of  iVIalta,  a group  of  French  rescue 
workers  which  has  been  in  existence  many  cen- 
turies. Usually  they  are  the  elite  nobility  of 
France,  and  it  was  always  a rewarding  experi- 
ence to  see  them  fly  in  with  a load  of  50  Biafran 
children.  After  six  hours  in  the  air,  the  children 
were  quite  anxious  to  get  off  the  plane.  Many  had 
to  be  helped  since  they  were  so  frail  and  weak. 
Usually  all  the  belongings  for  50  children  were 
brought  in  one  small  cardboard  box.  In  spite  of 
their  lack  of  material  wealth,  they  appeared  to 
be  the  happiest  children  1 have  ever  seen.  At 
night  they  would  have  a singing  session  lasting 
for  several  hours.  They  sang  in  Ebu,  but  we 
learned  that  most  of  the  songs  were  of  a military 
nature,  praising  their  leader  in  Biafra  and  the 
people  of  Gabon  for  helping  them.  One  wonders 


Many  fractures  were  encountered  in  a group  of  children 
this  age.  It  was  rather  a unique  experience  to  treat 
them  without  benefit  of  x-ray.  The  children  appeared 
to  be  the  happiest  we  have  ever  seen. 


what  will  become  of  these  children.  Probably  they 
will  never  have  a country.  Most  are  orphans.  One 
child  in  our  camp  had  seen  his  parents  beheaded 
while  other  family  members  watched  helplessly. 

The  Biafran  children  had  nothing  more  than 
medical  records  and  the  shirts  on  their  backs.  In 
the  camp  they  are  fed  an  adequate  diet  of  milk, 
eggs,  meat,  sadsa,  fruit  and  fish.  On  arrival  most 
are  very  malnourished  and  have  the  orange  hair 
of  kwashiorkor.  The  incidence  of  umbilical  hernia 
is  very  high  and  surgical  repair  is  never  carried 
out  because  in  Africa  the  umbilical  hernia  is 
considered  a beauty  spot,  a portion  of  the  anat- 
omy to  be  proud  of.  The  children  speak  Ebu  but 
are  rapidly  learning  French  and  English.  Main- 
ly we  treated  them  for  anemias,  parasites,  protein 
deficiency  and  the  usual  childhood  diseases. 
Measles  is  a very  virulent  disease  and  may  kill 
10%  of  infants.  We  vaccinated  for  measles  and 
gave  DPT  and  polio  immunizations.  These  are 
provided  by  UNICEE.  In  a group  this  age  we 
encountered  many  fractures  and  it  was  a rather 
unique  experience  to  treat  them  without  the  bene- 
fit of  x-ray.  It  is  surprising,  however,  how  well 
one  can  do  without  this  diagnostic  tool. 

Adventures  End 

Our  Biafran  adventure  terminated  one  week 
early.  We  received  an  overseas  cable  stating  that 
our  oldest  son  had  a two-bone  fracture  of  the 
forearm  which  would  require  surgical  reduction. 
Within  36  hours  we  were  home  and  our  African 
adventures  were  over. 

Looking  back  over  the  whole  trip  I would 
have  this  to  say:  There  is  an  inverse  proportion 
of  material  wealth  to  happiness.  The  Africans 
seem  to  have  nothing,  yet  are  the  happiest  peo- 
ple I have  ever  seen.  They  know  that  during  the 
summer  they  will  eat  well  and  during  the  winter 
they  will  starve.  They  know  that  a high  propor- 
tion of  their  children  will  die,  but  certainly  things 
are  better  for  them  now  than  ever  before.  They 
have  no  worries  about  country  club  dues,  mort- 
gages or  automobile  payments. 

In  summary,  it  was  a very  rewarding  e.xperi- 
ence  that  I would  certainly  recommend  for  any 
doctor  who  has  the  time  to  make  the  trip.  So 
often  we  talk  about  doing  things  like  this  but 
never  quite  get  around  to  it.  Finally,  we  wake  up 
one  day  and  find  that  time  has  passed  us  by. 
We  can  no  longer  do  the  things  we  always  said  we 
would  do.  I think  if  you  really  intend  to  do 
something  of  this  nature  you  just  have  to  make  up 
your  mind  to  do  it  and  go  ahead. 
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Inter\  iew  with  Drs.  Richard  and  Sarah  Schulz 

Conducted  by  Albert  Mexexdez 


(Responses  ^ven  by  Dr.  Richard  Schulz,  except  where  otherwise  noted) 


Basically,  why  did  you  go  to  Africa  in  the 
first  place? 

We  were  interested  in  Africa,  the  various  coun- 
tries, and  the  people  and  their  customs.  After  15 
years  of  practicing  medicine  in  Marianna,  we 
finally  had  some  time  to  make  this  journey. 

WTiere  did  you  first  learn  of  the  project  in 
southern  Rhodesia? 

From  my  cousin  who  has  worked  there  for  ten 
years. 

Where  did  you  learn  of  the  project  to  help 
the  Biafran  refugees? 

From  an  article  in  Medical  World  A'cies  by 
Dr.  ]\Iichael  Reese  of  Brigham  Hospital  in  Boston. 
Dr.  Reese  is  the  recruiter  for  this  project,  and 
through  him  we  volunteered. 

Were  you  frightened  in  any  way  or  were  you 
in  any  personal  danger? 

Xo,  never.  For  one  thing,  we  were  far  from 
the  civil  war  battle  zones.  The  only  personal 
danger  I encountered  was  the  wild  driving  condi- 
tions and  reckless  drivers. 

Did  you  see  any  evidence  of  civil  war  in 
Nigeria? 

Xo,  except  for  the  rather  hea\y  security  ar- 
rangements at  Lagos  Airport;  we  noticed  lots  of 
soldiers  and  militaiy  planes. 

How  was  the  weather? 

In  Rhodesia  the  climate  was  ideal,  being  rather 
semitropical.  We  were  at  a 6,000  feet  elevation 
which  reminded  me  of  the  mountains  of  Xorth 
Carolina.  The  air  was  clean  and  fresh  and  there 
was  much  tropical  foliage.  The  Ivor\-  Coast,  how- 
ever, was  extremely  hot  and  humid,  which  tended 
to  slow  down  one's  pace  of  work. 


How  was  the  food? 

The  food  was  surprisingly  good  and  much 
better  than  I had  anticipated.  On  the  Ivory  Coast 
the  food  was  general^  cooked  in  a French  style. 
In  Rhodesia  the  food  was  more  simple  but  quite 
good  and  we  especially  enjoyed  the  fresh  fruit 
such  as  pineapples  and  mangos. 

^ hat  kind  of  clothing  did  you  take  with 
you  ? 

We  took  primarily  work  clothes,  white  coats 
and  uniforms.  The  dress  was  casual  and  informal, 
and  most  of  our  clothing  was  of  the  light  summer 
variety  such  as  khaki. 

^’Tiat  was  the  reaction  of  the  people  to  you? 

It  was  especially^  warm  and  friendly  in  Rho- 
desia. The  patients  were  appreciative  and  in  fact 
we  were  given  gifts  and  songs  and  dances  in  our 
honor  when  we  left.  Perhaps  one  reason  for  this 
gracious  treatment  was  the  respect  accorded  my 
cousin  who  has  worked  there  many  \-ears.  In  Rho- 
desia we  learned  that  “cousin”  is  almost  the  same 
as  brother.  In  the  Ivory’  Coast  the  natives  were 
.somewhat  more  suspicious  and,  as  I wrote  in  my 
article,  somewhat  resentful  of  our  program.  In  the 
long  run,  though,  they’  seemed  to  appreciate  our 
efforts. 

How  were  you  treated  by  the  government 
officials  ? 

\\'e  had  no  meeting  with  any^  government  offi- 
cials in  Rhodesia,  but  we  were  guests  of  the  gov- 
ernment in  the  Ivory’  Coast. 

How  did  you  spend  your  leisure  time? 

In  Rhodesia  there  were  virtually  no  recreation- 
al activities  except  walking  and  reading.  In  the 

(Continued  on  page  49) 
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in  diabetic  patients,  with 
arterioscierosis  obiiterans, 
eariy  diagnosis  and  treatment 
wili  reduce  serious  sequelae 


for  diabetic  patients  with 
responsive  arterioscierosis  obiiterans 


WSOdLAN 


■ acts  directiy  to  reiax  arteriai  muscuiature 
■ measurably  increases  blood  flow 
to  deep  muscle  arteries'^ 

■ does  not  interfere  with  diabetic  control^ 
■ is  not  contraindicated  in 
coronary  disease  or  peptic  ulcer’^ 


to  guide  you  in  prescribing  Vasodilan 

Although  not  all  clinicians  agree  on  the  value  of 
peripheral  vasodilators.^-^  several  investigators't.s 
have  reported  favorably  on  the  effects  of  isoxsuprine 
on  peripheral  blood  flow  in  skeletal  muscle  vessels. 
Effects  have  been  demonstrated  both  by  objective 
measurementi.5,9  and  observation  of  clinical  im- 
provement.'^A°-i2 

Indications:  Arteriosclerosis  obliterans,  diabetic 
vascular  diseases,  thromboangiitis  obliterans  (Buer- 
ger’s disease),  Raynaud’s  disease,  postphlebitic  con- 
ditions, acroparesthesia,  frostbite  syndrome  and 
ulcers  of  the  extremities  (arteriosclerotic,  diabetic, 
thrombotic).  Composition:  VasodTlan  tablets,  isox- 
suprine hydrochloride  10  mg.  Dosage:  Oral  — 10  to 
20  mg.  (1  or  2 tablets)  t.i.d.  or  q.i.d.  Contraindica- 
tions and  Cautions:  There  are  no  known  contraindi- 
cations to  recommended  oral  dosage.  Do  not  give 
immediately  postpartum  or  in  the  presence  of  ar- 
terial bleeding.  Side  Effects:  Occasional  palpitation 
and  dizziness  can  usually  be  controlled  by  dosage 
reduction.  As  intramuscular  administration  of  10 
mg.  or  more  may  cause  brief  hypotension  and  tachy- 


cardia, single  intramuscular  doses  exceeding  this 
amount  are  not  recommended.  Complete  details 
available  in  product  brochure  from  Mead  Johnson 
Laboratories. 

References:  (1)  Stein,  I.D.:  Angiology  J5:l  (April) 
1964.  (2)  New  Drugs-Evaluated  by  the  A.M.A.  Coun- 
cil on  Drugs,  Chicago,  American  Medical  Associa- 
tion, 1967,  pp.  295-297.  (3)  Samuels,  S.  S.,  and 
Shaftel,  H.  E.:  J.  Indiana  M.  A.  54:1021-1023  (July) 
1961.  (4)  Kaindl,  F.;  Partan,  J.,  and  Roisterer,  P.: 
Wien.klin.Wchnschr.  68:186-191  (March  16)  1956. 
(5)  Kaindl,  F.;  Samuels,  S.  S.;  Selman,  D.,  and 
Shaftel,  FI.:  Angiology  10:185-192  (Aug.)  1959.  (6) 
Myers,  K.  A.:  Modern  Treatment  4:370-383  (March) 
1967.  (7)  Gillespie,  J.  A.:  Angiology  17:280-288 
(May)  1966.  (8)  Smit,  Arne,  F.,  etal.:  Nordisk  Medi- 
cin  20:1260,  1959.  (9)  Samuels,  S.  S.,  and  Shaftel, 
H.  E.:  JAMA  171:142-145  (Sept.  12)  1959.  (10) 
Frieh,  C.,  and  Olivier,  L.:  Lyon  Med.  91 :891-896  (May 
24)  1959.  (11)  Weghaupt,  Von  K.:  Wien.klin.Wchn- 
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the  common 
denominator 
in  G.IL  therapy 


In  G.  U.  therapy,  the  first  consideration  is  control  of  infec- 
tion. To  your  patient,  a primary  concern  is  relief  from 
pain.  URISED  provides  rapid  relief  from  pain,  and  relaxa- 
tion of  smooth  muscle  spasm  through  parasympatholytic 
action  of  atropine  and  hyoscyamine. 

URISED  is  not  a dramatic  “wonder  drug”  but  a useful  one 
that  has  served  the  medical  profession  for  more  than  fifty 
years.  You  can  rely  on  URISED;  it  has  gained  the  confi- 
dence of  physicians  who  have  written  more  than  one  mil- 
lion prescriptions  for  their  patients. 

URISED  is  a mild  but  reliable  agent  with  a low  order  of 
toxicity.  It  can  be  used  alone  to  treat  uncomplicated  uri- 
nary tract  infections  where  the  invading  organisms  are 
susceptible  to  methenamine  and  methylene  blue  in  an 
acid  medium.  URISED  can  provide  "interim  therapy”  while 
awaiting  complete  laboratory  diagnosis.  It  can  also  be  used 
as  an  adjunct  (to  relieve  pain  and  spasm)  with  almost  any 
other  form  of  antibacterial  therapy). 

For  prompt  relief  of  the  distressing  symptoms  of  pain, 
burning,  frequency,  dysuria,  and  spasm,  consider  URISED. 
Your  patient  will  recognize  its  presence  by  the  character- 
istic blue-green  urine. 


keeping  your 
patient  comfortabie 

PRECAUTIONS:  Administer  with  caution  to  persons  with  known 
idiosyncrasy  to  atropine  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  other  untoward- reactions 
have  been  reported;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease  dos- 
age. If  rapid  pulse,  dizziness,  or  blurring  of  vision  occur,  discon- 
tinue use  immediately.  Acute  urinary  retention  may  be  precipitated 
in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or  pyloric 
obstruction,  duodenal  obstruction  and  cardiospasm.  Hypersen- 
sitivity to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  followed 
by  liberal  fluid  intake.  Acute  cases — Initially  two  tablets  every 
hour  for  three  doses  followed  by  the  recommended  daily  adminis- 
tration. Children — One-half  the  adult  dose. 

Stocked  Nationally  Through  All  Service  Wholesale  Druggists 


Each  blue-coated  tablet  contains  active; 


Atropine  Sulfate.  .0.03  mg.  Methylene  Blue  . . .5.4  mg. 

Hyoscyamine  . . . .0.03  mg.  Phenyl  Salicylate  .18.1  mg. 

Methenamine  . . .40.8  mg.  Benzoic  Acid 4.5  mg. 
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Ivory  Coast,  however,  we  especially  enjoyed  the 
markets,  which  is  “where  the  action  is.”  Here  we 
bought  material,  cloth,  fresh  pineapples  and  man- 
gos, and  generally  enjoyed  the  colorful  atmos- 
phere. We  also  enjoyed  the  beautiful  l)each  and 
saw  some  films  at  the  .American  Embassy. 

What  do  the  natives  do  in  their  spare  time.^ 

They  enjoy  going  to  market,  soccer,  checkers, 
hunting,  and  all  kinds  of  music  activities. 

Did  you  see  any  evidence  of  resentment  by 
the  black  people  of  Rhodesia  concerning  Prime 
Minister  Ian  Smith’s  racial  policies.’ 

We  didn’t  notice  much  rei^entment  expressed, 
but  the  natives  seemed  to  be  patiently  waiting  and 
seemed  to  feel  that  history  was  on  their  side.  The 
primary  concern  of  most  black  Rhodesians  is  sim- 
ply survival. 

What  kind  of  education  did  the  medical  per- 
sonnel that  you  encountered  have.’ 

Most  of  the  doctors  were  Europeans,  while 
most  of  the  native  physicians  were  also  educated 
in  Canada,  Britain,  or  continental  Europe.  We  did 
notice  a medical  school  in  .Abidjan. 

What  about  the  nurses.’ 

We  were  very'  impressed  b\'  the  ability  of  the 
nurses  with  whom  we  worked.  Most  were  natives 
and  some  were  Europeans.  The  nurses  seemed  to 
assume  responsibility,  worked  closely  with  the 
doctors,  and  seemed  to  have  more  freedom  of 
movement. 

How  are  the  church-related  missionary  enter- 
prises doing? 

They'  do  not  seem  to  be  doing  as  well  as  they 
used  to  be  and  most  seem  to  be  having  financial 
difficulties.  The  most  significant  activities  are 
related  to  the  Biafran  relief  programs. 

What  European  influences  still  remain? 

European  influences  are  numerous  and  wide- 
spread, especially'  the  British  and  Erench.  The 
food,  language,  education,  religion,  and  products 
are  all  still  heavily  influenced  by  western  Europe. 

Vf'hat  other  groups  are  doing  medical  mis- 
sionarv  work? 


UXICEE  is  very  active  and  involved,  and 
maintains  an  effective  immunization  program.  The 
World  Health  Organization  al.'^o  maintains  some 
clinics.  In  general,  then,  the  United  Nations  pro- 
vides many'  humanitarian  services. 

What  is  the  United  States  government  doing 
about  Biafra? 

Nothing  official  that  I know  of.  The  United 
.States  does  not  recognize  Biafra,  but  1 think  we 
have  provided  some  airlift  a.'^sistance. 

What  did  people  you  encountered  think  of 
America  and  Americans? 

I don’t  think  they'  were  really  impressed  by  the 
United  States.  They'  seemed  somewhat  suspicious 
and  wary'  of  .Americans,  but  I do  think  they'  ap- 
preciated our  efforts  in  the  long  run. 

What  is  the  family  unit  like? 

Alen  are  dominant,  and  often  have  many 
wives.  Large  families  are  the  rule  and  there  seems 
to  be  little  education  in  the  field  of  family  plan- 
ning or  birth  control.  The  World  Health  Organ- 
ization clinics  help  with  family  care,  but  there  is 
still  a very  high  infant  mortality  rate. 

What  were  some  of  the  things  you  noticed 
that  would  be  of  interest  to  women? 

(Dr.  Sarah  Schulz) — I was  fascinated  by'  the 
different  styles  of  dress  worn  by  the  .African  wom- 
en. In  Rhodesia,  for  example,  they  were  rather 
poorly  dressed,  w'ith  simple  and  almost  tattered 
clothing.  In  the  Ivory'  Coast,  however,  the  women 
wore  beautiful,  stylish,  colorful  clothing  made  out 
of  beautiful  material.  .All  of  the  different  native 
groups  had  unique  hair  sty'les.  One  impression 
that  I had  was  that  conditions  were  not  as  primi- 
tive as  1 had  anticipated. 

What,  if  anything,  would  you  do  differentlv 
if  you  took  this  trip  again  or  a similar  one  in 
the  future? 

1 would  try  to  learn  some  Erench  before  I 
went  to  .Africa,  and  I would  try  to  learn  .^ome  of 
the  native  language  if  I knew  that  I would  be  in 
one  place  for  a reasonable  length  of  time.  I would 
also  secure  a universal  driver’s  license. 

^ Drs.  Schultz,  Box  857,  Alarianna  3244b. 


J.  FLORIDA  M. A.  MARCH  1970 


49 


in  active  s^es  of  moderate  to  severe  rheumatoid  arthrit 


What  more  can  yoi 


after  you’ve  trie 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD) 
cannot  be  considered  a simple  analgesic  and 
should  not  be  used  in  conditions  other  than  those 
recommended  under  Indications.  The  drug  should 
not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high 
potency  of  the  drug  and  the  variability  of  its 
potential  to  cause  adverse  reactions,  the  follow- 
ing are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  for  the  individual  patient 
should  be  prescribed.  Increased  dosage  tends  to 
increase  adverse  effects,  particularly  in  doses 
over  150-200  mg  day,  without  corresponding 
clinical  benefits;  and  2)  careful  instructions  to. 
and  observations  of.  the  individual  patients  are 
essential  to  the  prevention  of  serious  and  irre- 
versible. including  fatal,  adverse  reactions, 
especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheuma- 
toid and  degenerative  joint  disease  unresponsive 
to  adequate  trial  of  salicylates  and  other  mea- 
sures of  established  value,  such  as  appropriate 
rest.  Has  been  found  effective  in  active  stages 
of;  1)  moderate  to  severe  rheumatoid  arthritis 
including  acute  flares  of  chronic  disease.  2)  mod- 
erate to  severe  rheumatoid  (ankylosing)  spondy- 
litis. and  3)  moderate  to  severe  degenerative 
joint  disease  of  the  hip  (osteoarthritis  of  the  hip). 
Has  been  found  effective  in  relieving  pain  and 
reducing  fever,  swelling,  and  tenderness  in  acute 
gouty  arthritis  in  selected  patients.  May  enable 
reduction  of  steroid  dosage  in  patients  receiving 
steroids  for  the  more  severe  forms  of  rheuma- 
toid arthritis;  in  such  instances  the  steroid  dos- 
age should  be  reduced  slowly  and  the  patients 
followed  very  closely  for  any  possible  adverse 
effects. 

Contraindications:  Children  14  years  of  age  and 
under;  p.'-egnant  women  and  nursing  mothers; 
active  gastrointestinal  lesions  or  history  of  re- 
current gastrointestinal  lesions;  allergy  to  as- 
pirin and  indomethacin. 


REVISED  PRESCRIBING  INFORMATION 

Warnings:  Gastrointestinal  Effects:  Because  of 
the  occurrence  and,  at  times,  severity  of  gastro- 
intestinal reactions,  be  continuously  alert  for 
any  sign  or  symptom  signaling  a possible  gas- 
trointestinal reaction.  The  risks  of  continuing 
therapy  with  INDOCIN  in  the  face  of  such  symp- 
toms must  be  weighed  against  the  possible  bene- 
fits to  the  individual  patient.  Gastrointestinal 
effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  ant- 
acids. Use  greater  care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  in  some  patients  on  prolonged 
therapy.  Discontinue  therapy  if  such  changes  are 
observed.  Ophthalmologic  examination  at  peri- 
odic intervals  is  desirable  in  patients  on  pro- 
longed therapy. 

Central  Nervous  System  Effects:  INDOCIN  (Indo- 
methacin. MSD)  may  aggravate  psychiatric  dis- 
turbances, epilepsy,  and  parkinsonism,  and 
should  be  used  with  considerable  caution  in 
patients  with  these  conditions.  If  severe  CNS 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant 
symptom  that  warrants  a thorough  ophthalmo- 
logic examination.  Patients  should  be  cautioned 
about  engaging  in  activities  requiring  mental 
alertness  and  motor  coordination,  as  driving  a 
car.  Headache  which  persists  despite  dosage  re- 
duction requires  complete  cessation  of  the  drug. 
May  mask  the  usual  signs  and  symptoms  of  in- 
fection; therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the 
drug  with  extra  care  in  the  presence  of  existing 
controlled  infection.  After  the  acute  phase  of 
the  disease  is  under  control,  an  attempt  to  re- 
duce the  daily  dose  should  be  made  repeatedly 
until  the  patient  is  off  entirely. 

Adverse  Reactions;  Gastrointestinal  Reactions: 
Single  or  multiple  ulcerations  of  the  esophagus, 
stomach,  duodenum,  or  small  intestine,  includ- 
ing perforation  and  hemorrhage,  with  fatalities 
in  some  instances;  gastrointestinal  bleeding 


without  obvious  ulcer  formation;  perforation 
preexisting  sigmoid  lesions  (diverticulum,  car 
noma,  etc.);  rarely,  increased  abdominal  pain 
ulcerative  colitis  patients  or  development  of 
cerative  colitis  and  regional  ileitis;  gastrit 
which  may  persist  after  the  cessation  of  t 
drug;  nausea,  vomiting,  anorexia,  epigastric  d 
tress,  abdominal  pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  d 
turbances,  including  those  of  the  macula,  ha 
been  observed  on  prolonged  therapy;  blurring 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  a I 
jaundice,  including  some  fatal  cases.  : 
Hematologic  Reactions:  Aplastic  anemia,  hen 
lytic  anemia,  bone  marrow  depression,  agranui 
cytosis.  leukopenia,  and  thrombocytopenic  pr 
pura.  Since  some  patients  manifest  anemia  s£ 
ondary  to  obvious  or  occult  gastrointestir 
bleeding,  appropriate  blood  determinations  a 
recommended.  f 

Hypersensitivity  Reactions:  Acute  respiratory  d i 
tress,  including  dyspnea  and  asthma;  angiit 
pruritus;  urticaria;  angioedema;  skin  rashes.  ^ 
Ear  Reactions:  Hearing  disturbances,  deafnes 
tinnitus. 

Central  Nervous  System  Reactions:  Psychotic  e ■ 
sodes.  depersonalization,  depression,  coma,  ccj 
vulsions,  peripheral  neuropathy,  drowsine-; 
mental  confusion,  lightheadedness,  dizzine5i 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevatij 
of  blood  pressure,  hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  eryther! 
nodosum.  1 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyp< 
glycemia,  glycosuria,  ulcerative  stomatitis,  a ! 
epistaxis.  ^ 

Supplied:  Capsules  containing  25  mg  indometi 
acin  each,  in  bottles  of  100  and  1000;  capsul) 
containing  50  mg  indomethacin  each,  in  bottl'^ 
of  100. 

For  more  detailed  information,  consult  your  Me< 
Sharp  & Dohme  representative  or  see  the  pacha  i 
circular. 


MERCK  SHARP  & DOHME  I where  today's  theory  is  tomorrow's  therapy 

Division  of  Merck  & Co  Inc  West  Point  Pa  19486 1 


One  of  the  doctor’s  most  important  roles  is 
education. 

For  his  patients,  the  doctor  provides  the 
ijcts,  supplies  the  rationale,  triggers  the  ac- 
m for  life-saving  health  practices.  To  his 
it  udents,  he  passes  on  his  knowledge  and  the 
snefits  of  his  clinical  experience.  With  his 
tlleagues,  he  shares  new  information  and 
I incepts. 

J Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa- 
tion program.  Through  medical  conferences, 
films,  exhibits,  pamphlets,  monographs  and 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “A 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 


doc'tor  (dok'ter),  n.  fME.  doctour,  fr. 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 


American  Cancer  Society 


I 


American  Cancer  Society,  Florida  Division,  Inc., 
2909  Bay-to-Bay  Blvd.,  Tampa,  Florida  33609. 


If  they  remember  “then'L 
they  may  need  Mediatric  now. 

Their  world  has  made  history— and  they’re  afraid  they 
may  have  too.  They  are  the  “getting  old”  patients  who 
may  not  be  quite  sick,  nor  yet  quite  well.  They  probably 
complain  of  too  easy  fatigue,  of  vague  aches  and  pains 
often  without  any  evidence  of  organic  disease.  You  know 
it’s  an  inexorable  part  of  aging— and  only  an 
improvement  in  symptoms  can  be  expected.  MEDIATRIC 
is  designed  to  help... 


The  need  for  metabolic  support .. . 

MEDIATRIC  provides  the  gonadal  steroids  I i 
[PREMARINS'  (conjugated  estrogens-equii},! 
orally  active,  natural  estrogens,  and  meth>' 
testosterone]  for  physiologic  and  metaboli- 
benefits.  ' 

The  need  for  mood  elevation ...  ' 

MEDIATRIC  provides  methamphetamine  tc, 
impart  a gentle  emotional  uplift  and  combi  , 
apathy. 

The  need  for  nutritional  support ... 

MEDIATRIC  provides  specially  selected  : ^ 
nutritional  supplements  to  help  meet  the 
requirements  of  the  elderly  individual. 

The  need  for  dosage  convenience...  ' 

Only  a single  Tablet  or  Capsule  (or  3 
teaspoonfuls  of  Liquid)  daily  to  minimize 
skipped  doses. 


Conjugated  estrogens-equine 
(PREMARIN®) 

Each 

MEDIATRIC® 
Tablet  or 
Capsule 
contains; 

0.25  mg. 

Each  15  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC® 
LiquIdt 
contains: 

0.25  mg. 

Methyltestosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HCI 

1.0  mg. 

1.0  mg. 

Cyanocobalamin 

2.5  meg. 

1.5  meg. 

Thiamine  HCI 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

— 

Riboflavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCI 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsic. 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

2ntains  15%  alcohol— some  loss  unavoidable. 

tablets,  capsules,  liquid, 

IICUIClH  Iv  Steroid-nutritional  compound 

lay  help  a little,  or  a lot. 


BRIEF  SUMMARY 

Indication:  For  use  in  aging  patients  of  both  sexes. 
Contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

Side  Effects:  In  addition  to  withdrawal  bleeding, 
breast  tenderness  or  hirsutism  may  occur. 
Suggested  Dosage:  Male  and  female— I Tablet  or 
Capsule  or  3 teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous  stimulation  of 
breast  and  uterus,  cyclic  therapy  is  recommended 
(3  week  regimen  with  1 week  rest  period— 
Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  A careful  check  should  be  made  on 
the  status  of  the  prostate  gland  when  therapy  is 
given  for  protracted  intervals. 

Supplied:  No.  752— MEDIATRIC  Tablets,  in  bottles 
of  100  and  1,000.  No.  252-MEDIATRIC  Capsules, 
in  bottles  of  30,  100,  and  1,000.  No.  910— 
MEDIATRIC  Liquid,  in  bottles  of  16  fluidounces. 
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New  York,  N.Y.  10017 
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meetings 


FMA  Approved 
Postgraduate  Meetings 


MARCH 

6 Leukemia-L\inphoina  Seminar  for  Physi- 
cians, Sheraton  Hotel,  Tampa.  For  informa- 
tion contact:  J.  X.  Patterson,  M.  D.,  Chair- 
man, .\merican  Cancer  Soc.,  Fla.  Div., 
2909  Bay-to-Bay  Blvd.,  Tampa  33609. 

11- 14  Second  Teaching  Conference  in  Clinical 

Cardiologv',  Sheraton-Four  Ambassadors 
Hotel,  Miami.  For  information  contact: 
Michael  S.  Gordon,  M.  D.,  Jackson  Memo- 
rial Hospital,  !Miami  33136. 

12- 14  Problems  in  Modern  Pediatrics,  University 

of  Florida  College  of  Medicine,  Department 
of  Pediatrics,  Gainesville.  For  information 
contact:  Div.  of  Postgraduate  Education, 
Box  758,  J.  Hillis  IMiller  Health  Center, 
GainesN-ille  32601. 

14  Advances  in  Management  of  Coronary 
.\rteiy  Disease,  Watson  Clinic  Medical 
S\Tnposium,  Watson  Clinic,  Lakeland.  For 
information  contact:  John  F.  Flanagan, 
M.  D.,  Watson  Clinic,  Lakeland  33802. 


16-18  Pulse  of  Laboratory'  Medicine,  Tides  Hotel 
and  Bath  Club,  Redington  Beach  (St. 
Petersburg).  For  information  contact:  M. 
.\.  Barton,  M.  D.,  701  - 6th  St.,  S.,  St. 
Petersburg  33701. 

25  Fourth  .\nnual  Seminar  on  Diagnosis  and 
Management  of  Cancer,  Port-O-Call  Resort 
Inn,  Tierra  \’erde,  St.  Petersburg.  For  in- 
formation contact:  John  Carbonneau,  2909 
Bay-to-Bay  Boulevard,  Tampa  33609. 


MAY 

13- 16  Greater  Miami  Pediatric  Society  Seminar, 

Jackson  Memorial  Hospital,  Miami.  For  ; 
information  contact:  Retha  Schiess,  M.  D.,  i 
7001  Galloway  Rd.,  Miami  33143.  j 

14- 16  Current  Cancer  Concepts,  20th  .Annual 

Postgraduate  Seminar,  Mount  Sinai  Hospi- 
tal of  Greater  Miami,  Miami  Beach.  For 
information  contact:  Harold  Glick,  M.D., 
Public  Relations  Office,  Mount  Sinai  Hos- 
pital, Miami  Beach  33140. 

DECEMBER  j 

I 

10-12  Eleventh  Biennial  Cardiovascular  Seminar  | 
on  Coronary'  .\rtery  Disease,  Sheraton- 
Four  .\mbassadors  Hotel,  Miami.  For  in-  I 
formation  contact:  Arthur  Gosselin,  M.  D.,  | 
Chm.,  Heart  .Association  of  Greater  Miami,  | 
5080  Biscayme  Blvd.,  Miami  33137.  I 


19-20  Cardiology  Symiposium,  Orange  Memorial 
Hospital,  Orlando.  For  information  contact: 
Clarence  M.  Gilbert,  M.  D.,  215  E.  Jack- 
son  St.,  Orlando  32801. 

25-28  Trends  in  Clinical  Radiology',  Fontaine- 
bleau Hotel,  Miami  Beach.  For  information 
contact:  Manuel  Viamonte  Jr.,  M.  D.,  Box 
875,  Biscayne  .Annex,  Aliami  33152. 

27-28  “.A  Day  of  Cardiac  Pathology'  With  Jesse  E. 
Edwards,  M.  D.,”  L'niversity  of  Florida, 
Gainesville.  For  information  contact:  Div. 
of  Postgraduate  Education,  J.  Hillis  Miller 
Health  Center,  Box  758,  Gainesville  32601. 
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National  and  Regional 
Meetings  in  Florida 

MARCH 

14-18  .American  Society  of  .Abdominal  Surgeons 
Clinical  Congress,  Deauville  Hotel,  Miami 
Beach.  Ex.  Sec.:  Blaise  F.  .Alfano,  675 
Main  St.,  Melrose,  Mass.  02176. 

16-20  .American  College  of  .Allergists,  .Americana 
Hotel,  Miami  Beach.  Ex.  Vice  Pres.:  Mr. 
Eloi  Bauers,  2100  Dain  Tower,  Minnea- 
polis, Minn.  55402. 
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19- 24  American  Dermatological  Association,  Boca 

Raton  Hotel,  Boca  Raton.  Sec.:  Barrett 
Kennedy,  M.D.,  Louisiana  State  University 
Medical  School,  1542  Tulane  Ave.,  New 
Orleans,  La.  70112. 

20- 21  Society  for  Clinical  Ecology,  Americana 

Hotel,  Miami  Beach.  Sec.:  Robert  Collier, 

M. D.,  4045  Wadsworth  Blvd.,  Wheat  Ridge, 
Colo.  80033. 

APRIL 

12-16  American  Proctological  Society,  Diplomat 
Hotel,  Hollywood.  .\dm.  Sec.:  Miss  Har- 
riette  Gibson,  320  W.  Lafayette,  Detroit, 
Mich.  48226. 

19- 20  American  Otological  Society,  Hollywood 

Beach  Hotel,  Hollywood  Beach.  Sec.:  W. 
H.  Bradley,  M.D.,  1100  E.  Genesee  St., 
Syracuse,  N.Y.  13210. 

20- 21  American  Broncho-Esophagological  Asso- 

ciation, Hollywood  Beach  Hotel,  Hollywood 
Beach.  Ex.  Sec.:  John  R.  Ausband,  M.D., 
Bowman  Gray  School  of  Medicine,  Win- 
ston-Salem, N.C.  27103. 

21- 23  American  Laryngological,  Rhinological  and 

Otological  Society,  Hollywood  Beach  Hotel, 
Hollywood  Beach.  Sec.:  L.  E.  Silcox,  M.D., 
108-111  Lankenau  Medical  Bldg.,  Philadel- 
phia, Pa.  19151. 

23- 24  American  Society  for  Head  and  Neck  Sur- 

gery, Holl}wv’ood  Beach  Hotel,  Hollywood 
Beach.  Sec.:  Edwin  W.  Cocke  Jr.,  M.D., 
899  Madison  Ave.,  Memphis,  Tenn.  38103. 

24- 25  American  Academy  of  Facial  Plastic  and 

Reconstructive  Surgery,  Hollywood  Beach 
Hotel,  Hollywood  Beach.  Sec.:  Carl  N.  Pat- 
terson, M.D.,  1110  W.  Main  St.,  Durham, 

N. C.  27701. 

24-25  American  Laryngological  Association,  Hol- 
lywood Beach  Hotel,  Hollywood  Beach. 
Sec.:  Frank  D.  Lathrop,  M.D.,  Rt.  #1, 
Pittsford,  Vt.  05763. 

27-May  2 .\merican  .Academy  of  Neurology, 
-Americana  Hotel,  Miami  Beach.  Ex.  Dir.; 
S.  -A.  Nelson,  4005  W.  65th  St.,  Minnea- 
polis, Minn.  55435. 


MAY 

1-  5 -Association  for  Research  in  Ophthalmology, 
Sheraton  Sandcastle,  Sarasota.  Sec.:  Her- 
bert E.  Kaufman,  M.D.,  L'niversity  of  Flor- 
ida College  of  Aledicine,  Gainesville  32601. 

SEPTEMBER 

27-28  Society  of  Pediatric  Radiology,  Deauville 
Hotel,  Miami  Beach.  Sec.:  John  L.  Gwdnn, 
M.D.,  Children’s  Hospital,  4650  Sunset 
Blvd.,  Los  -Angeles,  Cal.  90027. 

29-Oct.  2 -American  Roentgen  Society,  Deauville 
Hotel,  Miami  Beach.  Ex.  Sec.:  Ted  F. 
Leigh,  M.D.,  Emory  University  Clinic,  -At- 
lanta, Ga.  30322. 


OCTOBER 

25-28  -American  Clinical  and  Climatological  -Asso- 
ciation, Ponte  \Tdra  Club,  Ponte  Yedra. 
Sec.:  J.  Edwdn  Wood,  M.D.,  Box  157,  Uni- 
versity of  Yirginia  Ho.'^pital,  Charlottesville, 
Va.  22901. 


NOVEMBER 

3-  8 -American  Society  of  Clinical  Hypnosis, 
Eden  Roc  Hotel,  Miami  Beach.  Ex.  Sec.: 
F.  D.  Nowlin,  800  Washington  .Ave.,  S.E., 
Minneapolis,  Minn.  55414. 

17-22  Pan  -American  Medical  -Association,  Holly- 
wood Beach  Hotel,  Hollywood  Beach.  Dir.; 
Joseph  J.  Eller,  M.D.,  745  Fifth  .Ave.,  New 
A^ork,  N.  Y.  10022. 


DECEMBER 

7-10  Southern  Surgical  -Association,  Boca  Raton 
Hotel,  Boca  Raton.  Ex.  Sec.:  D.  C.  Sabis- 
ton  Jr.,  M.D.,  Duke  University  Aledical 
Center,  Durham,  N.C.  27706. 

10-12  Cardiovascular  Seminar  on  Coronary  Dis- 
ease, Sheraton  Four  .Ambassadors  Hotel, 
Miami.  Pgm.  Dir.;  Mrs.  Jo  Baxter,  5080 
Biscayne  Blvd.,  Miami  33137. 
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Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  376-8253 
236  S.W.  4th  Ave. 
GAINESVILLE,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 


Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


\\T  hatever  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


Thomas  B.  Slade 


Rfty-two  Years  in  Florida 


J.  Beatty  Williams 


uranca 

SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  0.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

M.  G.  Isaacson,  M.D. 

Medical  Director 
1861  N.W.  South  River  Drive 
Miami,  Florida 
Phone  642-3555 

A nonprofit-voluntary  hospital  for  the  treat- 
ment of  nervous  and  mental  disorders  and  the 
problems  of  drug  addiction  and  alcoholic  habit- 
uation. Modern  diagnostic  and  treatment  proce- 
dures including — Psychotherapy.  Insulin.  & Elec- 
troshock, when  indicated.  Adequate  facilities  for 
recreation  and  out-door  activities.  Admissions  are 
made  without  regard  to  race,  color  or  national 
origin. 

Information  on  request 

Member  NAPPH.  American  Psychiatric  Assn.,  & 
American  Hospital  Assn. 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  I PPFR  RF.SPIR.ATORV  ALLERGIES  AND  INEECTIONS 

Dimetapp  Extentabs' 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY  /I'H'DOBINS 
RICHMOND,  VA.  23220 


Hasn't  the 
driver  had 
enough 
excitement 
for  one  d^ 


For  the  patient  who  has  been 
through  an  accident,  the  worry  and 
anxiety  following  the  mishap  may 
actually  heighten  the  perception  of  pain. 
This  is  why  there’s  a classic  lA  grain 
sedative  dose  of  phenobarbital  in 
Phenaphen  with  Codeine — to  take  the 
nervous  "edge”  off,  so  the  rest  of  the 
formula  can  control  the  pain  more 
effectively. 


Wsted  as 


g^era^an  ^ 

vjhete  ws 


Phenaphen* 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Pheno- 
barbital (lA  gr.),  16.2  mg.  (warning;  may  be  habit  forming); 
Aspirin  {2V2  gr.),  162.0  mg.  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.  Codeine  Phosphate.  Va  gr. 
(No.  2),  Vz  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be 
habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 


aiieat’ 


Indications:  Phenaphen  with  Codeine  provides  relief  in  severer 
grades  of  pain,  on  low  codeine  dosage,  with  minimal  possibility 
of  side  effects.  Its  use  frequently  makes  unnecessary  the  use  of 
addicting  narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phenacetin-con- 
taining  products  excessive  or  prolonged  use  should  be  avoided. 
Side  effects:  Side  effects  are  uncommon,  although  nausea, 
constipation  and  drowsiness  may  occur.  Dosage:  Phenaphen 
No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as 
needed;  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as 
needed.  For  further  details  see  product  literature. 


A.  H.  Robins  Company,  Richmond,  Va. 
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Florida  Organizations  of  Medical  Interest 
Meetings  and  Officers 


Organization 


President 


Secretary 


Annual  Meeting 


orida  Medical  Association 
Florida  Specialty  Societies 
lergy  Society 
lesthesiologists,  Soc.  of 
lest  Phys.,  Am.  Coll.,  Fla.  Chap, 
irmatology.  Society  of 
istroenterologic  Society 
eneral  Practice,  .\cademy 

ternal  Medicine  

eurology,  Florida  Society  of 
eurosurgical  Society 
3st.  & Gynec.  Society 
Dhthalmology  Society  . 

rthopedic  Society 

.olaryngology  Society 
ithologists.  Society  of 
:diatric  Society 
:diatric  Surgeons,  Fla.  Assn, 
lys.  Med.  & Rehab.,  Fla.  Soc. 
astic  & Reconstr.  Surgery 
eventive  Medicine,  Fla.  Soc. 
•octologic  Society 

ychiatric  Society 

idiological  Society 
irgeons,  Am.  Coll.,  Fla.  Chap, 
irgeons,  Gen.,  Fla.  .\ssn. 
irgeons,  Int.  Coll.,  Fla.  Chap. 

irgeons.  Thoracic,  Fla.  Society 
•ological  Society 


Henry  J.  Babers  Jr.,  Gainesville 


Floyd  K.  Hurt,  Jacksonville 


Hollywood,  May  6-10,  1970 


Melvin  Xewman,  Jacksonville 
Franklin  B.  McKechnie,  Winter  Pk. 
Howard  M.  Dubose,  Lakeland 

Richard  S.  Flatt,  Sarasota 

Charles  E.  .\ucremann,  St.  Pet’sb’g 
Edward  G.  Haskell  Jr.,  Tallahassee 

W.  Roy  Hancock,  Jacksonville 

Francis  L.  Merritt  Jr.,  Lakeland 

Jack  W.  Barrett,  Miami  

Curtis  G.  Rorebeck,  Tampa 
Ralph  E.  Kirsch,  Miami 

Robert  J.  Pfaff,  Lakeland 
West  Bitzer,  Ocala 
William  F.  Mahoney,  Sarasota 
Thomas  M.  Brill,  Gainesville 
.\lbert  H.  VV'ilkinson  Jr.,  J’ville 
Sterling  H.  Huntington,  Coral  G’les 
Diran  M.  Seropian,  Ft.  Lauderdale 
Carl  Fromhagen  Jr.,  Clearwater 
Paul  J.  Fuzy  Jr.,  Ft.  Lauderdale 
Bernard  Tumarkin,  Coral  Gables 
Malcolm  Van  de  Water,  W.  P.  B. 
Richard  C.  Dever,  Miami 
John  R.  Hilsenbeck,  Miami 
Morris  H.  Blau,  Miami 

Richard  H.  Blank,  Tampa 
Victor  Politano,  Miami 


Roger  A.  Lipton,  Ft.  Lauderdale 
George  T.  Edwards,  Ft.  Lauderdale 
Richard  Elias,  Miami 
.\rnold  R.  Goddard,  Miami 
James  H.  Johnson,  Lakeland 
Joseph  P.  Hendrix,  Port  St.  Joe 
Victor  H.  Knight  Jr.,  Tampa 
James  B.  Perry,  Ft.  Lauderdale 
Howard  C.  Chandler,  Jacksonville 
Charles  A.  Johnson  Jr.,  Clearwater 
Curtis  D.  Benton  Jr., 

Ft.  Lauderdale 
.Albert  .A.  Wilson,  Tampa 
James  H.  Mendel  Jr.,  S.  Miami 
Wallace  M.  Graves  Jr.,  Ft.  Myers 
James  M.  Stem,  Clearwater 

Luis  F.  Mencia,  Miami 

Justine  L.  A'aughen,  Orlando 
William  G.  Taylor,  Tampa 
James  .A.  Horton,  Okeechobee 
Manuel  L.  Carbonell,  Miami  . . 
Walter  M.  White  Jr.,  Miami 
Robert  H.  Xickau,  W.  Palm  Beach 
David  S.  Hubbell,  St.  Petersburg 
Ensor  R.  Dunsford  Jr.,  Orange  Pk. 
William  L.  Wagener  Jr., 

Coral  Gables 

Carlos  R.  Lombardo,  Miami  

Curtis  W.  Bowman,  St.  Petersburg 


5" 

(W 


n> 

CL 


nerican  Cancer  Society,  Div. 

thritis  Foundation,  Chap. 

ood  Banks,  Association  

ue  Shield  of  Florida,  Inc.  

)ard  of  Medical  Examiners. 

ippled  Children  & Adults,  Soc. 
abetes  Association  

;art  Association  

ental  Health  Assn,  of  Fla.,  Inc.  . 

evention  of  Blindness,  Soc 

iblic  Health  Association . 

itarded  Children,  Association 

loracic  Society  

tberculosis  & Res.  Dis.  Assn 

lited  Cerebral  Palsy  of  Florida 
Oman’s  Auxiliary 


William  F.  Mahoney,  M.D., 

Sarasota  

Mr.  William  Xamack  HI, 

Bradenton  

Louise  R.  Wilson,  Gainesville 
Warren  W.  Quillian,  M.D., 

Coral  Gables 

Carl  C.  Mendoza,  M.D., 

Jacksonville  

Thomas  B.  .Abbott,  Ph.D.,  G’ville 
George  P.  Heffner,  M.  D., 

Ft.  Lauderdale.  

-Addison  L.  Messer,  M.D., 

St.  Petersburg  

John  F.  Gaillard,  Jacksonville 

Mr.  R.  B.  Matthews,  Coral  Gables 
Mr.  Miles  T.  Dean,  Tallahassee  . 
Mrs.  Theodore  Xorley,  W.  P.  B. 

Tscheng  S.  Feng,  M.D.,  W.  P.  B 

Jack  C.  Inman,  Orlando — 

Mr.  Clyde  Hagler,  Pensacola 

Mrs.  C.  Herbert  Gilliland,  G’ville. 


Mrs.  Peggy  Lombardo,  J’ville 

Samuel  P.  Lewis,  Hollywood 
Mrs.  -Alma  Del  Valle,  Tampa 
Henry  J.  Babers  Jr.,  M.D., 

Gainesville  ..  

J.  Champneys  Taylor,  M.D., 

1661  Riverside  Ave.,  Jacksonville 
Mr.  Ray  J.  Worssm,  Sarasota 
Eugene  T.  Davidson,  M.D., 
Lakeland 

J.  B.  Shearouse,  W.  Palm  Beach 
Warren  B.  Wall,  .Avon  Park 
Mrs.  Richard  Xosti,  Tampa 

Mr.  Embree  -A.  Walker,  J’ville 

Mr.  Leonard  Stafford,  Pensacola 
Richard  G.  Connar,  M.D.,  Tampa 
Mrs.  Richard  Malchon, 

St.  Petersburg  

Mr.  Tom  Freeman,  Sanford 

Mrs.  Lloyd  K.  Xetto,  W.  P.  Bch. 


Jacksonville,  Oct.,  1970 

St.  Petersburg,  July  1970 
Miami  Beach,  May  1-3,  ’70 

Hollywood,  May  6-10,  ’70 

Miami  Beach,  July  19-21,  ’70 
Key  West,  Oct.  24,  ’70 

Ft.  Lauderdale,  Oct.  9-10,  ’70 

Redington  B’ch,  May  22-24,  ’70 
Tampa,  .Apr.  16-19,  ’70 
February  1970 
Clearwater,  Oct.  8-10,  ’70 
Orlando,  Fall  1970 
Orlando,  .Apr.  30-May  1,  ’70 

Orlando,  .Apr.  30-May  1,  ’70 

Hollywood,  May  6-10,  ’70 
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classified 


^£c\lda 

dlledicat 


physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  R.  C. 
Thompson,  Bartow  Memorial  Hospital,  Bartow,  Fla. 


FAMILY  PHYSICI.AN  WANTED  to  join  estab- 
lished family  physician  (pediatrics  and  general  medi- 
cine) in  rapidly  growing  residential  area.  A.\GP  mem- 
ber or  eligible  preferred.  Lovely  waterfront  community 
with  excellent  professional  atmosphere.  Will  guarantee 
$20,000  first  year.  Contact;  Fred  0.  Smith,  M.D.,  1015 
Bartelt  Rd.,  Tarpon  Springs,  Fla.  33589. 


GENER.\L  PRACTITIONER  WANTED:  For 

private  practice,  pleasant  surroundings  in  Jacksonville 
area.  Seventy-five  bed  county  hospital  adjacent  to 
modern  office  building  wdth  two  colleagues.  Write 
C-842,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


IMMEDI.\TE  OPENING:  GP  desires  office  asso- 

ciate. Salary  and  percentage  with  minimum  guarantee 
of  $24,000  per  year.  Adequate  office  space  with  two 
excellent  area  hospitak.  Central  Florida  location  mid- 
way between  two  coasts.  Phone  (813)  453-3121  or 
write  C-917,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


FAMILY  PHYSICL\N  WANTED:  GP  or  intern- 

ist wishing  to  practice  in  the  Clearwater-Largo-Indian 
Rocks  areas,  please  write  P.O.  Box  1841,  Clearwater, 
Fla.  33535. 


W.\NTED:  M.D.  to  do  general  practice  in  fast 

growing  community  to  join  corporate  group  with 
profit-sharing  and  pension  trust  fund.  Have  60-bed 
JC.\H  hospital.  Guaranteed  salary  $24,000.  Must 
have  Florida  license.  Contact  John  M.  Canakaris, 
M.D.,  Box  727,  Bunnell,  Florida  32010.  Phone  (904) 
437-3354. 


GENERAL  PRACTITIONER:  For  opening  in 

long  established  multispecialtj'  group.  Must  have  Flor- 
ida license  and  completed  military  obligation.  Contact 
Jerome  J.  Coffey,  M.D.  or  John  F.  Ket^vick,  Business 
Manager,  Hollywood  Clinic,  P.O.  Box  2308,  Holly- 
wood, Fla.  33022.  Phone  (305)923-4646. 


Specialists 

INTERNIST  WANTED:  For  private  practice 
netting  $24,000  j’early.  Pleasant  surroundings  in  Jack- 
sonville area.  Seventy-five  bed  county  hospiul  ad- 
jacent to  modern  office  building  with  two  colleagues. 
Write  C-871,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

INTERNIST  \V. ANTED:  Will  consider  internist- 

partner,  well-established  practice,  C.  W.  Bush,  M.D., 
F.ACS,  4337  Seagrape  Drive,  Lauderdale-bv-the-Sea, 
Fla.  33308. 

PSYCHIATRIST  W.ANTED-NEEDED:  To  con- 
tinue county  solo  nine-year  practice  terminated  by 
sudden  death.  Office,  furniture,  files,  patients  ready, 
waiting.  Local  hospital  psychiatric  facility  newly  com- 
pleted. Contact  Mrs.  Frederick  L.  Patry,  5912  River- 
view  Blvd.  W.,  Bradenton,  Fla.  33505. 

INTERNIST  W.ANTED:  Subspecialty  desirable 
but  not  essential.  Military  obligation  completed,  Flor- 
ida board,  to  join  two  certified  internists  in  S.  E. 
Florida.  Early  partnership.  Write  C-935,  P.  0.  Box 
2411,  Jacksonville,  Fla.  32203. 

INTERNIST  W.ANTED:  Board  eligible  or  cer- 
tified, married,  military  service  completed  to  form  the 
third  man  of  a busy,  growing  internal  medical  practice. 
Cardiology  subspecialty  preferred.  Suburban  Miami 
area.  Write  Louis  D.  Bennett,  M.D.,  3829  Hollywood 
Blvd.,  Hollywood,  Fla.  33021. 


Miscellaneous 


W.ANTED;  Pediatrician,  internist,  anesthesiologist, 
general  practitioner  in  27-man  multispecialty  group 
located  Florida  Gulf  coast.  Progressive,  rapidly  grow- 
ing community  with  abundance  of  recreational  and 
cultural  opportunities.  Clinic  affiliated  with  200-bed 
accredited  hospital  with  immediate  and  long  range  ex- 
pansion plans.  No  investment  required.  Contact  D.  M. 
Schroder,  .Adm.,  Mease  Hospital  and  Clinic,  Dunedin, 
Fla.  33528. 

PHYSICLAN  FOR  EMERGENCY  SERVICES: 
In  Florida  medical  center.  700-bed  expanding  facility 
on  Gold  Coast.  Florida  license  required.  Staff  of  7. 
Competitive  fee  schedule  with  excellent  benefit  pro- 
gram. Contact  .Administrator,  Broward  General  Medi- 
cal Center.  1600  S.  .Andrews  .Ave.,  Ft.  Lauderdale,  Fla. 
33316.  Phone  (305)525-5411. 
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POSITION'^  OPEN’:  Fo  • sab.ried  staff  in  we  t 

central  Florida.  Two  internists  (one  as  medical  direc- 
tor), general  surgeon,  general  practitioner,  ob.-gyn. 
and  psychiatrist,  .\ccredited  169-bed  county  hospital. 
■Approved  rotating  internship  (6  interns)  and  approved 
four  year  residency  in  general  surgery  (jointly  with 
Lakeland  General  Hospital).  Can  employ  without 
Florida  license.  If  foreign  medical  graduate,  must  have 
E.C.F.M.G.  certificate.  Contact  John  F.  Dominick, 
M.D.,  Director  of  Medical  Education,  Polk  General 
Hospital,  Bartow,  Florida  33830.  Phone  (813)533-1111. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  internist,  ENT,  and 

dermatologist.  Write  C-901,  P 0.  Box  2411,  Jackson- 
ville, Fla.  32203. 


.\DDITION.\L  PHYSICI.\NS  NEEDED:  For  as- 

sociation, group  or  solo  practice.  Fields  of  practice 
in  short  supply:  GP,  allergy,  dermatology,  geriatrics, 
internal  medicine,  obstetrics  and  pathology.  Two  hos- 
pitals in  county  of  rapid  growth.  Contact  Carl  N. 
Reilly,  M.D.,  304  Nesbit  St.,  Punta  Gorda  339SO. 
Phone  (813)639-1758. 


PRIVATE  EMERGENCY  SERVICE  PHYSI- 
CL\NS:  Applications  from  Florida  licensed  physicians 

are  being  considered  to  fill  vacancies.  Duties  include 
direct  patient  care  to  private  patients,  and  participation 
in  the  education  and  supervision  of  residents  and 
interns  assigned  to  emergency  service.  Submit  resume 
to  .\ssistant  Director,  .-Xmbulatory  Services,  Mount 
Sinai  Hospital  of  Greater  Miami,  Miami  Beach,  Fla. 
33140. 


DIRECTOR  OF  MEDICAL  EDUC.\TION:  To 

replace  retiring  incumbent.  Growing  medical  center 
(666  beds)  on  Florida’s  Gold  Coast.  Prefer  board 
certified  specialist  who  will  obtain  Florida  license. 
Contract  available  for  competitive  salary  and  benefit 
program.  Send  resume,  availability  and  salary  require- 
ments to  .Administrator,  Broward  General  Medical 
Center,  1600  S.  .Andrews  .Ave.,  Ft.  Lauderdale,  Fla. 
33316. 


situations  wanted 


. R.ADIOLOGIST:  Experienced  in  therapy,  nuclear 

medicine  and  diagnostic  radiology  desires  to  locate  in 
Florida.  Have  Florida  license.  Write  C-939,  P.O.  Box 
2411,  Jacksonville,  Fla.  32203. 


GENERAL  SURGEON:  Board  certified,  licensed 

in  Florida  1968.  Desires  association  with  another 
surgeon  or  group  in  a coastal  city  of  central  or 
southern  Florida.  Write  C-855,  P.O  Box  2411,  Jack- 
sonville, Fla.  32203. 


P.ATHOLOGIST:  Fully  qualified,  active,  experi- 

enced, age  40,  native  U.S.,  would  like  directorship  of 
laboratorv'  in  hospital  desiring  its  own  pathologist. 
VWite  C-940,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


POSITION  WANTED:  Vascular  surgeon,  board 

certified,  desires  association  or  group  practice.  Licensed 
in  Florida,  military  obligations  completed.  Write 
C-929,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

SITUATION  W.ANTED:  Locum  tenens  for  one 

week  in  April  or  May.  Write  C-941,  P.O.  Box  2411, 
Jacksonville,  Florida  32203. 


practices  available 

EXCELLENT  PRACTICE  OPPORTUNITY: 
G.P.  leaving  for  residency.  Fully  equipped,  plush  office 
in  beautiful  residential  suburb  of  Fort  Lauderdale,  in 
fastest  growing  area  of  the  country.  Phone  731-7038. 


FOR  S.ALE:  Well  established  internal  medicine 

practice  and  office  building  in  excellent  location  in 
North  Miami.  Facilities  adequate  for  one  or  more 
physicians.  Write  11015  N.E.  8th  Ct.,  Miami,  Fla. 
33161. 


real  estate 

IN  SEBRING:  .Acreage,  lake  frontage,  ranches, 

homes,  business  opportunities  and  groves.  Contact 
Grayce  McCoy,  Realtor,  4 Circle,  Sebring,  Fla.  33870 
or  phone  EV  5-7740. 


FOR  S.ALE:  .A  complete  office  equipped  for  one 

general  practitioner  or  more.  I am  a member  of  a 
group  of  ten  doctors,  all  in  the  same  building,  all  with 
individual  practices — no  partnerships.  In  fast  growing 
area.  Write  Box  333,  Clearwater,  Fla.  33515. 


OFFICE  SP.ACE  available  near  Orlando,  Fla. 
Professional  Center  consisting  of  two  general  prac- 
titioners, two  dentists,  pharmacy,  and  medical 
laboratory.  Centrally  located  in  a rapidly  expanding 
population  center.  Rotating  call  available.  Contact 
Mrs.  Veitch,  office  of  Stuart  P.  Culpepper,  M.D., 
South  Seminole  Professional  Center,  Inc.,  Highway 
436  & Robin  Rd.,  Altamonte  Springs,  Fla.  32701. 
Phone  (305)  838-3497. 


EXCELLENT  OFFICE  SPACE  .AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  .All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


Classified  advertising  rates  are  $5.00  per  inser- 
tion for  ads  of  25  words  or  less.  .Add  20C  for  each 
additional  word. 


The  Florida  Medical  .Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 
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Arch  Laboratories 

Dicarbosil  37 

Ayerst  Laboratories 
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Breon  Laboratories 

Measurin  14 
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PM  Florida  41 

Wm.  P.  Poythress  Co. 

URO  Phosphate  10a 

.A.  H.  Robins,  Inc. 

Ambar  6a 

Dimetapp/Phenaphen  58a 

Roche  Laboratories 

Berocca  6,  9,  17,  42 

Librium  Back  Cover 

G.  D.  Searle 

Ovulen-21  32a 
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Stuart  Pharmaceuticals 
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from  the  discord  of  onx 


MW- 3 1 1970 


NR"'  academy 

Before  prescribing,  please  conQ^c^4^t'^i^k«i^£nformation,  a 
summary  of  which  follows: 


INDICATIONS:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

CONTRAINDICATIONS:  Patients  with  known  hypersensitivity  to  the  drug. 
WARNINGS:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  ogainst  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving). Though  physical  and 
psychological  dependence  have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increose  dosage;  withdrawal  symptoms  (irKluding 
convulsions),  following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  loenefits  be  weighed  ogainst  its  possible  hazards. 

PRECAUTIONS:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  1 0 mg  or  less  per  day)  to 
preclude  otoxio  or  oversedation,  increasing  gradually  os  needed  and 
tolerated.  Not  recommended  in  children  under  six.  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs  such  os  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e  g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric  potients  and 
hyp>eractive  aggressive  children.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants:  causal  relationship  has  not 
been  established  clinically. 

ADVERSE  REACTIONS:  Drowsiness,  otaxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  odjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  ore  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  lib'do — all  infrequent 
and  generolly  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appeor  during  and  after 
treotment;  blood  dyscrosios  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  hove  been  reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  protracted  therapy. 


with  the  aid  of  antianxiety 

Librium* 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 


In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees  of 
excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  disease. 
In  properly  individualized  main- 
tenance dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunch've 
therapy  in  psychophysiologic 
disorders.  In  long  clinical  ex- 
perience, Ubrium  has  demonstrated 
a wide  margin  of  safety. 


Also  available; 

Libritabs® 

(chlordiazepoxide) 


HlUIRoche 

1 LABORATOfilES 
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(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Controindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  sofer  than  the  amphetamines,  use  with  great  caution  In 
patients  with  severe  hypertension  or  severe  cordiovoscular  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentlol  benefits  outweigh  potential  risks. 
Adverse  Reoctions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relotively  low  Incidence.  As  is  chorocteristlc  of  sympothomimetic  ogents,  it  may 
occosionolly  cause  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast.  CNS  depression  has  been  reported.  In  o few  epilep 
on  increose  In  convulsive  episodes  has  been  reported.  Sympathomimetic  carcj 
vascular  effects  reported  Include  ones  such  os  tachycardio,  precordiol  pc 
arrhythmia,  palpitotlon,  and  increased  blood  pressure.  One  published  rep| 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  Ingestlonl 
diethylpropion  hydrochloride;  this  was  an  isoloted  experience,  which  hos  not  b<i 
reported  by  others.  Allergic  phenomeno  reported  include  such  conditions  os  rol 
urticoria,  ecchymosls,  ond  erythema.  Gostrointes/inof  effects  such  os  dlarrh 
constipofion,  nouseo,  vomiting,  and  obdominol  discomfort  have  been  report 
Specific  reports  on  the  hematopoietic  system  Include  two  each  of  bone  marr) 
depression,  ogranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  adve 
reoctions  hove  been  reported  by  physldons.  These  include  complaints  such  os 
mouth,  headoche.  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreosj 
libido,  dysuria,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-lob  toblets:  One  75  mg  tor 
daily,  swallowed  whole.  In  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  toblet  thrj 
times  daily,  one  hour  before  meals.  If  desired,  on  odditlonol  tablet  may  be  giver} 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  rj 

T-006A  / 1/70  / U.S.  PATENT  NO  3.001 

THE  NATIONAL  DRUG  COMPAh 

DIVISION  OF  RICHARDSON-MERRELL  IF' 

PHILADELPHIA.  PENNSYLVANIA  191^ 


recommer\ded 


A BROMSULPHALEIN®  IN  A STERILE, 

p 

S 


DISPOSABLE,  ECONOMICAL  UNIT 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 


weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 


The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 


Complete  literature  available  on 

HYNSON.  request. 

WESTCOTT  & 

DUNNING,  INC. 


( BSP04 I 


Baltimore,  Maryland  21201 


Jle  is  midcUe-ag 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECL0ST4TIN  300 


Demfth>lchlorlelrar>rline  HCi  300  mg 
and  N^slalin  500.000  units 
CAPSllE-SHAPED  TABLETS  Lederle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demethvlchlortetracvcline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectriim  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  deniethylchlortetracy- 
cline  or  nystatin. 

Te  aming:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  )n- 
stant  observation  is  essential.  If  new  infections  appear,  appropitt 
measures  should  be  taken.  In  infants,  increased  intracranial  pre  ire 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  i'< 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  ar- 
rhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— macule  ip- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatiti  la? 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  o hr 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Tran 
increase  in  urinary'  output,  sometimes  accompanied  by  thirst  (i  e). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphyHs. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  li? 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  ug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  1 w 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiip*- 
crasy  occurs,  discontinue  medication  and  institute  appropriate  the  ». 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  01 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thu  V 
in  humans. 

■Average  .Adult  DaUy  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shoul  h 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  inipt  a| 
by  the  concomitant  administration  of  liigh  calcium  content  drugs,  f 
and  some  dairy  products.  Treatment  of  streptococcal  infections  sh  Id 
continue  for  10  days,  even  though  symptoms  have  subsided. 
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Tetrex  MCAPS  controls  susceptible  bacteria 
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all  other  “convenience  dosage”  tetracyclines. 
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stomatitis,  nausea,  diarrhea,  flatulence,  proctitis,  vaginitis,  derUti 
and  allergic  reactions  may  occur.  Usual  Adult  Dose:  1 Gm./dayi  2 
4 divided  doses.  Continue  therapy  for  10  days  in  Group  A Betaen 
lytic  streptococcal  infections.  Administer  one  hour  before  or  2io; 
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Each  effervescent  tablet  supplies;  2.5  Gm.  potassium  bicarbonate 
(25  mEq.  elemental  potassium),  2.1  Gm.  citric  acid,  cyclamic  acid 


Three  clinical  studies*  confirm  the  effectiveness 
of  good  tasting  K-Lyte  as  a source  of  supple- 
mental potassium  to  increase  low  levels  of 
serum  potassium  and  to  maintain  normal 
levels.  Patients  were  on  continuous  diuretic 
therapy  and  salt-restricted  diets.  K-Lyte  dosage 
was  one  tablet  b.i.d. 


Serum  Potassium  Levels  (in  mEq./L) 
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value 

Mean  final 
value 
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3.23 
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4.40 
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4.52 
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K-Lyte  can  offer  effective  potassium  supple- 
mentation without  the  gastrointestinal  com- 
plications sometimes  associated  with  potassium 
chloride  tablets  and  thiazide-potassium  chloride 
combination  therapy.  Effervescent  K-Lyte  is 
taken  in  solution,  speeding  up  absorption  to 
avoid  these  hazards. 


Composition:  Each  tablet  contains  potassium  bicarljon- 
ate  (2.5  Gm.),  citric  acid  (2.1  Gm.),  cyclamic  acid,  arti- 
ficial flavor  and  color. 

Contraindications:  When  renal  function  is  impaired,  or 
if  the  patient  has  Addison’s  disease,  potassium  supple- 
mentation should  not  ordinarily  be  instituted. 
Precautions:  Should  not  be  used  in  patients  with  low 
urinary  output  unless  under  the  supervision  of  a physi- 
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directed  toward  correction  of  frequently  associated  hypo- 
chloremic alkalosis  and  other  potential  electrolyte 
disturbances.  Patients  should  be  directed  to  dissolve 
tablet  in  stated  amount  of  water  to  assure  against  gastro- 
intestinal injury  associated  with  the  oral  ingestion  of 
concentrated  potassium  salt  preparations. 

Side  Effects:  While  nausea  has  been  reported  in  an  occa- 
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normal  renal  function  and  urinary  output.  Potassium 
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quirements of  the  patient.  Two  tablets  (50  mEq.  of 
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Double-strength  Measurin  timed-release  aspirin  offers  a new 
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an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 
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Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 
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Our  Younger  Generation 

Recently  in  Washington,  D.  C.  an  excellent  educational  meeting  was  put  on  by  the  American 
Medical  Political  Action  Committee  (AMPAC).  I attended  this  by  invitation  and  was  very  impress- 
ed. This  convinced  me  that  AMPAC  and  our  own  FLAMPAC  should  be  strongly  supported.  These 
organizations  are  very  necessary  for  education  and  action  in  the  political  arena  if  our  democratic 
legislative  process  is  to  function  properly  in  this  country.  Ask  your  FLAMPAC  leaders  in  Florida 
about  this  meeting. 

While  I was  waiting  for  one  of  the  programs  to  get  started  some  of  the  problems  confronting  all 
of  us  today  flashed  through  my  mind.  With  a sort  of  flight  of  ideas  I suddenly  realized  that  my 
only  method  of  staying  sane  was  simply  to  do  the  best  I could  and  live  each  day  at  a time.  Solutions 
to  problems  refused  often  to  present  themselves;  certainly  I had  no  ready  answers.  I admit  Pm  con- 
fused; the  whole  world  is  in  the  grip  of  a mass  hysteria  of  tremendous  proportions.  Who  is  sane  and 
who  isn’t  is  a problem  in  itself. 

In  my  flight  of  ideas  I thought  of  the  young  people  and  our  modern  hirsute  generation.  I read 
somewhere  recently  that  one  man  said  of  his  son,  “Everything  he  eats  seems  to  turn  to  hair.”  One  can 
hardly  escape  the  relationship  of  hair  to  our  youth.  When  we  look  at  some  of  our  young  people  all  one 
can  think  of  is  a vague  outline  of  a face  peering  from  behind  a bush.  We  all  know  there  is  nothing 
wrong  with  beards;  it  is  what  they  stand  for  that  is  important.  The  other  day  I looked  over  pictures 
of  our  past  presidents  of  the  FMA.  From  1874  through  1899,  19  out  of  24  were  bearded.  My  thoughts 
turned  then  to  cleanliness.  Ah,  there  is  a difference!  Many  of  our  hairy  youth  look  clean,  are  clean  and 
smell  all  right.  Others  look  and  smell  like  wild  men  or  goats.  I doubt  if  a high  odor  was  ever  popu- 
lar, at  least  since  man  had  the  facilities  to  get  clean.  Disheveled  hair,  poor  personal  hygiene,  and  a 
rancid  odor  were  never  attractive. 

I guess  I will  never  understand;  someone  will  have  to  explain  things  to  me.  The  world  is  on  a 
mass  hysterical  binge  and  may  blunder  thereby  into  a frightful  accident.  I’m  sure  that  harmful  drugs 
are  wrecking  many  young  lives.  The  number  one  problem  of  my  generation  is  alcoholism,  which  per- 
vades our  lives  without  generating  the  same  frenetic  resistance.  I have  hopes  that  our  youth  will  lead 
us  and  themselves  out  of  this  hysterical  state.  To  date  I am  confused  and  hope  and  pray  that  some- 
body knows  what  to  do. 

Most  of  our  young  people  are  intelligent  and  attractive.  Part  of  the  generation  gap,  at  least  for 
me,  is  physical:  the  process  of  my  getting  older.  A teenager  can  read  in  a poor  light  better  than  I 
can  because  his  visual  acuity  is  better.  I listen  to  teenage  conversations  without  comprehension;  the 
words  sound  like  the  wind  blowing  gently  through  the  trees,  but  they  understand  each  other  well. 
Their  hearing  is  sharper.  I envy  the  young  people  and  hope  that  by  the  time  experience  has  taught 
them  some  of  the  age-old  truths,  they  will  be  further  along  the  way  to  a full  and  happy  life  than 
my  own  generation. 
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for  the  debilitated 
geriatric  patient 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  

Riboflavin  

Pyridoxine  HCI 

Niacinamide 

Calcium  pantothenate  

Cyanocobalamin  

Folic  acid  

Ascorbic  acid 

Usual  dosage  is  one  tablet  b.i.d. 


15  mg 
15  mg 
5 mg 
100  mg 
20  mg 
5 meg 
0.5  mg 
500  mg 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically.  ( 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive  ■ 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Biq. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


you  can  hang  on  for  a few  more  minutes,  Docto 
n sure  I’ll  sneeze  again.” 


sneeze.  And  sneeze  some  more.  But  with  Novahis- 
LP,  most  patients  get  prompt  and  long-lasting 
from  the  symptoms  of  allergies  and  colds.  These 
nuous-release  tablets  have  a vasoconstrictor-anti- 
mine  formulation  that  begins  working  in  minutes, 
continues  to  provide  relief  for  hours.  Even  when 
congestion  is  due  to  repeated  allergic  episodes, 
Novahistine  LP  tablets,  morning  and  evening,  let 


most  patients  breathe  freely  all  day  and  all  night.  U 
with  caution  in  individuals  with  severe  hypertensic 
diabetes  mellitus,  hyper- 

thyroidism  or  urinary  INOVaillStllK 

retention.  Caution  am-  T 

JLiX  c 


bulatory  patients  that 


decongestant 


drowsiness  may  result. 


(Each  tablet  contains  25  mg.  of  phenylephni 
hydrochloride  and  4 mg.  of  chlorpheniramin 
maleate.) 


THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 
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Hasn’t 
;he  skipper 
lad  enough 
excitement 
or  one  day? 

)r  the  patient  who  has  been 
rough  an  accident,  the  worry 
id  anxiety  following  the 
ishap  may  actually  heighten 
e perception  of  pain.  This  is 
hy  there’s  a classic  Va  grain 
^dative  dose  of  phenobarbital 
Phenaphen  with  Codeine- 
take  the  nervous  “edge”  off, 

) the  rest  of  the  formula  can 
introl  the  pain  more  effectively. 
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i.  Robins  Company,  AH'DOBINS 


hmond.Va.  23220 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2.  3,  or  4 contains:  Phenobarbital  (Vi  gr.).16.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (272  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Vi 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 


Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  ot 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 
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SUSTAINED 

RELEASE 

VnAMIN  C 


BID 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley’’  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  11 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Not  just  the  tough  cases... 


Depend  on  Candeptin*^  (candicidin) 
as  the  agent  of  first  choice  in 
all  Candida  cases. 


Symptoms  subside 
in  48  to  72  hours! 

Itching,  burning,  discharge, 
and  malodor  disappear  rapidly... 
patient's  embarrassment,  too. 

Avoids  the 
disappointment 
of  ‘‘the  cure 

that  didn’t  take.” 

Candeptin  is“cidal’'as  well  as“static,” 
It  IS  100  times  more  potent  in  vitro 
than  nystatin, 2 and  it  has  achieved 
culture-confirmed  cure  rates  of 
90%  and  more^  (even  in  notoriously 
difficult-to-treat  pregnant  patients))'2'“ 

And  two  weeks  does  it. 

Usually,  Candeptin  cures  in 
a single  14-day  course  of  therapy.^ 


the  fortnight  fungicide 

Candeptin^ 

candicidin 

Vaginal  Tablets/Ointment 

Formula:  CANDEPTIN  Vaginal  Ointment  con- 
tains a dispersion  of  candicidin  powder  equiva- 
lent to  0 6 mg  per  gm,  or0,06%  candicidin  activity 
in  U.S.P.  petrolatum,  3 mg.  of  candicidin  Is  con- 
tained in  5 gm.  of  ointment  or  one  appllcatorful. 
CANDEPTIN  Vaginal  Tablets  contain  candicidin 
powder  equivalent  to  3 mg.  (0,3%)  candicidin  ac- 
tivity dispersed  in  starch,  lactose  and  magnesium 
Stearate. 

Indications:  Vaginal  moniliasis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Patient  sensitivity  to  any 
of  the  components.  During  pregnancy  manual 
tablet  insertion  may  be  preferred  since  the  use  of 
the  ointment  applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  Cl  inical  reports  of  sensitization  or  tem- 
porary irritation  with  CANDEPTIN  Vaginal  Oint- 
ment or  Vaginal  Tablets  have  been  extremely 
rare.  To  avoid  reinfection.  It  is  recommended  that 
the  patient  refrain  from  sexual  intercourse  during 
treatment  or  the  husband  wear  a condom. 
Dosage:  One  vaginal  applicatorful  of  CAN- 
DEPTIN Ointment  or  one  Vaginal  Tablet  is 
inserted  high  in  the  vagina,  twice  a day,  in  the 
morning  and  at  bedtime,  for  14  days.  Treatment 
may  be  repeated  if  symptoms  persist  or  reappear. 
Dosage  forms:  CANDEPTIN  Vaginal  Ointment 
IS  supplied  in  75  gm.  tubes  with  applicator  (14- 
day  regimen  requires  2 tubes).  CANDEPTIN  Vag- 
inal Tablets  are  packaged  in  boxes  of  28.  in  foil, 
with  inserter— enough  for  a full  course  of  treat- 
ment. Store  under  refrigeration. 

Federal  law  prohibits  dispensing  without  pre- 
scription. CANDEPTIN  IS  a registered  trade-mark 
of  Julius  Schmid,  Inc. 


References:  1.  Olsen,  J.  R.;  Journal-Lancet 
85:287  (July)  1965.  2.  Lechevalier,  H.:  Antibiotics 
Annual  1959-1960,  New  York,  Antibiotica,  Inc., 
1960,  pp  614-618.  3.  Giorlando,  S W.,  Torres,  J.  F„ 
and  Muscillo.  G,  Am.  J.  Obst,  & Gynec.  90  370 
(Oct.  1)  1964  4 Friedel,  FI.  J.:  Maryland  M.  J. 
75  36  (Feb.)  1966. 


Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  N.Y.  10019 


YOUR  PATRONAGE 
HAS  MADE  OUR  GROWTH  POSSIBLE 

Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

4111  Carmichael  Ave.  32207 
(904)  359-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

St.  Petersburg  call  862-0332  direct  line 
to  Tampa  office 

Clearwater  call  446-0487  direct  line 
to  Tampa  office 


A COMPLETE  BUSINESS  SERVICE 

FOR  THE  MEDICAL 
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Phone  898-5074 
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1855  Hillview  Street 
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Sarasota,  Florida 
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Sarasota  Phone  958-4493 
4771  Bilmark 
Ft.  Myers,  Florida 

Ft.  Myers  Phone  936-3162 
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jincf  I9}i  1 1 1 1 1 

417  Executive  Building 

^ rill  ^ 

1175  N.E.  125th  St. 

Miami,  Florida  33125 

Dade  Phone  751-2101 

Broward  Phone  523-0286 

Affiliates  of  Black 

& Skaggs  Associates 

Battle  Creek,  Michigan 

FAa  L LEGEND 


LEVI  STRAUSS  & CO.  WILL 
GIVE  A FREE  PAIR  OF  LEVl'S 
TO  ANYONE  WHO  MEASURES 
OUT  TO  A 4^/^ 


DRINKING  TOA 
LADY'S  HEALTH. 
QUAFFED  ONECUP 
OF  WINE  FOR  EVERY 
letter  OF  HER  NAME! 


COST  OF  ' 

AM  BAR 
EXTENTABS 

IS  APPROXIMATELY  10%T040% 
LESS  THAN  THAT  OF  OTHER  LEAD- 
. 1N6  APPETITE  SUPPRESSANTS 

\ AN  IMPORTANT  FACTOR 

J-  \^INLONG  term  THERAP 


DISCOVERED 

FAT  PEOPLE  ARE  FAR 
MORE  APT  TO  DIE 
SUDDENLY  THAN 
THIN  PEOPLE  1 / 


/ * >#/ u 

JL.  11 

Control  food  and  mood 
all  day  long  with 
a single  morning  dose 


AMBAR*2 


EXTENTABS" 


methamphetamine  HCI 15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning;  may  be  habit  forming). 


A.  H.  ROBINS  COMPANY 
RICHMOND.  VA.  23220 


AHj^OBlNS 


One  Ambar  Extentab  before  break- 
fast can  help  control  most  patients’ 
appetites  for  up  to  12  hours.  Metham- 
phetamine, the  appetite  suppressant, 
gently  elevates  mood  and  helps 
overcome  dieting  frustrations.  Phe- 
nobarbital, the  sedative  in  Ambar, 
controls  irritability  and  anxiety  . . . 
helps  maintain  a state  of  mental 
calm  and  equanimity.  Both  work  to- 
gether to  ease  the  tensions  that 
erode  the  will  power  during  periods 
of  dieting. 

BRIEF  SUMMARY/Indications:  Am- 
bar suppresses  appetite  and  helps 
offset  emotional  reactions  to  dieting. 


Contraindications:  Hypersensitivij 
to  barbiturates  or  sympathomimetic 
patients  with  advanced  renal 
hepatic  disease.  Precautions:  A 
minister  with  caution  in  the  present| 
of  cardiovascular  disease  or  hype 
tension.  Side  Effects:  Nervousne 
or  excitement  occasionally  note  i 
but  usually  infrequent  at  recori 
mended  dosages.  Slight  drowsine 
has  been  reported  rarely.  See  pac 
age  insert  for  further  details. 

Also  available:  Ambar  #1  Extentab 
— methamphetamine  hydrochlori(|j 
10  mg.,  phenobarbital  64.8  mg.  (1  g | 
(Warning:  may  be  habit  forming),  i 


Remember  how  great 
milk  of  magnesia  tasted  ? 


Almost  as  good  as  castor  oil. 

But  now  you  can  spare  the 
taste  buds  and  spoil  the  patient  with  a 
modern  Dulcolax  tablet  or  suppository. 

And  Dulcolax  works  so  pre- 
dictably that  the  time  of  bowel  move- 
ment can  often  be  predicted.  Tablets 
taken  at  night  usually  produce  a bowel 
movement  the  following  morning. 
Suppositoriesgenerally  work  in  15 
minutes  to  an  hour. 


For  preoperative  preparation, 
a combination  of  tablets  at  night  and  a 
suppository  the  next  morning  usually 
cleans  the  bowel  thoroughly. 

Dulcolax  suppositories  may 
be  particularly  helpful  when  straining 
should  be  avoided,  as  in  postoperative 
care.  Keep  in  mind,  however,  that  the 
drug  is  contraindicated  in  the  acute  sur- 
gical abdomen. 

Dulcolax". . . it’s  predictable 

bisacodyl 


r license  from  Boehringer  Ingelheim  G m.b.H 


& Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical  Corporation,  Ardsley.  New  York  10502 


DU-7015 


A once-popular  treatment  for  back  pains 
was  to  hove  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly 
by  holding  a hot  roasted  onion  to  the 


A realistic 
approach 

to  pain 
reliel 


‘Empirin 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1 / 2 (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1/2. 

keeps  the  promise 
ol  pain  reliel 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  ore  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
■Rickahoe.  N.Y. 


IN 

IN 


ASTHMA 

EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophyUine. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use  • 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


maybe  hazardous 
TO  YOUR  healths 


According  to  the  Framingham  Heart  Study, 
the  obese  face: 


86%  greater  risk  of  angina  pectoris, 

82%  greater  risk  of  diabetes, 

71  % greater  risk  of  coronary  heart  disease.* 

Obesity  may  also  aggravate  osteoarthritis, 
flat  feet,  intertriginous  dermatitis,  varicose 
veins,  and  ventral  or  diaphragmatic  hernias 


you  are  considering  weight  reduction,  consider 

phenmetrazine  hydrochloride 
Endurets® 

prolonged-action  tablets 

Often  effective 

Controlled  studies  in  a general  patient  popu- 
lation have  shown  that  when  Preludin  is  used 
with  diet,  the  rate  of  weight  loss  exceeds 
that  obtained  by  placebo  and  diet. 

Long  acting 

Slow,  even  release  of  the  active  principle 
usually  suppresses  appetite  continuously  for 
about  12  hours. 

Once-a-day  dosage 

One  Endurets  tablet  after  breakfast.  It  helps 
reduce  weight  and  costs,  conveniently. 

For  contraindications,  warning,  precautions, 
and  adverse  reactions,  please  see  the  full 
prescribing  information. 

It  is  summarized  on  this  page. 

Where  there’s  no  will  there’s  a therapeutic  way 


•Among  persons  20%  or  more 
overweight  as  compared  with 
median  weight  for  persons  of 
like  height  and  sex. 

1.  Kannel,  W.B.,  et  al.:  Circula- 
tion 35:734,  1967. 

2.  Thomas,  H.E.,  Jr.,  et  al.:  Med. 
Times  95:1099,  1967. 

3.  Albrink,  M.J.,  in:  Beeson, 

P.B.  & McDermott,  W.  (eds.): 
Cecil-Loeb  Textbook  ol  Medicine, 
ed.  12,  Phila.:  W.B.  Saunders 
Co..  1967. 

PreiudinS 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as  an 
anorexigenic  agent  in  the  treat- 
ment of  obesity.  It  may  be  used  in 
simple  obesity  and  in  obesity 
complicated  by  diabetes,  mod- 
erate hypertension  (see  Pre- 
cautions), or  pregnancy  (see 
Warning). 

Contraindications:  Severe 
coronary  artery  disease,  hyper- 
thyroidism, severe  hypertension, 
nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during  the 
first  trimester  of  pregnancy  un- 
less potential  benefits  outweigh 
possible  risks.  There  have  been 
clinical  reports  of  congenital  mal- 
formation, but  causal  relation- 
ship has  not  been  proved.  Animal 
teratogenic  studies  have  been 
inconclusive. 

Precautions:  Use  with  caution  in 
moderate  hypertension  and 
cardiac  decompensation.  Cases 


involving  abuse  of  or  depend- 
ence on  phenmetrazine  hydro- 
chloride have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for  its 
central  stimulant  effect,  and  have 
resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood 
or  behavior  changes,  hallucina- 
tions or  delusions.  Do  not  exceed 
recommended  dosage. 

Adverse  Reactions:  Dryness  or 
unpleasant  taste  in  the  mouth, 
urticaria,  overstimulation, 
insomnia,  urinary  frequency  or 
nocturia,  dizziness,  nausea,  or 
headache. 

Dosage:  One  25  mg.  tablet  b.i.d. 
or  t.i.d.  Or  one  75  mg.  Endurets 
tablet  a day,  taken  by  mid- 
morning. 

Availability:  Pink,  square,  scored 
tablets  of  25  mg.  for  b.i.d.  or 
t.i.d.  administration,  in  bottles  of 
100  and  1000. 

Pink,  round  Endurets®  prolonged- 
action  tablets  of  75  mg.  for 
once-a-day  administration,  in 
bottles  of  100  and  1000. 
(B)R3-46-560-B 

For  complete  details,  please  see 
full  prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg, 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivale.nt  to  125  mg. 
erythromycin  base. 


will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone^ 

Erythromycin  Estolate 

Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Pseudoneurotic  Schizophrenia 

Asa  L.  Godbey  Jr.,  M.D.  and  Jorge  R.  Guerra,  M.D. 


Sigmund  Freud  warned;  “Often  enough,  when 
one  sees  a case  of  neurosis  with  hysterical  or  ob- 
sessional symptoms,  mild  in  character  and  of  short 
duration  (just  the  type  of  case,  that  is,  which  one 
would  regard  suitable  for  treatment)  a doubt 
which  must  not  be  overlooked  arises  whether  the 
case  may  not  be  one  of  incipient  dementia  praecox, 
so-called  (schizophrenia  according  to  Bleuler; 
paraphrenia,  as  I prefer  to  call  it),  and  may  not 
sooner  or  later  develop  well-marked  signs  of  this 
disease. 

As  did  Freud,  generations  of  psychiatrists  rec- 
ognize patients  whose  behavior  and  symptoma- 
tology demonstrate  an  impairment  of  ego  function 
not  found  in  psychoneurotics.  These  patients  are 
quite  ill,  but  not  overtly  psychotic.  They  exhibit 
some  of  the  classical  clinical  symptoms  of  schiz- 
ophrenia (though  these  may  be  less  striking  and 
intense  than  in  the  “schizophrenic”)  and  a host 
of  neurotic  symptoms  and  mechanisms.  The  ma- 
jority do  not  develop  a more  classical  schizo- 
phrenic syndrome. 

In  1949  Hoch  and  Polatin  coined  the  term 
“Pseudoneurotic  Schizophrenia.”^  Hoch  and  Cat- 
tell  based  the  diagnosis  of  pseudoneurotic  schiz- 
ophrenia on  the  finding  of  several  so-called  “pri- 
mary symptoms”  of  schizophrenia  in  conjunction 
with  a special  type  of  secondary  symptomatology.  ^ 
While  acknowledging  the  artificiality  of  the  com- 
partmentalization  of  human  behavior,  Hoch  and 
Cattell  subdivided  the  characteristic  disturbances 
of  thinking  and  association  and  of  emotional  reg- 
ulation (referred  to  as  the  “primary  symptoms” 
of  schizophrenia)  to  make  possible  a simplification 
of  the  evaluation  process. 


Drs.  Godbey  and  Guerra  are  residents  in  the  Department  of 
Psychiatry,  Shands  Teaching  Hospital,  University  of  hlorida 
College  of  Medicine,  Gainesville. 


Primary  Symptomatology 

Disorders  in  the  process  of  thinking  and  asso- 
ciation include:  (1)  the  relating  of  ideas  despite 
incongruities  of  time,  place  or  person  (for  exam- 
ple, after  having  sexual  advances  accepted  by  a 
blonde,  one  might  conclude  that  all  blondes  are 
equally  receptive);  (2)  the  simultaneous  accept- 
ance and  rejection  of  an  idea  (ambivalence);  (3) 
disturbances  in  goal-directed  thought  (such  as 
tangentiality — the  oversensitivity  to  irrelevant 
stimuli  with  the  intrusion  of  these  stimuli  into  the 
thought  process);  (4)  disorders  in  thought  flow 
(such  as  “blocking”  or  “pressured  thinking”) ; 
(5)  disorders  in  awareness  and  concentration 
(confusion,  detachment),  and  (6)  disorders  in  the 
process  of  concept  formation. 

Disorders  in  thought  content  include:  (1)  the 
domination  and  rigid  maintenance  of  concepts 
based  on  inadequate  and  distorted  percepts  (“fa- 
ther was  a t3Tant  and  had  gray  hair,  therefore  all 
gray-haired  men  are  tyrants” — note  here  the  con- 
tent disorder  resulting  from  a process  disturb- 
ance); (2)  distorted  concepts  of  self  and  body 
image;  (3)  rigid  and  distorted  concepts  of  the 
meaning  and  utilization  of  intellect,  emotion  and 
behavior,  with  all  problems  being  approached  as 
soluble  by  intellect,  without  emotion. 

There  are  disorders  in  the  form  of  emotional 
regulation,  such  as:  (1)  the  simultaneous  aware- 
ness of  polar  emotions  (love  and  hate,  joy  and 
sorrow);  (2)  a low  threshold  for  experiencing  and 
responding  to  anxiety;  (3)  emotional  volatility 
and  heterogeneity  of  emotional  responses,  with  no 
apparent  relationship  of  feeling  to  the  consciously 
recognized  situation;  (4)  inertia  in  initiating,  sus- 
taining and  terminating  emotional  responses;  (5) 
impairment  of  the  ability  to  select  and  regulate 
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aggression;  (6)  latency  in  the  conscious  recogni- 
tion of  emotional  reactions  (often  of  such  duration 
as  to  perplex  and  frighten  the  individual  because 
of  the  inability  to  relate  the  response  to  the  pro- 
voking stimulus),  and  (7)  somatization  of  emo- 
tional responses. 

Disorders  of  emotional  content  are  prominent. 
There  is:  (1)  diffuse  anxiety  in  almost  every  area 
of  behavior;  (2)  poor  tolerance  of  tension,  with 
urgency  for  immediate  need  fulfillment  but  lack 
of  satisfactory  relief  once  the  supposed  fulfillment 
has  been  effected;  (3)  a lack  of  experiencing  of 
feelings  with  a keen  awareness  of  a lack  of  pleas- 
urable gratification  of  needs;  (4)  impairment  of 
empathy,  with  a resultant  withdrawal  from  others, 
and  (5)  intellectualization  of  emotions. 

Sensorimotor  and  autonomic  functioning  are 
also  disordered.  The  individual:  (1)  experiences 
motor  clumsiness  and  awkwardness  in  speech,  es- 
pecially in  unfamiliar  situations;  (2)  exhibits 
exaggerated  somatization  of  emotional  reactions, 
and  (3)  may  exhibit  marked  energy  dysregulation, 
with  unexplainable  bursts  of  energy  or  attacks  of 
fatigue.  Motor  or  sensory  patterns  (tics,  paresthe- 
sias) are  often  substituted  for  disturbing  thoughts 
or  feelings. 

Secondar)-  Symptoms 

The  so-called  “secondary  symptoms”  of  pseu- 
doneurotic schizophrenia  are  pan-anxiety,  pan- 
neurosis and  pan-sexuality. 

The  anxiety  is  diffuse  and  all-pervasive,  sub- 
jectively experienced  almost  constantly  despite  a 
host  of  defensive  symptoms  and  maneuvers.  It  may 
intensify  or  diminish  abruptly  without  apparent 
relationship  to  external  circumstances.  There 
may  be  massive  anxiety  responses  to  relatively 
minor  stimuli,  and  the  anxiety  may  persist  long 
after  the  stimuli  have  ceased. 

Several  different  types  of  neurotic  symptoma- 
tology may  be  present,  including  obsessions,  com- 
pulsions, phobias,  hysteria  with  dissociation  and 
depersonalization.  In  contrast  to  the  psychoneurot- 
ic, the  symptomatology  may  shift  or  may  even 
assume  delusional  character.  A secondary  depres- 
sion clearly  related  to  the  intensity  and  persistence 
of  the  illness  usually  accompanies  these  neurotic 
symptoms. 

Another  type  of  symptomatology  manifests 
itself  in  acting-out,  antisocial  or  drug-dependent 
behavior  and  is  often  designated  as  one  or  an- 
other type  of  character  disorder.  The  acting-out 
or  antisocial  behavior  may  be  impulsive  or  care- 


fully planned,  aggressive  or  sexual.  Schmideberg 
has  written  extensively  about  the  “borderline”  pa- 
tient with  antisocial  behavior,  referred  to  by  some 
as  the  “pseudopsychopathic  schizophrenic.”  She 
characterizes  them  as  lacking  in  depth  of  feeling, 
empathy  or  consideration  for  others.  They  are 
said  to  lack  the  power  of  concentration,  persever- 
ance and  the  willingness  to  make  a steady  effort, 
and  to  have  a low  tolerance  for  frustration.  They 
are  oversensitive  to  criticism,  and  overreact  to  the 
setbacks  they  bring  on  themselves  with  excessive 
self-pity,  leading  to  broken  work  records  and  poor 
social  relations.  They  “like  to  cultivate  a sense  of 
being  wronged  because  it  justifies  their  non-social 
attitude.”  Periods  of  acting-out  alternate  with 
periods  of  deep  depression,  anxiety  and  with- 
drawal. Immediate  pleasure  is  used  to  take  the 
place  of  the  personal  relation — ^“the  pleasure  must 
be  immediate  and  excessive  because  there  are  no 
happy  memories  and  little  hope  or  sense  of  con- 
tinuity or  forepleasure.”-* 

The  term  “pan-sexuality”  designates  the  be- 
havioral manifestations  of  the  chaotic  sexual  func- 
tioning of  the  pseudoneurotic  schizophrenic  pa- 
tient. Every  conceivable  variation  of  stimulus  or 
sensory  and  motor  activity  is  pursued  in  fact  or 
fantasy.  Homosexuality,  bisexuality,  Don  Juan- 
ism,  nymphomania,  compulsive  masturbation,  pe- 
dophilia and  bestiality  are  all  encountered.  The 
behavior  is  pursued  in  an  effort  to  relieve  sexual 
anxiety,  but  the  frantic  nature  and  diversity  of  the 
efforts  give  an  indication  of  their  lack  of  success. 
The  sexual  behavior  is  also  used  as  a means  of  at- 
tempting to  deal  with  problems  of  identity  and 
emotional  control  and  discharge,  as  well  as  in  an 
attempt  to  relate  to  others.  The  pattern  of  be- 
havior is  quite  varied,  but  the  quality  is  impaired 
either  during  the  act  or  after  it  due  to  shame, 
guilt  or  anxiety.  These  patients  often  seek  therapy 
on  the  basis  of  some  deviant  type  of  sexual  be- 
havior. 

Clinical  Description  of  Patients 

Many  of  the  dysfunctions  mentioned  as  pri- 
mary symptomatolog}^  can  occur  in  “normal”  in- 
dividuals. However,  the  frequency,  intensity  and 
duration  of  such  symptoms  is  of  crucial  impor- 
tance in  evaluating  the  relative  degree  of  psycho- 
pathology. In  the  schizophrenic  patient  many  of 
these  symptoms  are  to  be  regarded  as  defenses 
against  anxiety.  As  cuixiety  increases  the  symp- 
toms become  progressively  more  dominating  to  the 
point  of  becoming  disabling.  The  secondary 
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symptoms  of  pseudoneurotic  schizophrenia  seem 
to  occur  as  a reaction  to  a progressive  failure  of 
anxiety  control  through  the  primary  symptoms. ^ 

In  capsule,  the  pseudoneurotic  schizophrenic 
or  borderline  patient  is  one  in  whom  diffuse,  all- 
pervasive  anxiety  is  dominant.  Neurotic  symp- 
toms are  prominent.  Depression  or  apathy  is  com- 
mon. Frequent  brief,  transient,  comparatively 
minor  losses  of  contact  with  reality  (e.g.,  dispro- 
portionate problems  with  authority  figures  such  as 
employers)  can  be  noted.  The  patient  reintegrates 
himself  spontaneously  from  these  episodes  of 
“micropsychosis.”  Anhedonia,  a frequently  over- 
looked characteristic,  is  often  one  of  the  most 
troubling  symptoms  experienced  by  the  patient. 
These  people  seldom  have  any  experiences  regard- 
ed by  them  as  pleasureful.  This  probably  accounts 
for  the  intense  sexual  experimentation  and  com- 
mon drug  use.  The  incidence  of  pseudoneurotic 
schizophrenia  is  unknown.  It  rarely  ushers  in  a 
“full-blown”  schizophrenia,  and  is  not  to  be  re- 
garded as  a pre-psychotic  condition. 

Diagnostic  Methods 

When  considering  the  therapy  of  the  pseudo- 
neurotic schizophrenic  patient  one  must  keep  in 
mind  that  the  patient’s  ego*  is  laboring  badly. 
Such  ego  functions  as  integration,  concept  forma- 
tion, judgment,  realistic  planning  and  control  of 
the  eruption  of  threatening  impulses  into  con- 
scious thinking  have  been,  in  some  cases,  severely 
impaired.  Other  ego  functions  such  as  superficial 
conventional  adaptation  to  the  environment  may 
exhibit  varying  degrees  of  intactness,  and  still 
others,  such  as  memory,  may  seem  unimpaired. 
The  clinical  picture  may  be  dominated  by  neurotic 
symptoms  which  may  enable  the  patient  to  present 
a deceptively  conventional  neurotic  front.  Several 
interviews  may  be  needed  to  provide  the  physician 
with  a sufficient  appraisal  of  total  ego  functioning, 
and  to  provide  the  patient  with  a sufficient  sense 
of  security  to  permit  verbalization  of  his  more 
disturbing  self-observations.  Occasional  blocking, 
peculiar  word  usage,  inappropriate  feeling  tone, 
and  suspicion-laden  behavior  and  questions  are  a 
few  examples  of  betrayals  of  ego  impairment  of 
possibly  psychotic  degree.  The  appraisal  of  ego 
functioning  can  be  more  precise  if  the  physician 
takes  careful  note  of  the  degree  of  patient  accept- 
ance of  the  manifestations  of  ego  impairment.  \ 
lack  of  concern  about  the  realities  of  his  life  pre- 


*That part  of  the  psyche  which  possesses  consciousness  and 
recognizes  and  tests  reality. 


dicament,  low-voltage  wishes  for  help,  and  the  fact 
that  the  illness  developed  with  minor  stress  are 
macroscopic  evidences  of  ego  weakness.  On  the 
other  hand,  signs  of  embarrassment  about  symp- 
toms, attempts  at  correction  of  peculiarities  of  ver- 
bal expression,  and  joking  when  voicing  suspicions 
are  evidences  of  ego-intactness.® 

Diagnostic  psychological  tests  combine  the  ad- 
vantages of  a structured  supportive  setting  in 
which  there  are  no  “correct”  answers  to  indicate 
to  the  patient  what  he  is  revealing  or  concealing. 
The  Rorschach  is  probably  the  most  sensitive  test 
for  autistic  thinking,  and  the  Word  Association 
and  Sorting  tests  are  most  valuable  for  detecting 
the  loosening  of  associations  and  the  disruption 
of  concept  formation.  The  Thematic  Apperception 
Test  is  useful  in  giving  a picture  of  what  the  pa- 
tient’s images  are  of  himself  and  his  own  “signifi- 
cant others”  and  what  he  feels  he  and  these  people 
are  doing  to  each  other.  Intelligence  tests  may 
show  excellent  preservation  of  intellectual  func- 
tioning, indicating  a degree  of  ego  strength.  A 
balanced  battery  of  tests  can  provide  the  range 
of  responses  which  will  permit  accurate  appraisal 
of  total  ego  functioning.^ 

In  all  diagnostic  methods,  then,  the  aim  should 
be  to  take  a complete  inventory  of  ego  functioning 
in  order  to  discover  the  kind  of  equilibrium  exist- 
ing between  ego  controls  and  threatening  impulses, 
and  to  learn  whether  the  movement  in  the  patient 
is  toward  less  ego  control  and  poorer  adaptation. 
This  qualitative  appraisal  of  ego  functioning  is 
perhaps  more  important  than  the  quantitative  one. 
Even  severely  neurotic  defenses  may  become  rein- 
tegrating forces  leading,  for  example,  to  a shift 
away  from  grossly  disturbed  thinking  processes 
to  fairly  well-organized  compulsive  striving  with 
marked  improvement  in  the  defensive  and  adap- 
tive aspects  of  ego  functioning.^ 

Therapy  of  Patients 

It  is  important  to  make  the  patient  aware  of 
his  disturbances  in  thinking  and  judgment  in  a 
way  that  does  not  undermine  his  self-confidence. 
The  malfunctioning  must  be  pointed  out  in  great 
detail,  and  the  patient  taught  step  by  step  how  to 
handle  each  situation  more  to  his  advantage.  He 
should  be  allowed  to  become  gradually  aware  of 
how  others  see  him  and  how  he  provokes  favorable 
or  unfavorable  reactions  in  others.  In  this  way, 
he  may  be  able  to  recognize  cause-and-effect  rela- 
tions and  cease  to  function  and  feel  like  a pawn 
in  his  life’s  events.'^ 
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The  main  thing  is  to  get  the  patient  moving. 
His  failure  to  act  may  not  always  be  due  to  inhibi- 
tions; sometimes  it  is  a primary  failure  to  have 
learned  how  to  act.  By  finding  the  right  incen- 
tives, the  therapist  can  often  induce  the  patient  to 
embark  on  a new  course  of  behavior.  The  satis- 
faction of  having  acted,  often  by  doing  something 
he  has  known  for  some  time  he  should  do,  of  get- 
ting the  desired  results,  and  of  pleasing  the  thera- 
pist will  serve  to  reinforce  the  behavior  and  to 
induce  further  efforts  at  more  adaptive  ways  of 
behaving.  Adjustment  to  please  the  therapist  is 
not  necessarily  of  temporary  value  only,  though 
there  is  a tendency  to  disparage  such  early  move- 
ments because  they  may  not  last — may  represent 
a “flight  into  health.”  They  may  or  may  not  be 
lasting,  but  if  the  therapist  disparages  them  they 
are  sure  to  be  crushed,  and  sometimes  the  patient 
does  not  recover  from  the  disappointment.  Im- 
provement gives  hope  and  stimulates  effort,  and 
it  is  on  these  initial  and  often  fleeting  improve- 
ments that  the  more  permanent  ones  are  built. 
Thus,  the  “flight  into  health”  may  get  up  a long 
chain  of  beneficial  reactions.  Analytically-oriented 
psychiatrists  are  often  uncertain  in  their  own 
minds  as  to  whether  it  is  desirable  for  symptoms 
to  disappear,  but  to  the  patient  symptoms  may 
constitute  intense  suffering,  and  are  certainly  not 
to  be  mourned  in  their  passing.  It  makes  little 
difference  how  the  patient  is  originally  motivated 
as  long  as  he  begins  to  behave  in  a fashion  that  in 
the  long  run  is  to  his  advantage.^ 

In  attempting  to  introduce  new  behavior,  the 
patient’s  family  can  often  be  utilized,  both  to  keep 
the  therapist  cognizant  of  the  patient’s  behavior, 
with  the  patient’s  full  knowledge  and  approval, 
and  to  effect  changes  in  his  environment.  Contact 
with  the  family  often  allays  their  fears  as  the 
patient  begins  to  experiment  with  new  behaviors, 
thereby  improving  the  set  in  which  the  changes 
are  to  be  tried.  However,  psychiatric  patients 
often  have  difficult  families,  and  the  therapist 
must  carefully  assess  the  family  members  as  he 
sets  up  a program  for  his  patient.  Even  when  a 
patient’s  home  life  is  unsatisfactory,  there  is  no 
justification  for  encouraging  him  to  leave  home 


unless  he  has  some  other  situation  upon  which  ] 
he  can  depend.  The  patient  may  have  such  abnor- 
mal behavior  that  nobody  but  his  family  would 
put  up  with  him.  Then,  too,  the  separation  may 
produce  a loneliness  that  outweighs  even  the  fam- 
ily’s undesirable  traits.  ^ This  is  a point  often 
overlooked  in  hospitalizing  patients  of  all  kinds, 
and  must  definitely  be  kept  in  mind  when  con- 
sidering hospitalization  for  the  pseudoneurotic 
schizophrenic  patient,  especially  if  his  acting-out 
behavior  is  likely  to  intensify  his  loneliness  by 
producing  hostility  from  or  rejection  by  the  staff. 

We  have  presented  this  condensation  and  at- 
tempted simplification  of  a complex  subject  for 
that  very  reason — its  complexity.  Our  institution 
receives  the  bulk  of  its  patients  in  referral.  Due 
to  the  difficulty  in  recognition  of  this  syndrome 
these  patients  are  frequently  referred  to  our  psy- 
chiatric outpatient  department  as  “long-standing 
neuroses”  or  to  the  medical  department  for  evalua- 
tion of  “crocky”  somatic  complaints.  A thorough 
evaluation  of  ego  functioning  plus  close  attention 
to  subtle  evidences  of  disordered  thinking  can  lead 
to  early  recognition  and  consequently  to  more 
realistic  therapeutic  goals,  or  to  earlier  psychiatric 
consultation,  and  less  frustration  to  the  patient 
and  to  the  physician. 

Summary 

A brief  simplified  review  of  the  literature  of  a 
complex  problem  is  presented.  The  authors’  intent 
is  to  alert  the  practicing  physician  to  the  subtle 
manifestations  of  disordered  thinking  which  are 
often  obscured  by  neurotic  symptomatology. 
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editorial  comment 


Clyde  M.  Collins,  M.D. 


When  the  preceding  paper,  in  manuscript  form, 
was  sent  to  me  with  an  urgent  request  for  an  edi- 
torial comment,  I thought  that  some  mistake  had 
been  made  but  a hurried  phone  call  assured  me 
that  such  was  not  the  case.  Now  in  the  past  year 
and  a half,  requests  for  contributing  anything  to 
the  Journal  have  alw’ays  been  eagerly  received 
as  a challenge  and  a labor  of  love,  usually  being 
on  subjects  about  which  I know  a little  and  so  can 
contribute  a thought  or  two.  One  look  at  the  title 
of  this  paper,  however,  left  me  awe-struck  for  fear 
that  I could  not  even  understand  it,  much  less  in- 
telligently comment  on  it.  For  in  15  years  of  prac- 
ticing general  surgery,  my  few  ventures  into  the 
field  of  psychiatry  have  been  on  a friendly  but 
casual  relation  with  my  colleagues  in  that  special- 
ty and  the  encountering  of  an  occasional  neurotic 
patient  when  working  in  emergency  rooms  around 
town.  Rereading  the  title,  I experienced  “disorders 
in  awareness  and  concentration.”  But  by  dint  of 
perseverance  and  frequent  references  to  my  un- 
abridged Webster’s  dictionary,  I had,  at  the  end 
of  the  first  reading,  controlled  the  disorders  and 
absorbed  enough  to  begin  experiencing  that  well 
known  contagious  phobia  of  a student  in  his  first 
clinical  year  of  medicine. 

At  the  second  reading,  my  confidence  in  having 
made  this  self-diagnosis  was  shaken  by  having 
found  no  real  evidence  of  “disorders  of  the  process 
of  thinking  or  in  thought  content,  emotional  regu- 
lation or  emotional  content.”  Not  being  particu- 
larly articulate,  however,  and  sometimes  experi- 
encing “bursts  of  energy  and  attacks  of  fatigue,” 


with  “a  very  low  tolerance  for  frustration,”  espe- 
cially after  losing  sleep  several  nights  in  a row, 
gave  me  the  sickening  thought  that  perhaps  I 
could  be  a borderline  case.  At  these  times,  I am 
“overly  sensitive  to  criticism,”  as  well  as  “lacking 
the  power  of  concentration”  and,  remembering  my 
high  school  world  of  fantasy,  I was  haunted  by  my 
original  premise,  that  perhaps  I could  be  a pseu- 
doneurotic schizophrenic.  Then  comprehending 
the  sentence  that  many  of  these  dysfunctions 
occur  in  normal  individuals  and  reading  on,  that 
anhedonia,  or  the  incapacity  for  experiencing  hap- 
piness, is  a symptom,  I realized  that  I didn’t  have 
the  disease.  On  the  third  reading  of  the  paper, 
I was  rather  pleased  that  I had  regained  some 
powers  of  concentration  as  definitions  of  half-for- 
gotten terms  became  more  clear  and  I experienced 
a self-satisfied  sense  of  having  learned  something 
new. 

In  all  seriousness,  the  paper  is  clearly  written, 
the  thoughts  orderly  organized  and  the  conclusions 
logically  developed.  I recommend  it  to  all  Jour- 
nal readers  and  trust  that  the  authors  will  con- 
tinue to  contribute  to  medical  literature.  The  next 
time,  however,  that  I am  backed  into  hospitalizing 
a “crocky”  patient,  and  after  running  the  gamut  of 
diagnostic  procedures  without  finding  any  organic 
disease,  the  patient  is  discharged,  I just  might 
sign  out  the  chart,  not  acute  anxiety  state,  but 
pseudoneurotic  schizophrenia.  Won’t  that  raise 
the  eyebrows  of  the  girls  in  the  record  room! 

y Dr.  Collins,  1503  Oak  Street,  Jacksonville  33204. 
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A Nine  Year  Experience  With  Cervical  Cancer 


James  W.  Daly,  M.D. 


To  accept  responsibility  for  treatment  of  geni- 
tal cancer  carries  the  obligation  to  periodically 
review  and  report  the  experience.  This  concept  of 
introspective  evaluation  sometimes  substitutes  dili- 
gence for  complacency  and  may  also  be  a factor  in 
elevating  survival  while  reducing  complications. 

The  department  of  obstetrics  and  g\mecolog\' 
of  the  University  of  Florida  College  of  Medicine 
began  accepting  patients  in  January,  1959.  The 
treatment  of  cervical  carcinoma  was  a function  of 
the  gynecology  and  radiotherapy  services;  five 
different  gynecologists  and  four  radiotherapists 
have  been  responsible  for  therapy  over  the  years. 
For  the  first  two  years  no  radiotherapy  equip- 
ment was  available. 

The  purpose  of  this  report  is  to  review  our 
experience,  and  that  of  the  author  at  another  in- 
stitution. The  total  data  involve  444  patients  with 
carcinoma  of  the  cervix. 

Materials  and  Methods 

The  first  analysis  pertains  to  patients  treated 
at  the  University  of  Florida  Teaching  Hospital 
primarily  and  those  referred  with  persistent  or 
recurrent  disease.  The  charts  of  all  individuals 
seen  with  cervical  carcinoma  were  reviewed  and 
with  the  aid  of  the  tumor  registry  follow-up  was 
99%.  Most  of  the  patients  were  followed  in  the 
gynecology  tumor  clinic,  and  a few’  by  their  local 
physicians.  .Appropriate  information  was  available 
on  all.  Carcinoma-in-situ  of  the  cervix  is  not 
included  in  this  analysis. 

Between  January  1,  1959  and  December  31, 
1967,  301  patients  w’ere  evaluated.  Of  this  num- 
ber, 206  were  referred  for  primary  therapy  and  95 
with  persistent  or  recurrent  disease.  Nineteen  of 
the  206  patients  were  not  treated.  For  the  purpose 
of  reporting  results  in  primary  therapy,  those 
treated  between  1959  and  1964  will  be  presented 
as  alive  or  dead  through  1967.  This  time  span 
allows  at  least  a three  year  survival  rate. 


From  the  Department  of  Obstetrics  and  Gynecology,  University 
of  Florida  College  of  Medicine,  Gainesville. 


In  1959  and  1960,  patients  treated  by  radio- 
therapy were  referred  to  other  therapy  centers. 
In  1961  a 2 million  volt  Van  de  Graf  x-ray  ma- 
chine became  available.  This  was  used  together 
with  a variety  of  radium  systems  until  December 
1964.  .At  that  time  a CO®°  unit  was  put  into  oper- 
ation and  the  Fletcher  system  of  radiotherapy  for 
genital  malignancy  was  adopted.^  Radical  hyster- 
ectomy was  performed  according  to  the  technique 
described  by  Te  Linde.^ 

Results 

Table  1 indicates  the  type  of  therapy  by  stage 
of  disease.  It  wall  be  seen  that  approximately  50% 
of  Stage  1 patients  were  operated  upon.  Most  had 
a radical  hysterectomy  and  only  a few  a simple 
hysterectomy  for  microscopic  invasion. 


Table  1. — Type  of  Treatment  by  Stage  of 
Disease,  CARCiNOiiA  of  the  Cervix, 
University  of  Florida,  1959-1967. 


Stage 

Total 

Radiation 

Surgery 

1 

73 

39  (53.4%) 

34  (46.4%) 

2 

78 

74  (94.8%) 

4 (05.2%) 

3 

29 

29  (100%) 

0 (0%) 

4 

7 

S (71.4%) 

2 (28.6%) 

The  survival  through  1967  of  those  treated 
between  1959  and  1964  is  presented  in  Table  2. 
These  data  give  at  least  a three  year  follow-up 
and  are  informative  for  purposes  of  gauging  re- 
sults. It  wall  be  noted  that  there  is  no  significant 
difference  in  survival  between  Stage  2 and  Stage  3. 
Ten  patients  died  of  inter-current  disease  and 
three  were  lost  to  follow-up;  these  latter  patients 
were  considered  to  have  died  of  tumor. 

.A  list  of  complications  through  1967  is  pre- 
sented in  Table  3 together  with  the  method  of 
therapy.  The  complications  are  for  the  entire 
group  of  treated  patients.  Proctitis  and  cystitis 
were  included  when  these  conditions  required  hos- 
pitalization and  persistent  treatment. 

The  complication  rate  was  27.8%  (52/187  pa- 
tients). -An  analysis  of  complications  by  stage  of 
disease  and  mode  of  therapy  is  presented  in  Table 
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Table  2. — Survival  Through  1967,  Carcinoma  of  the  Cervix, 
University  of  Florida,  1959-1967. 


Stage 

Types  of  Treatment 

.4live  3 Years 

Treated 

3 Year  Survival 

1 

Radiation 

20 

26 

76.9% 

Surgery 

16 

20 

80.0% 

Total 

36 

46 

78.2% 

2 

Radiation 

16 

35 

45.7% 

Surgeiy 

2 

4 

50.0% 

Total 

18 

39 

46.1% 

3 

Radiation 

7 

16 

42.4% 

Surgery 

0 

0 

00.0% 

Total 

7 

16 

42.4% 

4 

Radiation 

0 

5 

00.0% 

Surgery 

1 

2 

50.0% 

Total 

1 

7 

14.2% 

4.  The  rectal  and  bladder  fistulae  occurred  in 
Stage  2 and  3,  primarily  where  the  disease  was 
massive.  Vault  necrosis  occurred  in  ten  patients 
and  this  complication  proved  to  be  a serious  one; 
it  must  be  identified  early  and  treated  vigorously. 
If  left  unattended,  it  not  infrequently  leads  to 
fistula  formation  and  pelvic  scarring  which  in  turn 
may  compromise  the  ureters.  In  patients  with 
Stage  1 disease,  10  of  39  (25.6%)  treated  with 
radiation  had  significant  complications;  wdth  sur- 
gery 11  of  34  (32.3%). 

Of  the  95  patients  referred  with  persistent  or 
recurrent  disease,  52  (55%)  were  not  treated  be- 
cause of  far  advanced  or  metastatic  disease.  Sever- 
al colostomies,  cordotomies  and  urinary  diversions 
were  performed  in  this  group.  A number  had 
exploratory  laparotomy.  Of  the  15  patients  treat- 
ed for  recurrence  with  radical  surgery,  usually 
exenteration,  one  is  alive  at  12  months,  two  at  24 
months  and  two  at  60  months.  Three  of  the  eight 
patients  treated  with  radiotherapy  for  recurrence 
are  alive  at  24,  26  and  60  months,  respectively. 
There  were  no  survivors  among  the  20  treated 
with  chemotherapy. 

Discussion 

The  survival  rates  in  Stages  1 and  2 do  not 
compare  favorably  with  some  of  the  institutions 
treating  cancer  in  this  country  and  abroad,  al- 
though they  almost  equal  the  average  survival 
reported  in  the  .\nnual  Report^  on  the  Results  of 
Treatment  in  Carcinoma  of  the  Uterus.  Our  re- 
sults may  be  due  in  part  to  biologic  variance  of 
clinical  material.  It  may  also  be  due,  however, 


to  dispersion  of  responsibility  for  cancer  therapy 
among  a number  of  individuals  within  the  partici- 
pating departments.^  To  eliminate  the  possible 
role  of  the  latter  factor,  a tumor  division  within 
the  department  of  obstetrics  and  gynecology  has 
been  organized;  its  primary  responsibility  is  the 
therapy  of  genital  malignancy.  This  group  will 
work  as  a team  with  the  division  of  radiotherapy. 
Long  experience  teaches  that  this  type  of  approach 
leads  to  improved  patient  care,  a greater  under- 
standing of  therapy  and,  at  the  same  time,  pro- 
vides an  excellent  teaching  resource  for  faculty, 
resident  and  student. 

Although  comparison  of  cancer  results  is  open 
to  considerable  question,  ^ the  author’s  personal 


Table  3. — Complications  and  Method  of 
Therapy,  1958-1967,  Carcinoma  of  the  Cervix. 


Surgery 

Radiation 

Proctitis 

5 

Bowel  obstruction 

1 

Rectal  stricture  or  ulcer 

4 

Rectovaginal  fistula 

6 

Vesicovaginal  fistula 

1 

5 

Bladder  ulcer 

4 

Cystitis 

3 

Ureteral  obstruction 

3 

5 

Uretero vaginal  fistula 

3 

Vault  necrosis 

10 

Pyometra 

1 

Peh'ic  or  abdominal  abscess 

2 

Wound  infection 

2 

Wound  dehiscence 

4 

Vascular  injury 

1 

Pelvic  nerve  injury 

1 

Lympho  cyst 

3 

Pulmonary  embolus 

1 

Death 

1 

2 

21  47 
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Table  4. — Complications  Resulting  From  Therapy,  Carcinoma  of  the  Cervix, 
University  of  Florida,  1959-1967. 


Stage 

Type  of  Treatment 

Patient  With 
Complications 

Number 

Treated 

Percent 

1 

Radiation 

10 

39 

25.6% 

Surgery 

11 

34 

32.3% 

Total 

21 

73 

28.7% 

2 

Radiation 

18 

74 

24.3% 

Surgery 

2 

4 

50.0% 

Total 

20 

78 

25.6% 

3 

Radiation 

8 

29 

27.5% 

Surgery 

0 

0 

00.0% 

Total 

8 

29 

27.5% 

4 

Radiation 

1 

5 

20.0% 

Surgery 

2 

2 

100.0% 

Total 

3 

7 

42.8% 

experience  at  another  similar  institution  is  a three 
year  survival  of  79/94  (84%)  in  Stage  1 and 
33/49  (67%)  in  Stage  2.  The  method  of  treat- 
ment, type  of  patients  and  follow-up  were  very 
similar.  The  therapy  was,  however,  in  the  hands 
of  one  trained  in  oncology  whose  primary  respon- 
sibility was  the  treatment  of  cancer;  the  team 
concept  was  used  throughout  the  years.  Perhaps 
this  factor  may  have  contributed  to  the  better  sur- 
vival rate  particularly  in  Stage  2,  i.e.,  67%  versus 
46%. 

The  number  of  complications  is  relatively  high 
in  this  small  series,  particularly  the  incidence  of 
urinary  and  bowel  fistulae.  Here  again  it  is  antici- 
pated that  a concentrated  experience  and  team  ap- 
proach will  reduce  the  incidence  of  complications. 
Meticulous  care  of  each  patient  is  essential  as  well 
as  individualization  of  therapy.  As  noted  previ- 
ously, radiation  or  surgery  for  Stage  1 disease  re- 
sulted in  about  the  same  complication  rate.  The 
complications  resulting  from  surgical  management 
are  usually  immediate  and  easily  recognized;  those 
from  radiation  therapy  may  be  delayed  for  years. 
For  example,  we  have  just  seen  a patient  who  has 


a radiation-induced  vesicovaginal  fistula.  Her  ther- 
apy, at  another  institution,  occurred  ten  years  ago. 

Once  primary  therapy  for  cervical  cancer  has 
failed,  the  salvage  rate  is  very  small.  Only  eight 
out  of  95  patients  referred  with  recurrent  carci- 
noma are  alive,  and  not  all  of  them  for  five  years. 
Chemotherapy  was  completely  ineffective  for  sal- 
vage or  palliation. 

Summary 

In  summary,  the  physician  who  treats  the  pa- 
tient with  cervical  cancer  is  faced  with  a life  or 
death  situation  even  though  death  may  be  post- 
poned for  several  years.  Responsibility  for  treat- 
ment should  be  in  the  hands  of  the  most  experi- 
enced and  capable  individuals.  They  ought  to  be 
trained  in  oncology  and  have  that  discipline  as 
their  primary  mission.  Therapy  should  be  given 
at  an  institution  that  is  equipped  for  the  complete 
and  continuing  care  of  the  cancer  patient. 

References  are  available  from  the  author  upon  request. 

^ Dr.  Daly,  University  of  Florida  College  of  Medi- 
cine, Gainesville  32601. 
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Idiopathic  Bell’s  Palsy  In  Pregnancy 


Alex  A.  Bezjiax,  M.D.,  William  X.  Spellacy,  M.D.  and  William  A.  Little,  :\I.D. 


The  occurrence  of  idiopathic  Bell’s  palsy 
during  pregnancy  is  an  uncommon  complication 
with  only  40  cases  reported.  The  standard  obstet- 
ric textbooks  fail  to  mention  this  problem.  Our 
purpose  is  to  present  a typical  case  and  review 
the  literature  with  particular  reference  to  etiology. 

Case  Report 

A 42-year-old  primigravida  patient  was  referred  to 
Jackson  Memorial  Hospital  on  June  14,  1969  at  39  weeks’ 
gestation  because  of  right-sided  facial  paralysis  of  six  days’ 
duration.  Her  last  menstrual  period  began  on  .August  30, 
1968.  The  pregnancy  had  been  uneventful  except  for  mild 
pretibial  edema  at  38  weeks’  gestation  which  was  success- 
fully treated  with  diuretics.  Six  days  prior  to  admission, 
the  patient  noticed  increasing  difficulty  in  closing  her 
right  eyelid.  This  was  followed  by  inability  to  hold  any 
water  in  her  mouth.  There  was  no  history  of  associated 
loss  of  taste  or  hearing,  diplopia,  dizziness  or  headaches. 
She  also  denied  any  recent  upper  respiratory  infections, 
exposure  to  cold  air  or  facial  trauma. 

On  admission,  her  blood  pressure  was  130/90  and  she 
weighed  124  pounds.  The  examination  of  the  face  revealed 
a drooping  right  corner  of  the  mouth  and  a wide  right 
palpebral  fissure  and  loss  of  the  creases  of  the  skin  on  the 
right  side  (Fig.  1).  The  remainder  of  the  neurological 
examination  revealed  no  abnormalities.  The  uterine  fundal 
height  was  28  cm.  and  the  fetal  heart  rate  was  140  per 
minute.  There  was  a trace  of  pretibial  edema.  The  labo- 
ratory studies  revealed  a normal  complete  blood  count, 
urine  analysis,  and  Papanicolaou  smear,  and  her  blood 
type  was  B-Cde  with  no  antibodies  demonstrable.  The 
placental  function  tests  were  normal. 

The  patient  was  placed  at  bed  rest  and  given  a 400 
mg.  sodium  diet.  The  edema  subsided.  She  also  received 
an  eye  patch  and  ophthalmic  ointment.  Because  of  an 
unfavorable  cervix,  the  patient  was  discharged  home  to 
continue  the  same  treatment  and  to  resume  diuretics. 

Eleven  days  later,  she  returned  in  active  labor.  There 
was  mild  pretibial  edema.  The  Bell’s  palsy  had  disap- 
peared. .After  a total  labor  of  22  hours  and  40  minutes  she 
delivered  a viable  3033  Gm.  male  infant  over  a midline 
episiotomy  using  general  anesthesia  and  the  assistance  of 
low  forceps.  The  .Apgar  score  was  8 at  five  minutes.  The 
infant’s  blood  type  was  0 Rh  positive  and  the  patient 
received  RhoGam.*  The  postpartum  course  was  unevent- 
ful and  she  was  discharged  on  the  third  day. 

Bell’s  palsy  or  peripheral  facial  nerve  paralysis 
is  usually  of  “idiopathic”  etiology  although  it  may 
be  due  to  such  diseases  as  myxedema,  diabetes 
mellitus,  sarcoidosis,  neoplasm,  trauma,  vascular 
accidents,  or  demyelinating  diseases. i The  idio- 
pathic variety  has  been  attributed  to  vitamin 
deficiencies  or  cold  exposure,  but  a recent  study  of 
499  consecutive  cases  showed  epidemics  of  occur- 
rence which  suggest  a viral  etiology.^ 

The  clinical  course  is  usually  one  of  acute  on- 
set of  unilateral  facial  paralysis  often  accompanied 

From  the  Department  of  Obstetrics  and  Gynecology,  Univer- 
sity of  Miami  School  of  Medicine,  Jliami. 

•RhoGam  is  human  immune  globulin  to  Rho(D)  supplied  by  the 
Ortho  Pharmaceutical  Corporation  of  Raritan,  New  Jersey. 


by  pain  behind  the  angle  of  the  mandible  and/or 
ear  with  a low  grade  fever.  With  paralysis  of  the 
facial  muscles,  the  eye  is  vulnerable  to  injury.  At- 
tempts to  close  the  affected  eyelid  will  result  in 
movement  of  the  eyeball  upward  and  outward 
(Bell’s  phenomenon) .3 

The  prognosis  is  good  with  recovery  usually 
beginning  within  10-14  days.  Spontaneous  re- 
covery can  be  expected  in  75%  to  90%  of  pa- 
tients.3  Recently,  Taverner  described  a “anodal 
galvanic  threshold  of  the  tongue”  test  which  can 
predict  complete  recovery  with  95%  accuracy.^ 

The  treatment  has  been  divided  into  two 
phases:  symptomatic  and  prevention  of  denerva- 
tion. The  symptomatic  treatment  includes  sys- 
temic analgesics,  sedation,  heat  to  the  painful 
area,  electrical  muscle  stimulation,  and  protection 
of  the  eyeball  with  patch  and  eye  washes  or  oint- 
ments.^ Prevention  of  denervation  can  be  accom- 
plished two  ways.  Taverner  and  co-workers  treat- 
ed 400  cases  with  corticosteroids  using  ACTH  in- 
jections and  claimed  a reduction  of  residual  dener- 


Fig.  1. — Patient  with  right-sided  Bell’s  palsy  in  the  third 
trimester  of  pregnancy. 
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4 rinhl  decompression 


vation  from  40%  to  13%  with  this  therapy.** 
Kettel  popularized  surgical  nerve  decompression 
and  Jongkees  has  continued  to  advocate  this  ap- 
^ proach.'^’® 

The  reports  of  this  complication  with  preg- 
ri  nancy  over  the  past  15  years  are  listed  in  Table 
1 l.®-i®  Smith  and  Newton  state  that  the  complica- 

; tion  does  not  affect  nor  is  it  affected  by  preg- 

I nancy.i®  In  a review  of  422  cases  of  Bell’s  palsy, 

1 207  occurred  in  women  and  only  five  of  them  were 

j pregnant. 1®  Pope  and  Kenan  concluded  that  this 
) disease  was  not  increased  during  pregnancy.  This 
I may  not  be  correct.  Few  cases  have  been  report- 
( ed;  however,  most  of  these  occurred  in  the  last 
I trimester  of  pregnancy.  Of  41  cases  reported, 

I there  have  been  15  (36.5%)  with  associated 
I toxemia.i**’!-'!^-!®  These  findings  would  suggest 
I a “pregnancy  etiology”  of  tissue  edema  late  in 
gestation  with  compression  and  paralysis  of  some 
facial  nerves  if  the  bone  foramen  were  small.  Al- 
though no  reports  are  available,  it  would  be  ex- 
pected that  other  potential  fluid  retention  state  in 
these  women,  as  in  future  pregnancies  or  while 
taking  oral  contraceptives,  might  cause  a recur- 
rence of  the  problem.  Although  the  left  side  was 
affected  more  often  than  the  right,  the  difference 
is  not  significant  (p>  0.05). 

The  treatment  during  pregnancy  should  not 
differ  from  that  used  when  no  pregnancy  exists. 
Specific  causes  should  be  excluded.  The  sympto- 
matic therapies  should  be  given.  Since  water 
retention  may  be  an  etiologic  factor  in  some  of 
these  patients,  low  sodium  intake  and  diuretics 
would  seem  indicated  as  well  as  delivery  when  ob- 
stetrically  feasible.  Several  patients  have  been 
treated  with  corticosteroids  with  apparently  good 
results.15'1'^  Some  investigators  have  noted  fetal 
problems  in  mothers  receiving  corticosteroids; 
however,  not  everyone  agrees. There  is  no 
contraindication  to  this  form  of  therapy  when  indi- 
cated during  pregnancy,  particularly  in  the  last 
trimester.  When  paralysis  does  not  begin  to 
reverse  soon  after  medical  treatment  has  been 
started,  the  Taverner  tongue  test  should  be  tried 
and  if  denervation  is  predictable,  surgical  decom- 
pression should  be  considered.  This  has  been  suc- 
cessfully performed  by  Pope  and  Kenan. i® 

Summary 

The  forty-first  case  of  Bell’s  palsy  complicating 
pregnancy  is  presented  and  the  literature  reviewed. 
Since  most  cases  occur  in  late  pregnancy  with 
toxemia  often  associated,  a pregnancy  related  tis- 


sue edema  etiology  appears  probable.  Treatment 
includes  symptomatic  pain  relief,  eyeball  protec- 
tion, sodium  restriction  and  diuretics.  When  test- 
ing indicates  that  nerve  degeneration  is  occurring, 
either  corticosteroid  or  surgical  nerve  decompres- 
sion may  be  necessary.  The  prognosis  for  recovery 
is  excellent. 
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editorial  comment 


Jacob  Green,  M.D. 

“Idiopathic  Bell’s  Palsy  in  Pregnancy,”  by  Drs. 
Bezjian,  Spellacy  and  Little  is  well  prepared.  Its 
weakest  point,  perhaps,  is  the  fact  that  only  one 
case  is  cited.  I am  certain,  however,  that  reporting 
this  phenomenon  even  in  the  single  patient  adds 
to  the  literature.  In  the  past  year,  I have  seen 
three  patients  with  the  condition. 

The  paper  maintains  that  most  patients  with 
Bell’s  palsy  improve  in  ten  to  14  days.  Relative 
experience  and  the  literature  suggests  that  the 
time  of  recovery  is  longer. 

► Dr.  Green,  2105  Park  Street,  Jacksonville  32204. 
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An  Unusual  Application  of  State  Inspection 


Mario  Presmax,  M.D.  and  Bernard  Lieberman,  M.D. 


This  report  comprises  a case  and  brief  review 
of  the  literature  apropos  the  ingestion  of  foreign 
bodies. 

All  of  us  daily  go  through  the  normal  process 
of  swallowing,  rejecting  that  which  is  unfit  in  the 
oral  cavity.  Only  the  very  youngi  or  senile  cannot 
or  will  not  make  this  distinction. 

Numerous  reports  appear  in  medical  journals 
of  objects  passing  the  oral  cavity  in  patients  wear- 
ing total  palatal  dentures.  Usually  these  are  bones 
or  objects  having  a smooth  surface.  The  report 
which  follows  is  unusual  in  the  object  ingested 
and  the  sequelae. 

Report  of  Case 

The  patient,  a well-oriented  and  active  70-jear-old 
veteran,  entered  the  hospital  with  a history  of  burning- 
like pain  in  the  epigastric  region  of  three  months’  duration 
and  five  episodes  of  melena  in  the  preceding  two  days. 
There  had  been  no  loss  in  weight  and  food  only  partially 
relieved  the  pain.  He  had  no  symptoms  or  signs  referable 
to  other  organs  nor  any  previous  gastrointestinal  disease. 
On  May  12,  1966  results  of  esophagoscopy  and  barium 
enema  were  described  as  normal.  radiograph  of  the 
abdomen  showed  2.S  cm.  opaque  object  lying  to  the  right 
of  the  spine.  Upper  gastrointestinal  study  revealed  it  to 
be  in  the  duodenum.  Even  with  careful  questioning,  the 
patient  could  not  recall  ingesting  a foreign  object. 

On  May  23,  1966  a duodenostomyS  was  performed 
and  the  ofiending  item  removed.  The  pathologist  reported 
that  it  was  a metal  folding  tag  measuring  2.5  cm.  worded 
“Inspected  U.  S.  Department  of  .Agriculture — Georgia 
Dressed.” 


Fig.  1. — Note  the  folded  tag  in  the  duodenum  almost 
obscuring  the  barium  in  the  bulb. 


Fig.  2. — Attempt  at  air  study  to  show  outline  of  duo- 
denal bulb  holding  the  tag. 

From  the  radiology  service  of  the  Veterans  -Administration  Hos- 
pital, Miami. 


-After  surgery,  the  patient  recalled  a chicken  dinner 
which  his  wife  had  prepared  at  about  the  onset  of  the 
illness  but  could  not  recall  a foreign  body. 


Fig.  3. — Mucosagram  of  the  stomach  with  metal  tag 
clearly  demonstrated  in  the  duodenum. 


Discussion 

No  similar  case  of  an  object  lodged  in  the  duo- 
denum causing  the  signs  and  symptoms  of  acute 
ulcer  has  appeared  in  the  literature.  Surgically  no 
ulcer  was  found,  and  a complete  remission  of  signs 
and  s>Tnptoms  occurred  with  removal  of  the  ob- 
ject. 

In  order  to  verify  the  postoperative  status  of 
the  patient,!  radiography  of  the  area  of  previous 
involvement  should  be  performed.  In  our  patient 
a follow-up  gastrointestinal  series  revealed  only 
slight  postsurgical  deformity  of  the  duodenal  bulb. 

Summarj- 

-A.  case  is  presented  of  an  unusual  response 
to  ingestion  of  a foreign  body. 
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Prevalence  of  Susceptibility  to  Rubella  Virus 
in  a Northern  Florida  County 


Richard  J.  Hildebrandt,  M.D.  and  Gilles  R.  G.  Monif,  M.D. 


Susceptibility  to  rubella  virus  varies  between 
10%  and  40%  among  pregnant  women. Studies 
indicate  there  may  have  been  a change  after  the 
epidemic  of  1964-1965,  the  last  one  to  occur  in 
the  United  States.®  We  investigated  the  prevalence 
of  susceptibility  in  a socioeconomically  and  racial- 
ly diversified  population  of  a northern  P’lorida 
county.  This  is  a report  of  our  findings. 

Materials  and  Methods 

Patients  initially  examined  in  the  prenatal 
clinic  of  J.  Hillis  Miller  Health  Center  in  Gaines- 
ville comprised  the  study  population.  This  permit- 
ted the  inclusion  of  white  patients  of  private  phy- 
sicians, which  were  principally  wives  of  physicians 
and  graduate  and  medical  students.  By  definition, 
clinic  patients  were  those  with  per  capita  income 
of  less  than  $3,000  per  year. 

At  the  first  visit  sera  were  obtained  for  the 
legally  required  test  for  syphilis  and  subsequently 
utilized  in  serologic  screening  for  prevalence  of 
antibody  to  rubella  virus.  Collections  took  place 
from  January  7,  1968  to  January  7,  1969.  Upon 
completion  of  serologic  testing,  we  reviewed  the 
patient’s  charts  to  assure  that  the  pregnancy  of 
those  included  in  the  study  had  been  confirmed  in 
the  clinic. 

We  utilized  the  hemagglutination-inhibition 
(HAI)  test  developed  by  Stewart  et  al  and  modi- 
fied by  Sever  et  aL’’-^  Briefly,  serum  was  mixed 
with  an  equal  volume  of  Dextrose  Gelatin- Veron- 
al buffer  (DGV-0.2  ml.  and  0.2  ml.),  0.6  ml.  of 
25%  acid  washed  kaolin  in  DGV  was  added  and 
the  mixture  shaken  vigorously,  then  incubated  for 
20  minutes  at  room  temperature.  The  kaolin  was 
sedimented  by  centrifugation  at  4 C for  20  min- 

From  the  section  of  infectious  disease,  Department  of  Obstet- 
rics and  Gynecology,  University  of  Florida  College  of  Medicine, 
Gainesville. 
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Foundation,  the  University  of  Florida  institutional  grant  from 
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utes  at  1000  g.  To  the  supernatant  volume  was 
added  0.05  ml.  of  50%  suspension  of  24  hour  old 
chick  cells  in  DGV  obtained  from  unfed  chicks 
less  than  24  hours  old.  After  shaking,  the  mixture 
was  refrigerated  at  4 C overnight;  the  suspension 
was  centrifuged  at  4 C for  20  minutes  at  1000  g. 
The  supernatant  was  removed  and  inactivated  at 
56  C for  30  minutes.  The  serum  treated  in  this 
way  is  considered  as  a 1:4  dilution  of  the  original. 

For  the  HAI  test,  serial  dilutions  of  treated 
serum  were  made  with  0.025  microdiluters  in  DGV 
diluent.  Four  units  (determined  by  HA  titration) 
of  rubella  HA  antigen*  were  added  (0.025  ml.). 
This  mixture  was  incubated  at  room  temperature 
for  one  hour.  A suspension  of  chick  blood  cells 
(0.16%  in  DGV)  was  added  in  a volume  of  .025 
ml.  and  the  test  was  incubated  at  4 C overnight. 
The  antibody  titer  is  reported  as  the  reciprocal  of 
the  highest  dilution  causing  inhibition  of  agglu- 
tination. A threshold  dilution  of  1:16  was  the 
minimum  titer  deemed  indicative  of  the  presence 
of  antibody. 

Results 

A total  of  475  sera  were  tested  for  the  presence 
of  hemagglutination-inhibition  antibodies  to  rubel- 
la virus.  The  overall  incidence  was  18.1%.  Sera 
then  were  divided  according  to  private  white  and 
Negro  patients,  and  clinic  white  and  Negro  pa- 
tients. Data  from  these  subgroups  are  presented 
in  Table  1 and  Figure  1. 

The  Negro  clinic  patients  differed  from  their 
white  counterparts  in  terms  of  absence  of  anti- 
bodies to  rubella  virus  (P<  0.01).  This  finding 
would  have  been  accentuated  further  by  correct- 
ing the  difference  in  mean  ages  between  the  per- 
spective subgroups  (Table  1).  The  white  private 
and  clinic  populations  did  not  differ  statistically 
from  one  another.  The  number  of  Negro  private 

‘Obtained  from  Flow  Laboratories. 
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Table  1. — The  Prevalence  of  Susceptibility  to  Rubella  \Trus  Infection. 


Population 

XuaiBER  Pahents 

Medlax  Age 

% OF  Patients 
Without  Antibody 

Statistical 

■Analysis 

Xegro  clinic 

210 

21 

(24  210) 

11.4% 

X^o  private 

21 

22 

( 5,21  ) 

23.8% 

White  clinic 

142 

23 

(35/142) 

24.6% 

White  private 

102 

25.5 

(22  '102) 

21.5% 

P<0.01* 

(86  475) 

18.1% 

P<0.01* 

* Analyzed  against  the  Negro  clinic  population 
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patients  was  too  small  for  analysis;  nevertheless, 
this  population  more  closely  resembled  the  two 
white  populations. 

Discussion 

Major  epidemics  of  rubella  occur  character- 
istically in  seven  to  eight  year  cycles.  Serologic 
studies  prior  to  that  of  1964-1965  revealed  an 
overall  population  at  risk  of  17.S%.®  Comparable 
populations  resampled  in  1966  following  the  epi- 
demic showed  the  frequency  of  susceptibility  to  be 
7.8%  or  approximately  one-half.®  These  figures 
reflected  the  prevalence  of  susceptibility  in  an 
urban  population. 

In  the  Gainesville  /Alachua  County  population, 
sampled  three  years  after  the  last  major  epidemic, 
an  18.1%  overall  incidence  of  susceptibility  was 
observed.  The  significantly  greater  overall  suscep- 
tibility of  white  private  and  clinic  patients  over 
Negro  patients  inferred  a higher  attack  rate  (P< 
0.01)  for  Negroes  during  the  preceding  epidemic. 
This  finding  is  comparable  to  that  previously 
reported  in  urban  populations  and  suggests  that 
socioeconomic  status  may  be  a major  factor  deter- 
mining susceptibility. 


Summary 

In  this  study  of  prevalence  of  susceptibility  to 
rubella  virus  in  a northern  Florida  county,  an 
overall  incidence  of  18.1%  was  observed  in  475 
pregnant  women.  Frequency  of  susceptibility  for 
the  Negro  clinic  group  was  11.4%  as  opposed  to 
24.6%  in  the  white  clinic  group  and  21.5%  in  the 
white  private  group.  The  number  of  Negro  private 
patients  was  too  small  for  any  significant  analysis. 

We  acknowledge  the  technical  assistance  of  Jean  M.  Weber 
with  sincere  appreciation. 
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editorial  comment 


E.  Charlton  Prather,  M.D. 


Hildebrandt  and  Monif’s  paper,  “The  Prev- 
alence of  Susceptibility  to  Rubella  Virus  in  a 
Northern  Florida  County,”  is  sobering — one  in 
five  pregnant  patients  susceptible  to  rubella  and 
one  in  four  contracting  the  disease  during  the  first 
trimester  yields  a malformed  infant!  The  poten- 
tials are  staggering,  given  another  rubella  epidemic 
equaling  that  of  1964-1965. 

The  recently  licensed  rubella  vaccine  is  cal- 
culated to  head  off  such  unthinkable  potentials. 
But  the  vaccine  is  not  recommended  for  the  popu- 
lation at  prime  risk — the  postpubertal  female — 
because  of  uncertainties  as  to  its  safety  in  preg- 
nancy. Additionally  its  side  effects  in  the  adult 

Dr.  Prather  is  associate  chief.  Bureau  of  .Preventable  Diseases 
and  administrator.  Epidemiology  Section,  Division  of  Health, 
Department  of  Health  and  Rehabilitative  Services  of  Florida, 
Jacksonville. 


female  discourage  wide  acceptance.  These  facts 
have  prompted  a “first”  in  the  history  of  im- 
munization practice — the  immunization  of  those 
NOT  the  primary  target — the  active  immunization 
of  one  group  for  the  protection  of  an  entirely 
different  group. 

Since  susceptible  pregnant  females  usually 
acquire  the  rubella  infection  through  contact  with 
youngsters,  public  health  authorities  urge  immedi- 
ate immunization  of  those  in  kindergarten  and 
first  through  third  grades,  asserting  this  would 
provide  maximum  preventative  impact.  It  is  well 
known  that  these  age  groups  account  for  the 
greatest  number  of  infections.  The  highest  trans- 
mission rates  occur  among  these  children,  for  it 
is  the  classroom  that  brings  them  together  for  the 
first  time.  The  theory  is  that  immunization  of  an 
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adequate  number  retards  viral  transmission  and 
decreases  or  eliminates  risks  for  susceptible  adult 
females. 

Epidemiologically,  the  theor\'  is  sound.  Its 
premises — immunization  of  groups  and  (in)  ade- 
quate numbers — merit  emphasis.  The  common 
usage  of  the  word  “group”  implies  a cohort  by 
age,  socioeconomic  status  or  some  other  broad- 
based  denominator.  In  the  context  of  rubella  con- 
trol, the  definition  is  more  restrictive  and  limiting 
— Mrs.  Jones’  first  grade  or  IMrs.  Brown’s  kinder- 
garten— children  phj’sicallj’  grouped  as  to  provide 
opportunity  for  transmission  of  infection.  An  esti- 
mated 85%-90%  of  the  members  of  such  groups 
must  be  immunized  by  vaccine  or  naturally  im- 
mune through  pre\ious  infection  to  effectively 
prevent  rubella  from  developing  within  the  group. 
The  checkerboard  pattern  of  solid  immunity  thus 
provided  will  afford  a strong  bulwark  against  epi- 
demic build-up. 

The  community-wide  techniques  as  employed 
with  polio  and  measles — the  “on  Sunday  after- 
noon” campaigns — are  not  applicable;  however, 
they  would  be  effective  if  85fr-90fc  coverage 
could  be  assured  for  each  epidemiologically  impor- 
tant cluster  of  susceptible  children.  Experience 
has  not  shown  that  the  immunity  coverage  was 
uniformlj’^  distributed  by  such  campaigns. 

The  current  rubella  situation  is  paradoxical. 
Protection  of  the  pregnant  patient  from  the  infec- 
tion depends  solely  upon  community  action.  In  all 
other  areas  of  personal  health,  individual  action  is 
decisive. 

► Dr.  Prather,  P.O.  Box  210,  Jacksonville  32201. 


Doctor,  mark  these  dates  on  your 
calendar: 

May  6-10,  1970 

96th  Annual  Meeting,  Florida  Medical 
Association 

Diplomat  Hotel,  Hollj-wood-by-the-Sea, 
Florida 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  ps3'chiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex. 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try'. Treatment  includes  intensive  dynamic 
ps\'chotherapy  for  the  individual,  group  psycho- 
therapj^  chemotherapy',  occupational  and  rec- 
reational therapy'.  Every'  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  phy'sicians  either 
on  a voluntary'  basis  or  commitment.  All  ty'pes 
of  emotionally'  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by'  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

S.AM  J.  Cl.ark,  ]M.D.,  President 

.\lFRED  PeTSCHOW',  .\D3irNISTR.AT0R 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Xiswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  ]\I.D. 

.\rie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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There’s  a soup 


PROTEIN  CONTENT/  7 oz.  Serving* 


Bean  with  Bacon 

6.8 

Green  Pea  with  Ham  (Frozen) 

7.6 

Beef 

8.0 

Hot  Dog  Bean 

8.4 

Chicken  Broth 

5.5 

Pepper  Pot 

6.1 

Chicken  'N  Dumplings 

5.8 

Split  Pea  with  Ham 

10.2 

Chili  Beef 

6.2 

Vegetable  Beef 

5.0 

Green  Pea 

6.9 

Vegetable  with  Beef  (Frozen) 

5.4 

When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


for  almost  every  patient  and  diet 
...foreverymeal  ^ 
and,  it’s  made  by  vh 


Pro-Banthine  Helps... 

propantheline  bromide 

...REVEAL  the  ulcer 
...HEAL  the  ulcer 

The  efficiency  of  Pro-Banthine — its  favorable  balance  of  therapeutic  and 
secondary  actions — has  been  thoroughly  tested  and  observed.  This  qual- 
ity has  been  demonstrated  surgically,  roentgenographically,  cinegastros- 
copically  and,  above  all,  clinically. 

When  physicians  needed  to  relax  the  restless  duodenum  for  the  re- 
cently refined  technic  of  hypotonic  duodenography  they  logicaUy  turned 
to  Pro-Banthine. 

For  years  Pro-Banthine  has  been  the  most  widely  used  anticholinergic 
medication  for  calming  the  gastrointestinal  tract — for  suppressing  secre- 
tion, prolonging  the  action  of  antacids  and  providing  the  proper  environ- 
ment for  healing  peptic  ulcers. 

These  established  therapeutic  actions  make  Pro-Banthine  particularly 
useful  in : 

• peptic  ulcer  • irritable  colon 

• gastritis  • biliary  dyskinesia 

• diverticulitis  • functional  hypermotihty 

We  wish  to  thank  Drs.  Marcia  K.  Bilbao,  Louis  H. 
Frische,  Josef  Rosch  and  Charles  T.  Dotter  for  this  excep- 
tionally graphic  example  of  hypotonic  duodenography. 


Contraindications:  Glaucoma,  severe  car- 
diac disease. 

Precautions:  Since  varying  degrees  of  uri- 
nary hesitancy  may  occur  in  elderly  men 
with  prostatic  hypertrophy,  this  should  be 
watched  for  in  such  patients  until  they  have 
gained  some  experience  with  the  drug.  Al- 
though never  reported,  theoretically  a cu- 
rare-like  action  may  occur  with  possible  loss 
of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  arti- 
ficial respiration  until  the  drug  effect  has 
been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  my- 
driasis, hesitancy  of  urination  and  gastric 
fullness. 


Dosage:  The  maximal  dosage  tolerated  with- 
out excessive  side  effects  is  usually  the  most 
effective.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  two 
15-mg.  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  (brand  of  propan- 
theline bromide)  is  supphed  as  tablets  of 
15  mg.,  as  prolonged- acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type 
vials  of  30  mg.  The  parenteral  dose  should 
be  adjusted  to  the  patient’s  requirement  and 
may  be  up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 


SEARLE 


Research  in  the 
Service  of  Medicine 


With  hypotonic  duodeno- 
graphy duodenal  calm  induced 
by  Pro-Banth7ne  permits  clear 
anatomic  appraisal.  In  this  ex- 
ample the  duodenum  was  in- 
tubated. Pro-BanthTne,  60  mg. 
intramuscularly,  produced 
prompt  aperistalsis.  Double 
contrast  visualization  was  ob- 
tained with  barium'and  air. 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs*  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respirator}'  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Tr>’  Dimetapp.  It  clearly  works. 


FOR  I PPER  RESPIRATORY  ALLERGIES  AND  INEECTIONS 

Dimetapp  Extentabs' 

Dimetane*  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg. 

LP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined. he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia. have  been  rep>orted  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY  /l-H'DOBINS 
RICHMOND.  VA.  23220 


National  and  Regional 
Meetings  in  Florida 

meetings  may 

1-5  Association  for  Research  in  Ophthalmology. 
FMA  Aonroved  Sheraton  S2indcastle,  Sarasota.  Sec.:  Her- 

bert E.  Kaufman,  M.D.,  University  of  Flor- 
Postgraduate  Meetings  ida  College  of  Medicine,  Gainesville  32601. 


Ttelicol 


APRIL 

16- 18  Pulse  of  Laboratory  Medicine,  Tides  Hotel 

and  Bath  Club,  Redington  Beach  (St. 
Petersburg).  For  information:  M.  A.  Bar- 
ton, M.D.,  701  - 6th  St.,  S.,  St.  Petersburg 
33701. 

17- 18  Pediatric  Electrocardiography  Seminar,  J. 

Hillis  Miller  Health  Center,  University  of 
Florida.  For  information:  Div.  of  Post- 

graduate Education,  Box  758,  J.  Hillis 
Miller  Health  Center,  Gainesville  32601. 

25  Fourth  Annual  Seminar  on  Diagnosis  and 
Management  of  Cancer,  Port-O-Call  Resort 
Inn,  Tierra  Verde,  St.  Petersburg.  For  in- 
formation: John  Carbonneau,  2909  Bay-to- 
Bay  Boulevard,  Tampa  33609. 

MAY 

13- 16  Greater  Miami  Pediatric  Society  Seminar, 

Jackson  Memorial  Hospital,  Miami.  For 
information:  Retha  Schiess,  M.D.,  7001 

Galloway  Rd.,  Miami  33143. 

14- 16  Current  Cancer  Concepts,  Mount  Sinai 

Hospital  Auditorium,  Miami  Beach.  For 
information:  Public  Relations  Office, 

Mount  Sinai  Hospital,  4300  Alton  Rd., 
Miami  Beach  33140. 


DECEMBER 

10-12  Eleventh  Biennial  Cardiovascular  Seminar 
on  Coronary  Artery  Disease,  Sheraton- 
Four  Ambassadors  Hotel,  Miami.  For  in- 
formation: Arthur  Gosselin,  M.D.,  Chm., 
Heart  Association  of  Greater  Miami,  5080 
Biscayne  Blvd.,  Miami  33137. 


SEPTEMBER 

27-28  Society  of  Pediatric  Radiology,  Deauville 
Hotel,  Miami  Beach.  Sec.:  John  L.  Gwinn, 
M.D.,  Children’s  Hospital,  4650  Sunset 
Blvd.,  Los  .‘\ngeles.  Cal.  90027. 

29-Oct.  2 American  Roentgen  Society,  Deauville 
Hotel,  Miami  Beach.  Ex.  Sec.:  Ted  F. 
Leigh,  M.D.,  Emory  University  Clinic,  At- 
lanta, Ga.  30322. 

OCTOBER 

25-28  American  Clinical  and  Climatological  .Asso- 
ciation, Ponte  Vedra  Club,  Ponte  Vedra. 
Sec.:  J.  Edwin  Wood,  M.D.,  Box  157,  Uni- 
versity of  Virginia  Hospital,  Charlottesville, 
Va.  22901. 

NOVEMBER 

3-  8 .American  Society  of  Clinical  Hypnosis, 
Eden  Roc  Hotel,  Miami  Beach.  Ex.  Sec.: 
F.  D.  Nowlin,  800  Washington  Ave.,  S.E., 
Minneapolis,  Minn.  55414. 

17-22  Pan  American  Medical  Association,  Holly- 
wood Beach  Hotel,  Hollywood  Beach.  Dir.: 
Joseph  J.  Eller,  M.D.,  745  Fifth  Ave.,  New 
York,  N.  Y.  10022. 

DECEMBER 

7-10  Southern  Surgical  Association,  Boca  Raton 
Hotel,  Boca  Raton.  Ex.  Sec.:  D.  C.  Sabis- 
ton  Jr.,  M.D.,  Duke  University  Medical 
Center,  Durham,  N.C.  27706. 

10-12  Cardiovascular  Seminar  on  Coronary  Dis- 
ease, Sheraton  Four  Ambassadors  Hotel, 
Miami.  Pgm.  Dir.:  Mrs.  Jo  Baxter,  5080 
Biscayne  Blvd.,  Miami  33137. 
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One  of  seven  dosage  forms 

Thorazine* 


chlorpromazine  HCI 


Available  in  30  mg.,  75  mg.,  150  mg..  200  mg.  and  300  mg.  strengths. 


<» 


Smith  Kline  & French  Laboratories 
Philadelphia,  Pa.  19101 
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for  the  debilitated 
geriatric  patient 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 

contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


8^£oUcla 

^ecllcaC^ 


comment 


Woman’s  Auxiliary  Call 
to  Convention 


Members  of  the  Board  of  Directors  look  for- 
ward to  seeing  you  at  the  43rd  Annual  Meeting  of 
the  Woman’s  Auxiliary  to  the  Florida  Medical 
Association  at  the  Diplomat  Hotel  in  Holl^"^A•ood 
^lay  6-10.  The  schedule  is  changed  somewhat 
from  former  years  and  should  work  out  to  better 
advantage  for  all  of  us.  The  Pre-convention  Board 
Meeting  will  be  on  Wednesday  afternoon;  both 
sessions  of  the  House  of  Delegates  will  be  on 
Thursday,  and  the  Post-convention  Board  Meet- 
ing on  Friday  morning.  This  will  give  us  more 
time  to  play. 

We  have  tried  to  streamline  some  of  the  rou- 
tine activities  this  year  to  make  it  more  interest- 
ing and  give  us  time  for  special  features — and  we 
do  have  a few  of  those  which  we  think  you  will 
like.  Our  newest  is  the  Auxiliary  booth  in  the 
Exhibit  Hall.  We  will  need  to  have  members  in 
the  booth  during  all  hours  the  hall  is  open.  This 
will  be  a fun  thing  and  a wonderful  place  to  see 
old  friends  and  make  new  ones.  Do  sign  up  for  an 
hour  or  two.  A schedule  sheet  will  be  provided  at 
the  registration  desk. 

The  Fourth  .\nnual  .\rt  Show  will  have  two 
new  features.  A category^  has  been  added  for  sons 
and  daughters  of  Florida  physicians,  and  all  en- 
tries in  the  show  will  be  considered  for  the  new 
and  special  “Editor’s  Award.”  The  winning  entry 
will  be  used  on  the  cover  of  the  Jourx.al  of  the 
Florida  Medical  Association. 

.\t  the  first  session  of  the  House  of  Delegates, 
^Ir.  Nelson  Young,  P.IM.,  Florida,  will  tell  us 
about  things  we  need  to  know  for  our  future 
security. 

Our  special  guest  from  the  National  .\uxiliary 
will  be  Mrs.  G.  Prentiss  Lee  (Patty),  First  \'ice 
President.  She  is  one  of  the  most  charming  and 
attractive  women  you  will  ever  meet  and,  besides 


Mrs.  Gilliland 


that,  she  is  smart  and  efficient  as  well  as  informed. 
To  know  her  is  to  love  her,  and  you  will  want  a 
chance  to  know  her. 

The  basic  progrcun  is  presented  here.  Remem- 
ber that  all  Auxiliary  members  are  welcome  to  at- 
tend all  sessions.  It  is  a good  place  to  learn  more 
about  the  Auxiliarj’,  what  it  does  and  what  it 
stands  for.  Members-at-large  are  particularly 
urged  to  attend;  however,  only  members  of  the 
House  of  Delegates  may  vote,  even  though  any 
member  may  address  the  group. 

We  look  forward  to  seeing  you  at  the  Diplomat 
in  May! 

!M.arion  S.  Gillil.axd  (Mrs.  C.  H.) 

Presidext 
WOM.AX’s  Auxillary  to  the 
Florida  Medical  Associatiox 
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Woman’s  Auxiliary  to  The  Florida  Medical  Association,  Inc. 
Forty-second  Annual  Meeting  — May  6-10,  1970 
Diplomat  Hotel,  Hollywood,  Florida 


DAILY  SCHEDULE 

WEDNESDAY,  MAY  6 

10  a.m.-5  p.m.  Registration  for  all  State  Officers,  Chairmen  and  County  Presidents,  Mezzanine 
Lounge. 

Pre-registration  for  Delegates  to  the  House  of  Delegates  Annual  Meeting,  Mezzanine 
Lounge. 

Registration  for  members  helping  to  man  booth  in  Exhibit  Hall,  Mezzanine  Lounge. 
Pre-registration  for  awards  and  ELAMPAC  luncheons. 

12  noon  Executive  Committee — Suite  of  President  and  President-Elect. 


2 p.m. 


Pre-convention  Board  of  Directors  meeting.  Mezzanine  Theater. 


THURSDAY,  MAY  7 

8 a.m.-4  p.m.  Registration  for  all  Officers,  Chairmen,  County  Presidents  and  Delegates  to  House 
of  Delegates,  Mezzanine  Lounge. 

8 a.m.-9  a.m.  Complimentary  Continental  breakfast.  Mezzanine  Lounge. 

9 a.m.  First  Session  of  House  of  Delegates,  Mezzanine  Theater. 

12;  15  p.m.  Awards  luncheon,  Les  Ambassadeurs. 

.All  awards  will  be  presented  including  AMA-ERF  Art  Show,  Doctor’s  Day,  Research 
and  Romance. 

•Address  by  Mrs.  G.  Prentiss  Lee,  National  First  Vice  President. 

2:30  p.m.  Second  Session  of  House  of  Delegates,  Mezzanine  Theater. 


FRIDAY,  MAY  8 

9 a.m.  Post-convention  Board  of  Directors  meeting  and  orientation  for  all  State  Officers, 

Chairmen,  County  Officers  and  Chairmen.  Orientation  will  be  conduced  by  Mrs.  Lee, 
Mezzanine  Theater. 

12:15  p.m.  ELAMPAC  luncheon,  Les  Ambassadeurs. 

Speaker  will  be  Senator  Robert  Packwood  ( R)  Oregon. 

Auxiliary  Hospitality  Room,  Mezzanine  Room  233 


Sen.  Robert  W.  Packwood  (R),  of  Oregon,  shown  here  with  President  Richard  M.  Nixon,  will  be  speaker  at 
the  Woman’s  Auxiliary-FLAMPAC  luncheon  May  8 during  the  FMA  annual  meeting.  In  1968  he  defeated  the 
four-term  veteran  Wayne  Morse  to  become  the  youngest  member  of  the  U.S.  Senate.  Sen.  Packwood  is  compared 
by  many  Republicans  to  the  late  President  Kennedy  in  personal  magnetism. 
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Fourth  Annual  Benefit  Art  Show 

Exhibit  Rules  and  Regulations 


1.  All  entries  must  be  original  work. 

2.  Pictures  must  be  framed  and  wired  for  hanging.  (Stands  will  be  provided  for  sculpture,  etc.) 

3.  Each  entry  must  have  a t\ped  card  indicating  Name,  Address,  Medium,  Dimensions  and  Title. 
Please  list  price  if  entr\'  is  for  sale;  otherwise,  mark  not  for  sale  (NFS). 

4.  Xo  more  than  two  entries  may  be  entered  per  person  for  each  category. 

5.  Only  one  artist’s  name  should  be  listed  for  each  registration  slip. 

6.  A registration  fee  of  $10.00  will  be  charged  for  each  two  (2)  entries.  The  same  fee  of  $10.00 
(minimum)  applies  to  a single  entr}^ 

7.  All  registration  slips  and  checks  must  be  sent  in  together  no  later  than  April  30,  1970.  No  entries 
will  be  accepted  otherwise. 

8.  All  pre-registered  entries  are  to  be  delivered  by  hand  to  the  Gallery  of  the  Convention  Hall  at  the 
Diplomat  Hotel  no  later  than  Wednesday,  i\Iay  6.  Shipped  entries  will  be  refused. 

9.  AW  entries  must  remain  on  e.xhibition  until  3:30  p.m.  on  Saturday,  iMay  9. 

10.  .\11  entries  must  be  picked  up  at  the  Gallery  of  the  Convention  Hall  of  the  Diplomat  Hotel  no 
later  than  4:30  p.m.  Saturday,  iMay  9. 

11.  Doctors,  their  wives  and  children  are  eligible  to  enter.  Prizes  will  be  donations  to  the  American 
Medical  Association  Education  and  Research  Foundation  in  the  name  of  the  winners. 


Kindly  enter  my  registration  to  show  in  the  Benefit  Art  Show. 

Fee  of  $ for entries  is  enclosed. 

I agree  to  abide  by  the  rules  and  regulations  for  exhibiting  material  in  the  show. 

Name  

Address  

City  County  

I will  be  showing  in  the  following  categories:  Please  check  [t^]  appropriate  category 

(categories)  applying  to  your  entry  (entries). 

□ A Painting,  Traditional  (Representational) 

□ B Painting  Abstract  (Nonrepresentational) 

Painting  categories  (A  & B)  include  any  media  in  color:  will  include  acrilics,  oils, 
casein,  collage,  water  color,  pastels,  etc. 

□ C Crafts  (will  include  sculpture,  pottery,  ceramics,  mosaic,  weaving,  jewelry,  etc.) 

□ D Graphics  (will  include  pen  and  ink,  charcoal,  photography,  etc.) 

□ I am  the  son  daughter  of  a Florida  physician. 

A registration  fee  of  $10.00  will  be  charged  for  each  two  (2)  entries.  Make  checks  pay- 
able to:  Mrs.  J.  R.  Hege,  1050  Jefferson  St.,  Floilywood,  Fla.  33020 

Registration  Deadiine  Aprii  30,  1970 
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Dialogue 


Spontaneous  comment  by  readers  is  invited.  Choice  of  subject  and  manner  of  treatment  is  an  individual  matter  for 
each  contribution.  The  ideas,  opinions  or  statements  are  those  of  the  individual  who  is  writing  and  are  not  meant 
to  reflect  the  attitude  of  the  Florida  Medical  Association,  its  officers  or  its  publication.  Each  one  is  invited  to  ex- 
press himself  on  a subject  close  to  him.  Acceptance  of  material  will  be  based  on  space,  appropriateness  and  good 
taste  according  to  our  best  judgment. — Ed. 


A Few  Comments  on  the  Rising  Costs  of  Medical  Care 


Warren  W.  Quillian,  M.D. 


Dr.  Warren  W.  Quillian  is  a distinguished  pediatrician, 
a past  president  of  the  Florida  Medical  .Association  and 
president  and  chairman  of  the  Board  of  Blue  Shield  of 
Florida. — Ed. 


During  the  past  year  the  medical  profession 
has  been  criticized— sometimes  fairly,  sometimes 
unjustifiably — regarding  the  physicians’  role  in  the 
spiraling  expense  to  recipients  of  medical  care: 
our  patients.  Everyone  is  aware  of  the  trend. 
Through  the  medium  of  newspapers  and  by  unsup- 
ported statements,  charges  and  accusations  have 
been  widely  publicized  not  predicated  upon  actual 
facts.  This  is  especially  true  with  reference  to 
medical  practices  related  to  the  Medicare  pro- 
gram. Instead  of  responding  formally,  which 
would  have  been  premature  at  that  time,  the 
Florida  Medical  Association  aided  by  Blue  Shield 
of  Florida  began  assembling  definite  facts. 

Significant  information  has  been  obtained 
which  should  provide  an  accurate  picture. 

The  Social  Security  Administration’s  Office  of 
Research  and  Statistics  recently  released  figures 
indicating  that  the  overall  increase  in  health  care 
costs  amounted  to  22.2%  during  the  first  three 
years  of  the  Medicare  program.  In  the  same  peri- 
od, hospital  daily  service  charges  rose  54.6%  and 
physician  fees  increased  21.5%.  At  the  end  of 
the  three  years,  medical  care  services  were  up 
27.1%. 

The  Medicare  program  covers  740,000  Florida 
senior  citizens;  this  increases  to  approximately  1 
million  during  the  winter  months.  From  January 
1 through  November  23,  1969,  a total  of  1,301,615 
claims  involving  $96,080,214.77  were  filed  with 
Blue  Shield  as  carrier  for  Part  B of  the  Medicare 
program,  which  refers  to  physicians’  services. 
Processing  of  claims  has  been  a formidable  task, 
but  bear  in  mind  the  number  of  patients  and 
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physicians  involved.  A single  service  to  an  indi- 
vidual patient  is  not  represented;  the  physician 
provides  many  services. 

Despite  the  volume,  less  than  3%  of  the  li- 
censed doctors  of  medicine  practicing  in  Florida 
have  been  questioned  or  their  fees  reviewed.  Con- 
versely, more  than  97%  treating  Medicare  patients 
realized  their  responsibilities  and  maintained  the 
traditional  high  standards  which  the  medical  pro- 
fession demands  of  itself. 

People  are  demanding  and  getting  better  qual- 
ity health  care  and  supervision  than  ever  before. 
Let’s  consider  our  situation  as  physicians.  The 
responsibilities  are  multiple  and  consist  of  more 
than  diagnosis  and  treatment  of  disease.  We  are 
aware  of  the  mounting  cost  and  are  concerned 
about  it;  however,  our  primary  effort  must  be 
provision  of  professional  services  of  the  highest 
quality.  Medical  judgment  is  important  in  helping 
to  conserve  the  patient’s  dollar.  Each  day  we 
decide  whether  hospitalization  is  needed,  how- 
much  laboratory  procedure  is  indicated,  and 
whether  x-ray  studies  and  other  ancillary  services 
are  necessary.  Is  special  nursing  care  essential? 
What  specific  drug  therapy  is  indicated? 

To  avoid  practices  which  might  not  be  neces- 
sary, the  judgment  of  fellow-  practitioners  may  be 
sought  when  costs  appear  excessive  or  improper 
utilization  is  possible.  Accordingly  each  county 
medical  society  has  a Peer  Review  Committee 
composed  of  local  physicians  who  determine  claims 
referred  to  them  fairly  and  objectively.  In  addi- 
tion a close  cooperation  exists  between  local  and 
state  medical  organizations  through  regular  utiliza- 
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tion  review.  Questionable  claims  referred  to  Blue 
Shield  are  considered  by  the  State  Claims  Commit- 
tee. It  is  composed  of  physicians  from  the  entire 
state  who  meet  each  week  to  attempt  to  achieve 
an  equitable  settlement  of  claims  requiring  medi- 
cal evaluation.  A Utilization  Review  Committee 
works  with  this  Committee  in  instances  where  util- 
ization of  benefits  is  in  question.  If  necessary, 
claims  may  be  forwarded  to  the  local  Peer  Review 
Committee  for  study  and  final  decision. 

The  problems  incident  to  rising  health  care 
costs  cannot  be  ignored.  We  urge  that  questions 
of  the  patient  concerning  fees  or  professional 
services  be  discussed  with  his  personal  physician. 
Many  can  be  answered  satisfactorily,  but  the 
county  medical  societies  and  the  Florida  IMedical 


.'Association  are  anxious  to  help  when  needed. 
Mutual  trust  and  confidence  are  necessary  to  ob- 
tain successful  results.  Let’s  work  together  toward 
better  understanding  and  the  promotion  of  better 
health  at  less  expense. 

Blue  Shield  of  Florida  is  attempting  to  serve 
its  purpose  equitably.  It  functions  in  accordance 
with  definite  guidelines  established  by  a dedicated 
board  of  directors  comprised  largely  of  physicians 
who  are  honored  members  of  the  Florida  Medical 
.Association.  .As  chairman  of  the  board,  I earnestly 
request  your  understanding  and  help  toward  the 
proper  solution  of  our  problems. 

► Dr.  Quillian,  140  .Alhambra  Circle,  Coral  Gables 
33134. 


Individual  or  Third  Party  Responsibility 

William  T.  Mixson,  M.D. 


Recently  the  participating  physicians  of  Blue 
Shield  were  told  of  a new  type  of  coverage,  a plan 
that  will  pay  full  benefits  at  the  “usual  and  cus- 
tomary” rate  and  no  service  benefit  limit  on  fam- 
ily income.  The  members  of  Florida  Blue  Shield 
were  given  the  option  of  participating  or  not  in 
this  plan,  but  with  the  stipulation  that  Blue  Shield 
must  be  notified  that  you  did  not  want  to  partici- 
pate or  your  participation  was  automatic.  Since 
this  notice  was  a form  letter  similar  to  so  many  we 
receive,  most  physicians  discarded  it  and  did  not 
realize  to  what  they  had  agreed.  L'nless  you  wrote 
to  Blue  Shield  stating  that  you  did  not  wish  to 
participate,  you  are  automatically  participating. 

This  plan  is  being  offered  by  Blue  Shield, 
largely  on  the  demand  of  certain  unions,  for  insur- 
ance that  will  pay  the  entire  fee  of  physicians  for 
medical  care  and  services.  It  is  said  that  there  will 
be  very  little  demand  for  this  tjqDe  of  coverage 
because  of  the  high  cost,  but  cdready  it  has  been 
offered  to  members  of  FM.A  for  their  personal 
coverage. 

I have  elected  not  to  participate  and  urge  my 
colleagues  to  give  this  concept  serious  considera- 
tion. 

The  basic  reason  for  opposition  is  that  the  plan 
makes  a third  party  entirely  responsible  for  pay- 


ment of  fees.  I believe  in  retaining  individual  re- 
sponsibility for  fees  and  believe  this  is  inherent  in 
a successful  private  practice  type  of  health  care 
service. 

The  attitude  of  the  patient  toward  the  illness 
and  toward  his  doctors,  and  the  attitude  of  the 
doctor  toward  the  patient  and  his  illness,  are 
extremely  important  factors  in  the  final  result. 
This  relates  to  the  art  of  medicine.  It  is  intimately 
tied  up  with  the  patient’s  individual  responsibility 
toward  the  doctor’s  fee.  This  may  seem  crass 
and  lacking  in  idealism,  but  it  reflects  a very  basic 
characteristic  of  human  nature.  It  is  one  reason 
that  the  capitalistic  system  has  worked  so  well  and 
we  should  stop  apologizing  to  the  socialists  be- 
cause of  it. 

With  the  advent  of  the  third  part}”-  becoming 
completely  responsible  for  the  medical  fee,  whether 
government  or  insurance,  the  attitude  of  the  pa- 
tients will  change  and  will  ultimately  destroy  the 
patient-physician  relationship  which  at  present 
contributes  so  much  to  their  treatment.  .All  phy- 
sicians have  dealt  with  patients  in  a medical  en- 
vironment where  the  patient  had  no  responsibility 
for  payment  of  fees,  such  as  in  charity  and  veter- 
ans hospitals  and  with  military  career  personnel. 

( Continued  on  page  41 ) 
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'■All  Interns  are  Alike" 


t stands  to  reason.  They  all  go  through  the  same  train- 
ng;  they  all  have  to  pass  the  same  tests;  they  all  have 
0 measure  up  to  the  same  standards;  they  all  are 
inderpaid,  too.  Therefore,  all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no  more 
lonsensical  than  what  some  people  say  about  aspirin. 
■Jamely:  since  all  aspirin  is  at  least  supposed  to  come 
ip  to  certain  required  standards,  then  all  aspirin 
ablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In  fact, 
here  are  at  least  nine  specific  differences  involving 
• urity,  potency  and  speed  of  tablet  disintegration. 


These  Bayer®  standards  result  in  significant  product 
benefits  including  gentleness  to  the  stomach,  and 
product  stability  that  enables  Bayer  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  it 
just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 

BjSS^R.  Si.' 

CHILDRENS  SSm 
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...with  episodes  of  vertigo, 
headaehe,  eonfiision,  sensory  loss, 
slurred  speeeh,  eonsider 


VASOdLAN 


NE  HCI) 


to  help  relieve  symptoms  by 
preventing  vasospasm  and 
inereasing  eerebral  blood  flow 


New  20  mg.  strength  now  available;  Vasodilan  20  mg.  tablets  for  greater  dosage 
simpticity  and  convenience.  Recommended  Initial  dose:  one  20  mg.  tablet  q.i.d. 


ough  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,'  several  investigators^'*  have  reported  favorably  on  the  effects  of 
suprine  on  cerebral  blood  flow.  Effects  have  been  demonstrated  both  by  objective  measurement*'*  and  observation  of  clinical  improvement.*'* 
cations:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger's  disease), 
naud’s  disease,  po_stphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic), 
nposition:  VASODTlan  tablets,  isoxsuprine  hydrochloride  10  mg.  and  20  mg.  Dosage;  Oral  — 10  to  20  mg.  l.i.d.  or  q.i.d.  Contraindications 
Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
iding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not 
jmmended.  Complete  details  available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Fazekas, 

.;  Alman,  R.  W.;  Ticktin,  H.  E.;  Ehrmantraut,  W.  R.,  and  Savarese,  C.  J.:  Angiology  75;No.  2 (Feb.)  1964.  (2)  Horton, 

;.,  and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  (3)  Clarkson,  I.  S.,  and  LePere,  D.  M.;  Angiology  77:190-192 
le)  1960.  (4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res.  4:124-128  (April)  1962.  (5)  Whittier,  J.  R.;  Angiology 

12-87  (Feb.)  1964.  © 1970  MEAD  JOHNSON  ft  COMPANY  • EVANSVILLE,  INDIANA  47721  75970 


laboratoR'ES 


Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 

TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 


/ Convention 

QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 

J Press 

TYTH-xtever  your  first  requisites  may  be,  we 
»»  always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 

jC  2111  North  Liberty  St. 

/ Jacksonville,  Florida 

work  — and  at  the  same  time  provide  the  service 

/ 32206 

desired.  Let  Convention  Press  help  solve  your 

printing  problems  by  intelligently  assisting  on  all 
details. 

Thomas  B.  Slade 


J.  Beatty  Williams 


Fifty-two  Years  in  Florida 


uroica 

SUPPLY  COMPANY 

HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  0.  Box  2580  — 1050  W.  Adams  Street 


Jacksonville,  Fla.  32203 


P.  L DODGE  MEMORIAL  HOSPITAL 

M.  G.  Is.\ACSON,  M.D. 

Medical  Director 
1861  N.W.  South  River  Drive 
Miami,  Florida 
Phone  642-3555 

A nonprofit-voluntarj-  hospital  for  the  treat- 
ment of  nervous  and  mental  disorders  and  the 
problems  of  drug  addiction  and  alcoholic  habit- 
uation. Modern  diagnostic  and  treatment  proce- 
dures including — Psychotherapy.  Insulin  & Elec- 
troshock. when  indicated.  Adequate  facihties  for 
recreation  and  out-door  activities.  Admissions 
are  made  without  regard  to  race,  color  or  na- 
tional origin. 

Information  on  request 

Member  NAPPH.  American  Psychiatric  Assn.,  & 
American  Hospital  Assn. 


They  are  getting  something  for  nothing  and  reflect 
this  fact.  They  feel  they  deserve  the  medical  serv- 
ice and  the  doctor  better  provide  it.  There  is  a de- 
mand for  unnecessary  services:  visits,  laboratory 
tests,  hospitalization,  and  prolongation  of  hospital 
stay.  The  change  in  attitude  may  be  gradual  in 
private  practice  because  of  long-established  physi- 
cian-patient relationships,  but  it  will  be  inevitable. 
When  the  patient  has  to  pay  a portion  of  the  fee 
and  is  personally  responsible  for  the  total  fee  (al- 
though insurance  may  pay  most),  it  helps  to  pro- 
tect the  physician-patient  relationship  as  present- 
ly conceived. 

The  cost  of  a full  coverage  plan  can  only  be 
high  and  go  higher.  The  patients,  through  their 
groups,  will  fight  with  the  insurance  companies 
and  Blue  Shield  but  the  doctors  will  be  blamed 
for  the  high  cost.  Eventually  the  program  will 
become  so  expensive  that  the  groups  will  turn  to 
government.  In  the  meantime,  we  will  have  helped 
create  a fertile  bed  for  government  control  because 
the  patient  and  doctor  both  will  have  come  to 
expect  third  party  responsibility  for  payment.  It 
is  then  easier  to  shift  to  government,  and  the  only 
difference  at  that  point  will  be  the  controls  which 
governmental  regulation  will  assure. 

Initially,  the  numbers  of  people  covered  will  be 
small,  but  the  plan  will  soon  spread  to  cover 
federal,  state,  and  county  employees  and  most 
other  organized  groups.  Then  there  will  be  a 
clamor  by  individuals  who  do  not  qualify  for 
groups  also  to  receive  “something  for  nothing.” 
This  reinforces  the  necessity  for  government  to 
step  into  the  picture. 

The  attitude  of  our  Blue  Shield  leadership  is 
understandable.  They  see  Blue  Shield  as  a busi- 
ness that  must  compete  to  survive.  But  Blue 
Shield  has  a unique  advantage  over  private  in- 
surance companies — the  participating  physician. 
Without  the  participating  physician,  the  ability  of 
Blue  Shield  to  sell  various  plans  would  be  serious- 
ly curtailed.  Physicians  of  this  state  should  not 
participate  in  such  a plan  as  full  coverage  for  all 
income  levels,  no  matter  what  the  fee  schedule, 
because  it  will  undermine  our  present  concept  of 
the  best  way  to  deliver  medical  services.  Let  the 
private  insurance  companies  have  this  business 
but  without  the  help  of  participating  physicians. 
The  high  cost  involved  will  eventually  prove  the 
plan  to  be  unprofitable  and  it  will  be  abandoned, 
hopefully  before  a large  segment  of  the  population 
gets  used  to  full  payment  by  a third  party. 

It  must  be  admitted  that  there  are  many 


advantages  in  a full  coverage  plan.  The  patient 
knows  he  will  receive  medical  care  without  any 
worry  about  ability  to  pay.  He  will  retain  free- 
dom of  choice  of  his  physician.  The  physician  will 
be  paid  promptly  and  at  a fee  level  that  most  will 
consider  fair,  at  least  in  the  early  experience  of  the 
plan.  (Later  there  will  be  more  discontent  with 
fee  levels  as  times  change  with  inflation  and  fees 
fail  to  keep  pace.)  There  is  a distinct  advantage 
of  a 100%  collection  ratio.  As  the  plan  becomes 
more  universal  there  would  be  less  need  to  scale 
fees  down  for  the  lower  income  patient  because 
they  would  be  covered  at  the  usual  and  customary 
level.  This  would  far  outweigh  the  disadvantage 
of  being  unable  to  scale  upward  the  fee  for  the 
occasional  patient  who  is  a high-income  executive. 
Most  physicians  see  far  more  of  the  low-income 
patients. 

These  advantages  do  not  compensate  for  the 
loss  of  individual  responsibility  on  the  part  of 
the  patient.  I urge  the  physicians  of  Florida  to 
write  Blue  Shield  and  state  that  you  will  not  par- 
ticipate in  this  new  plan.  Urge  the  Board  of  Gov- 
ernors of  FMA  to  withdraw  this  as  a plan  to  be 
offered  to  its  membership. 

^ Dr.  Mixson,  427  Biltmore  Way,  Coral  Gables 
33134. 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144  s- 
144  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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The  Technical  Exhibit;  Will  It  Follow  the  Dodo? 


W.  Dean  Steward,  M.D. 


Technical  exhibits,  sponsored  by  ethical  phar- 
maceutical houses,  have  been  a part  of  state  medi- 
cal association  meetings  for  many  years.  How 
many  I cannot  say,  but  I know  they  have  been 
present  for  38  of  the  last  40. 

Ofttimes  the  technical  exhibit  is  the  only 
exposure  that  some  physicians  have  to  representa- 
tives of  the  ethical  drug  houses,  due  either  to  the 
type  of  practice  they  have,  their  isolation,  their 
preferences,  or  to  lack  of  time.  Here  there  is  an 
opportunity  to  see  what  new  drugs  are  on  the 
market,  to  view  new  and  advanced  instruments, 
and  to  scan  publications  of  the  leading  medical 
book  publishers.  The  opportunities  should  not  be 
lost  by  default. 

Many  Association  members  do  not  realize  that 
the  booth  rental  fees  paid  by  the  technical  exhibi- 
tors in  large  measure  meet  the  overall  expenses  of 


Dr.  Steward  is  Past  President,  Florida  Medical  Association. 


the  Association  in  staging  the  state  annual  meet- 
ing. Were  this  help  not  ethically  available,  the 
cost  would  have  to  be  borne  entirely  by  the  mem- 
bers of  the  Association,  and  in  effect  would  amount 
to  several  dollars  per  member  out  of  the  annual 
budget.  Some  state  medical  associations  have 
found  this  out  due  to  withdrawal  of  support  by 
pharmaceutical  and  surgical  supply  houses  because 
of  rising  costs,  lack  of  physician  support,  and  in 
some  cases  actual  discourtesy. 

This  situation  can  be  alleviated  in  large  part 
by  scheduling  meetings  to  allow  adequate  time  to 
visit  the  exhibits,  mentioning  them  at  the  time  of 
the  scientific  meetings  and  in  the  handbook  or 
program,  and  by  physician  interest.  Naturally 
the  last  is  of  greatest  importance,  takes  only  a 
little  time,  and  may  be  rewarding  in  more  ways 
than  one. 

^ Dr,  Steward,  32  West  Sturtevant  Street,  Orlando 
32806. 


Our  Mail 


Mr.  Bryant  English,  Chief 
Medical  Photography 
Duval  Medical  Center 
2000  Jefferson  Street 
Jacksonville,  Florida  32206 

Dear  Mr.  English: 

We  would  like  to  extend  our  warm  apprecia- 
tion for  your  contribution  to  the  cover  of  the  Feb- 
ruary issue  of  the  Florida  Medical  Journal. 

It  was  only  after  this  issue  had  gone  to  press 


that  we  discovered  that  you  had  helped  Bill  Brink- 
worth  at  Convention  Press  to  obtain  such  a clear 
photographic  print  of  the  heart  x-ray.  All  of  us 
connected  with  the  Journal  were  highly  pleased 
with  the  result. 

Under  separate  cover,  we  have  forwarded  you 
a copy  of  the  issue. 

I hope  you  will  accept  my  best  wishes  and 
thanks  on  behalf  of  the  editorial  board  and  staff. 

Franz  Stewart,  M.D. 

Editor 
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From  the  Editor 

Franz  Stewart 


April  Cover 

The  exploration  of  life  and  the  wonder  of  liv- 
ing is  a fragile  leaf  held  at  least  once  by  each  of 
us.  The  facts  of  the  moment,  with  dreariness  and 
smog,  do  not  always  conceal  the  truths  of  life. 
Man  is  but  one,  and  the  joys  of  the  earth  are 
many. 

Our  Task  is  the  Task  of  Man 

Our  profession  concerns  itself  with  man.  Start 
with  a genetic  pattern  completely  programmed  for 
the  future  by  the  input  of  protein  moieties  from 
the  germ  cells.  Thus  the  individual  is  predeter- 
mined and  the  future  of  the  race  foretold  by  the 
sum  total  of  genetic  input  at  a given  time,  plus 
that  held  in  germ  cells  not  yet  fed  into  the  DXA- 
RXA  computer.  This  is  just  the  starting  point. 
Our  profession  is  not  cajoled  by  this  simplex. 

If  a given  genetic  pattern  avoids  thalidomides, 
certain  viruses,  star\-ation  and  abortion,  it  may  fit 
into  a place  in  its  environment  until  this  locale 
changes  by  birth,  smog,  epidemic  or  the  difficulties 
presented  b\-  other  protein  moieties  too  directed 
or  too  numerous  to  permit  sur\-ival. 

We  are  concerned  with  making  changes  in 
harmful  environmental  influences,  be  they  virus, 
projectile,  drug,  other  people,  or  boredom.  This 
is  no  place  to  stop. 

Our  profession  concerns  itself  with  man  as  a 
genetic  pattern,  with  his  adjustment  to  en\-iron- 
ment  and  with  attention  to  the  environment  to 
guide  its  change  to  the  needs  of  life.  The  physi- 
cian cannot  control,  but  supplies  bandages  for 
environmental  injuries,  and  cam  aid  in  the  adjust- 
ment of  the  environment  to  the  future  of  the  race 
and  the  joy  of  the  indnidual.  This  is  the  task  of 
man. 

March  Cover 

The  view  of  the  Everglades  seen  on  the  cover 
of  June  ’68  pointed  out  the  joy  of  an  area  and  its 
fragile  nature.  The  cover  in  March  ’70  shows  the 
same  area  two  hours  later  as  dusk  approached. 
With  the  passage  of  time  and  the  threat  of  prog- 
ress the  area  is  stiU  present  to  capture  a moment 
of  joy. 


Changing  Roles  and  Goals 

Clyde  M.  Collins,  M.D. 


The  second  Florida  State  Physician-Xurse 
Conference  sponsored  jointly  by  the  Florida 
Xurses  Association  and  the  Florida  Medical  Asso- 
ciation Committee  on  Xursing  was  conducted  last 
October  in  Tampa.  It  was  attended  by  a large 
group  of  interested  and  participating  doctors  and 
nurses. 

At  the  general  session,  an  inspiring  address 
was  given  by  Miss  Barbara  Schutt,  R.X'.,  editor  of 
the  American  Journal  of  X'^ursing,  who  stated  that 
the  combined  functions  of  the  nurse  and  the  doc- 
tor are  interwoven  and  a great  gap  exists  between 
the  care  we  all  know  how  to  give  and  what’s  act- 
uall}'  received  bj'  the  patient.  More  money  and 
more  people  are  not  the  answer  but  major  changes 
are  needed  because  of  the  present  inadequate  and 
fragmented  health  care.  X'urses  are  exploited  by 
hospitals  into  housekeepers,  assistant  administra- 
tors, supervisors,  engineers  or  orderlies.  Yet  nurs- 
ing care  is  the  crjdng  need  of  the  present-day  [ 
health  facility.  She  urged  that  physicians  and  1 
nurses  spend  more  time  in  joint  discussion  as  to  j 
the  best  ways  to  meet  our  common  problems. 

Dr.  William  G.  Crook,  of  the  American  Acade- 
my of  Pediatrics  Health  Manpower  Council,  pre- 
sented a plan  for  the  development  of  allied  health 
personnel  using  trained  pediatric  nurse  prac- 
titioners to  work  with  physicians  in  private  prac- 
tice and  public  health  facilities.  Ranging  in  ex- 
perience and  training  from  a high  school  graduate  | 
to  the  holder  of  an  R.X’.  diploma,  these  assistants  | 
could  be  relegated  var\*ing  responsibilities  from  | 
obtaining  medical  histories  to  clerical  and  minor 
technical  functions.  “Using  the  nurse  practition-  \ 
ers,”  Dr.  Crook  said,  “would  result  in  a doubling 
of  the  quantity  of  professional  level  health  care 
for  the  nation’s  children  at  a relatively  low  cost, 
for  the  trainees  could  be  educated  to  diagnose, 
counsel  and  treat  three  quarters  of  all  children 
coming  into  a health  station,  give  total  care  to  well 
children  and  evaluate  and  mimage  many  sick  or 
injured  children.”  Pediatricians  using  these  asso- 
ciates have  found  that  they  can  see  at  least  one 
third  more  patients  and  have  at  least  one  third 
more  time  available  than  they  formerly  had.  Dr. 
Richard  E.  Gordon,  medical  director  of  computer 
sciences  at  the  University  of  Florida  College  of 
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Medicine,  presenting  a new  path  to  modern  health 
care,  suggested  that  we  introduce  industrial  revolu- 
tion to  health  services.  He  described  how  preven- 
tion of  serious  illnesses  by  physicians  with  assist- 
ance from  multiphasic  screening  and  periodic 
monitoring  could  be  done  in  a matter  of  minutes, 
markedly  decreasing  the  cost  of  patient  care.  It 
only  is  successful,  he  emphasized,  if  the  patient  is 
referred  by  an  M.D.  who  can  interpret  the  print- 
out and  initiate  treatment  for  the  conditions 
detected. 

Overheard  in  discussion  group  reports,  some- 
times repeatedly,  were  such  remarks  as:  “There 
are  not  enough  nurses  working  and  those  who  do 
practice  nursing  are  not  properly  trained,  properly 
utilized  or  properly  motivated.  If  hospitals  were 
to  raise  the  salary  levels  for  nurses,  the  shortage 
would  be  solved  overnight.”  Other  participants 
disagreed,  saying  that  nurses  stop  working  because 
of  inadequate  definitions  of  their  role  in  the  orga- 
nization where  they  are  employed,  due  to  lack  of 
communication,  lack  of  coordination  and  unreason- 
able demands.  Physicians  want  individualized 
care  for  their  patients,  whereas  hospital  adminis- 
trators and  nursing  service  staffs  stress  use  of 
routines  and  explicit  regulations.  Nurses  frequent- 
ly carry  responsibilities  for  the  well-being  of  pa- 
tients during  long  periods  when  physicians  are  not 
in  attendance.  Yet  specific  details  about  each  pa- 
tients’ illness  are  often  unknown  to  the  nurse  un- 
less the  physician  takes  time  to  voice  idiosyn- 
crcisies,  fears,  phobias  and  impressions  that  he 
didn’t  put  on  the  chart.  The  interpretation  of  a 
physician’s  orders  by  three  different  shifts  of 
nurses  in  a 24-hour  period  suggests  that  they  are 
often  understood  in  terms  of  each  nurse’s  own 
education.  Nurses  are  more  often  rewarded  for 
organizational  skills  rather  than  for  clinical  com- 
petence, and  those  who  might  well  become  the 
best  clinicians  and  communicate  most  effectively 
with  physicians  are  drained  away  from  direct  pa- 
tient care. 

While  physicians  are  usually  self-employed  and 
responsible  only  to  their  peers,  nurses  are  employ- 
ees in  an  unusual  position,  under  the  jurisdiction 
of  three  separate  masters:  the  hospital  administra- 
tion, nursing  service  and  medical  staff.  Trying  to 
unify  the  expectations  of  all  three  can  be  very 
frustrating  for  the  nurse  caught  in  a set  of  con- 
flicting demands  often  resulting  in  resentment 
which  creates  barriers  to  communication.  Nurses 
at  the  conference  agreed  that  their  colleagues 
would  like  to  be  considered  as  independent  pro- 


fessionals, working  as  a member  of  the  health 
team  and  not  as  the  hospital’s  lackey,  the  patient’s 
servant,  nor  the  physician’s  technical  aide.  They 
seemed  to  think  that  their  training  had  been  for 
the  purpose  of  supplying  a unique  and  oftentimes 
unmet  service  in  the  hospital-physician-nurse  triad 
of  medical  care,  that  of  comforting  the  patient. 
As  they  talked,  it  appeared  that  undermining  the 
morale  of  their  profession  was  an  increasing  loss 
in  the  self-satisfaction  derived  from  being  able  to 
follow  the  patient’s  progress  from  severe  illness 
to  health  as  a result  of  their  care.  Yet  with  all 
their  additional  education,  responsibility  and  au- 
thority, the  ladies  in  white  are  being  increasingly 
promoted  away  from  the  bedside.  Perhaps  sadly, 
this  is  a normal  evolution  in  the  changing  world 
of  professional  nursing. 

Reorganization  of  nursing  departments  with 
proper  utilization  of  registered  nurses  relegating 
specific  tasks  to  L.P.N.’s  and  aides  was  suggested 
as  making  available  two  to  three  times  the  present 
supply  of  nursing  manpower.  Increasing  hospitals’ 
usage  (through  influence  by  their  medical  staffs) 
of  progressive  patient  care,  intensive,  coronary  and 
other  specialized  care  wards  all  were  recommend- 
ed. Further  exploration  of  the  feasibility  of  estab- 
lishing clinical  board  specialties  for  nurses  should 
be  studied.  Joint  clinical  workshops  on  a state- 
wide and  district  level  were  advised  to  assist  in 
improving  communications,  since  for  every  medi- 
cal care  problem,  there  is  a nursing  care  problem 
and  in  analyzing  and  refining  the  common  prob- 
lems, joint  solutions  could  be  reached  by  sharing 
understanding  through  the  use  of  a common 
language. 

In  protest,  at  the  conclusion  of  the  conference, 
it  was  asserted  that  the  same  old  cliches  had  been 
voiced;  hospitals  were  continuing  to  find  it  diffi- 
cult to  keep  nursing  personnel  because  of  low  pay, 
inadequate  recognition  and  underutilization  of 
skills.  Unhappiness  with  the  traditional  ambiva- 
lence of  doctor-nurse  relations  was  continuing  to 
demoralize  many  in  the  nursing  profession  and  no 
new  solutions  to  these  problems  had  been  un- 
earthed. 

Yet  along  with  the  old,  new  ideas  were  discuss- 
ed, and  suggestions,  problems  and  recommenda- 
tions were  expounded  on,  objected  to  and  defend- 
ed in  detail.  If  only  more  nurses,  more  hospital 
administrators  and  more  doctors  could  more  often 
assemble  to  initiate  dialogue  about  their  many 
mutual  problems,  it  may  inform  each  a little,  for 
to  communicate  is  to  begin  to  understand.  □ 


J.  FLORIDA  M.A./APRIL  1970 


45 


One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  doctor  provides  the 
facts,  supplies  the  rationale,  triggers  the  ac- 
tion for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa 
tion  program.  Through  medical  conferences 
films,  exhibits,  pamphlets,  monographs  am 
other  publications,  we  provide  him  with  th| 
most  important  and  current  information  O! 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  ‘V| 
teacher  affects  eternity;  he  can  never  tel 
where  his  influence  stops”,  the  outlook  i 
optimistic. 


doc'tor  (dok'ter),  n.  (ME.  doctour,  fr. 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledoe;  a learned  man. 
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Natality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 
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Vital  Statistics  of  the  United  States  1967.  Vol.  2- 
Mortality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washinfj- 
ton,  D C.,  1969. 

Atlas  of  Human  Electron  Microscopy  by  Ruben  P. 
Laguens  and  Cesar  L.A.  Gomez  Dumm.  Pp.  180.  Illus- 
trated. Price  $20.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 

Plastic  and  Maxillofacial  Trauma  Symposium, 

Nicholas  G.  Georgiade,  editor.  Pp.  221.  Price  $25.00. 
390  Illustrations.  St.  Louis.  The  C.  \'.  Mosby  Company, 
1969. 


A Synopsis  of  Contemporary  Psychiatry  by  George 
.\.  Ulett,  M.D.  and  D.  Wells  Goodrich,  M.D.  Pp.  340. 
Price  $9.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Genetics  and  Counseling  in  Medical  Practice 

by  Leonard  E.  Reisman,  M.D.  and  .\dam  P.  Matheny 
Jr.,  Ph.D.  Pp.  215.  Price  $12.75.  Illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1969. 

Infectious  Diseases  and  General  Medicine,  Vol. 
III.  Prepared  and  published  under  the  direction  of  Lieut. 
General  Leonard  D.  Heaton.  The  Surgeon  General,  United 
States  .Urmy.  Pp.  712.  123  illustrations.  Price  $8.25. 

Washington,  D.C.,  Government  Printing  Office,  1969. 

Prematurity  and  the  Obstetrician  by  Denis  Cava- 
nagh,  M.D.  and  M.  R.  Talisman,  M.D.  Pp.  542.  Price 
$16.50.  Illustrated.  Xew  York,  .Uppleton-Century-Crofts, 
Division  of  Meredith  Publishing  Company,  1969. 


Physical  Diagnosis  by  John  .U.  Prior,  M.D.  and  Jack 
S.  Silberstein,  M.D.  Pp.  436.  Price  $10.50.  454  Illustra- 
tions. St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Organization  and  Administration  of  Health  Care 

by  Richard  L.  Durbin,  M.B..U.,  M.P..\.,  and  W. 

Herbert  Springall,  A.B.,  M.P.H.  Pp.  258  Price  $9.85. 
51  illustrations.  St.  Louis  The  C.  V.  Mosbv  Company, 
1969. 


Symposium  on  the  Spine  by  American  Academy 
of  Orthopaedic  Surgeons.  Pp.  289.  Price  $19.50.  558 
Illustrations.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Morris  Fishbein,  M.D.,  An  Autobiography,  by 

Morris  Fishbein,  M.D.,  Pp.  505.  Price  $10.00.  24  Illustra- 
tions. Xew  York,  Doubleday  & Company,  Inc.,  1969. 


Symposium  on  Retina  and  Retinal  Surgery — 

Transactions  of  the  Xew  Orleans  .Academy  of  Ophthal- 
mology. Pp.  406.  372  illustrations.  Price  $29.50.  St. 

Louis,  The  C.  Y.  Mosby  Company,  1969. 


Personnel  Administration  and  Labor  Relations 
in  Health  Care  Facilities  by  James  O.  Hepner,  Ph.D., 
John  M.  Boyer,  M..A.  and  Carl  L.  Westerhaus,  M.S. 
Pp.  391.  Price  $15.00.  St.  Louis,  The  C.  \'.  Mosby  Com- 
pany, 1969. 


Cardiovascular  Surgery,  Current  Practice.  Vol.  I. 
edited  by  Thomas  H.  Burford,  M.D.  and  Thomas  B.  Fer- 
guson, M.D.  P().  273.  1.0  illustrations.  Price  $18.00. 

St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


book 
review 

Therapeutic  Radiology  by  William  T.  Moss,  M.D. 
and  William  X’.  Brand,  M.D.  3rd  ed.  Pp.  564.  Price 
$22.50.  303  illustrations.  St.  Louis,  The  C.  V.  Mosby 
Company,  1969. 

Dr.  Moss  states  in  the  preface  to  the  first  edi- 
tion, “This  book  is  not  a recipe  for  radiotherapy 
. . . it  expresses  a philosophy  of  radiotherapy 
which  I hope  will  lead  to  improved  patient  care.” 
Cancer  in  its  various  forms  is  the  number  two 
killer  of  adult  .\mericans.  One  half  of  these  pa- 
tients, including;  a substantial  number  of  those 
cured,  will  be  treated  by  radiation  at  some  stage 
of  their  disease. 

While  chapters  devoted  to  various  diseases  and 
organ  systems  discuss  combinations  of  surgical 
and  radiation  therapy,  a separate  chapter  on  this 
topic  emphasizes  the  rationale  and  clinical  logic  of 
the  combined  approach  as  well  as  the  principles 
and  relative  merits  of  preoperative  and  postopera- 
tive radiotherapy.  Alost  of  the  individual  chapters 
also  di.'icuss  the  relative  merits  of  radiation  and 
surgical  treatment  as  the  only  therapy  of  the  par- 
ticular disease.  Many  sections  have  been  slightly 
revised  to  include  the  high  energy  techniques  such 
as  cobalt  and  megavoltage  which  are  now  readily 
available  and  are  indicated  for  radical  treatment 
of  cancer  today.  Survival  and  treatment  statistics 
have  been  updated  to  include  new  data  available 
since  the  last  edition.  A new  chapter  has  been 
added  on  radiotherapy  of  prostate  cancer  which  is 
coming  into  wider  use.  .Another  new  chapter  de- 
scribes the  effects  of  radiation  on  the  heart  and 
l)lood  vessels.  This  has  become  a vital  topic  as  we 
see  more  and  more  patients  aggressively  treated 
for  mediastinal  lymphomas  and  lung  cancer.  In- 
ternational TXM  staging  has  been  introduced  in 
several  areas  where  the  data  are  applicable.  The 
current  third  edition,  like  the  earlier  ones,  con- 
tains detailed  discussions  of  the  effects  of  radiation 
on  normal  tissues  necessary  to  understand  the  side 
effects  and  complications  of  treatment. 

Because  of  the  greater  availability  of  effective 
radiotherapy  every  physician  who  refers  or  treats 
a cancer  patient  should  know  all  he  can  about 
radiotherapy.  Of  the  several  modern  radiotherapy 
texts  available,  “Therapeutic  Radiology”  is  the 
most  readable  for  the  non-radiotherapist. 

Lawrf.ncf.  H.  Jacobson,  M.I). 
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for  the  problem  drinker 


Berocca 

TABLETS 

high  potency  B-compiex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  Is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B 12- 

Dosage;  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100, 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nulley.  New  Jersey  07110 


when  relief 
means  so  much 
in  keeping 
your  G.U. 
patient  comfortable 

URISED 


for  G.U.  Thempij'^ 

There  are  not  many  drug  combinations  in  use  today 
which  can  claim  to  have  served  the  medical  profes- 
sion for  more  than  50  years.  Such  a record  reflects 
the  continued  confidence  of  physicians  in  URISED. 
This  is  not  a dramatic  “wonder  drug”— but  a 
useful  one. 

It  fills  a need  in  urologic  and  general  practice— a 
need  for  a mild  but  reliable  agent  with  a very  low 
order  of  toxicity.  It  can  be  used  alone  to  treat  mild 
and  uncomplicated  urinary  infections.  It  can  be  used 
as  “interim  therapy”  while  awaiting  the  results  of 
urine  culture.  It  can  be  used  as  an  adjunct  (to  relieve 
pain  and  spasm)  with  almost  any  other  form  of  anti- 
bacterial therapy. 

The  characteristic  blue/green  urine  tells  the  patient 
that  something  is  happening.  The  patient  generally 
tells  you  that  symptomatic  relief  follows  the 
first  dose. 

REFERENCES:  (1)  Sands.  R.X.:  New  York  St  J.  Med.  61:2598-2602, 
1961;  (2)  Renner,  M.J.,  et  at:  Hosp.  Topics  39:71-73,  1961;  (3)  Haas. 

Jr.,  J..  and  Kay,  L.  L.:  Southwest  Med.  42:30-32,1961;  (4)  Marshalt  W.: 
Clin.  Med.  7:499-502.  1960;  (5)  Strauss  B.:CI»n.  Med.  4:307-310, 1957. 


Each  Blue-Coated  Tablet  contains  Active: 

Atropine  Sulfate  0.03  mg.  Methylene  Blue  . 5.4  mg. 

Hyoscyamine  . . 0.03  mg.  Phenyl  Salicylate  18.1  mg. 

Methenamine  40.8  mg.  Benzoic  Acid  4.5  mg. 


PRECAUTIONS:  Administer  with  caution  to  persons  with  atro- 
pine idiosyncrasy  or  cardiac  disease. 

SIDE  EFFECTS:  Neither  irritation  nor  untoward  reactions  have 
been  repwrted;  however,  if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturition  occur,  decrease 
dosage.  If  rapid  pulse,  dizziness  or  blurring  of  vision  occur, 
discontinue  use  immediately.  Acute  urinary  retention  may  be 
precipitated  in  prostatic  hypertrophy. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  or 
pyloric  obstruction,  duodenal  obstruction  and  cardiospasm. 
Hypersensitivity  to  any  of  the  ingredients. 

DOSAGE:  Adults — Two  tablets,  orally,  four  times  per  day  fol- 
lowed by  liberal  fluid  intake.  Acute  cases — initially  two  tablets 
every  hour  for  three  doses  followed  by  the  recommended  daily 
administration.  Children — One-half  the  adult  dose. 

(Stocked  Nationally  Through  All  Service  Wholesale  Druggists) 
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Bradshaw,  Donald  G.,  Tampa;  born  1909,  Uni- 
versity of  Chicago,  1942;  member  AMA;  died 
July  21,  1969. 

Butt,  Thomas  Cecil,  Orlando;  born  1908;  Tu- 
lane  University,  1937;  member  AMA;  died  Janu- 
ary 8,  1970. 

Byrd,  Mark  M.,  West  Palm  Beach;  born  1899; 
Emory  University,  1925;  member  died 

December  18,  1969. 

Carswell,  A.  Paul  Jr.,  Cocoa  Beach;  born 
1929;  Duke  University,  1956;  member  .AMA; 
died  December  1,  1969. 

Cerrato,  Calvin  M.,  Fort  Myers;  born  1905; 
Harvard  Medical  School,  1936;  member  AMA; 
died  July  14,  1969. 

Clayton,  James  M.  Jr.,  Lakeland;  born  1916; 
Medical  College  of  Georgia,  1952;  member  AM.A; 
died  February  16,  1969. 

Cohos,  Limbana,  Tampa;  born  1919;  Havana 
University,  1950;  member  .AM.A;  died  May  22, 
1969. 

DePadua,  Virgilio  B.,  Jacksonville;  born  1923; 
University  of  Philippines,  1945;  member  .AM.A, 
died  January  16,  1970. 

Duncan,  William  P.,  Tampa;  born  1896;  Emory 
University,  1924;  member  .AMA;  died  july  31, 
1969. 

Dyrenforth,  Lucien  Y.,  Jacksonville;  born 
1894;  Emory  University,  1930;  member  .AM.A; 
died  January  22,  1970. 

Elgin,  Lee  W.  Sr.,  Miami;  born  1899;  Univer- 
sity of  Maryland,  1925;  member  AM.A;  died  Oc- 
tober 7,  1969. 

Fomon,  John  J.,  Miami;  born  1922;  George- 
town Medical  School,  1946;  member  AM.A;  died 
November  11,  1969. 


Har  ris,  John  E.,  Sarasota;  born  1897;  Emory 
University,  1919;  member  .AM.A;  died  December 
18,  1969. 

Haverfield,  W.  Tracy,  Miami;  born  1910;  Ohio 
State  L’niversity,  1936;  member  AMA;  died  No- 
vember 11,  1969. 

Marcus,  Nathan  L.,  Tampa;  born  1910;  Uni- 
versity of  Louisville,  1934;  member  .AM.A;  died 
Novemljer  1,  1969. 

Mas.sey,  James  L.,  Quincy;  born  1912;  Tulane 
Llniversity,  1936;  member  AM.A;  died  December 
6.  1969. 

Matthews,  John  B.,  St.  Petersburg;  born  1880; 
Rush  Medical  College,  1903;  member  .AM.A;  died 
October  27,  1969. 

Pohlman,  Louis  E.,  Orlando;  born  1918;  St. 
Louis  University,  1944;  member  .AM.A;  died  Jan- 
uary 29,  1970. 

liegan,  Joseph  J.,  Tallahassee;  born  1916;  Jef- 
ferson Medical  College,  1941;  member  .AM.A;  died 
December  4,  1969. 

Rinaman,  James  C.,  St.  Cloud;  born  1903;  Tu- 
lane University,  1932;  member  .AM.A;  died  No- 
vember 11,  1969. 

Sory,  Curtis  H,,  Fort  Lauderdale;  born  1908; 
University  of  Tennessee,  1932;  member  .AM.A; 
died  September  9,  1969. 

Twigger,  Norman  A.,  Fort  Lauderdale;  born 
1908;  Pittsburgh  University,  1945;  member 
.AM.A;  died  November  27,  1969. 

Watson,  Francis  M.,  Marianna;  born  1905; 
Medical  College  of  Georgia,  1930;  member  .AM.A; 
died  December  18,  1969. 

Welch,  William  B.,  Miami;  born  1926;  North- 
western University,  1949;  member  AMA;  died 
November  4,  1969. 
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In  Cerebrovascular  Insufficiency,  help  clear  the 


with 


MENIC 


pentylenetetrazole  100  mg. 
nicotinic  acid  50  mg. 


□ Increases  blood  flow  and 
oxygen  supply  to  the  brain 

□ Helps  alleviate  the  senility 
syndrome  as  it  reduces  mental 
confusion  . . . improves  memory, 
outlook,  and  social  behavior 


Dosage:  2 tablets  t.i.d.,  p.c. 

Side  effect:  In  rare  cases  a nicotinic  acid 
pruritus,  which  abates  promptly  upon 
withdrawal  of  medication. 

Precaution : Use  with  caution  in  patients  with 
known  low  convulsive  thresholds. 

Write  for  samples  and  literature. 

GERIATRIC  Pharmaceutical  Corp. 

397  Jericho  Turnpike,  Floral  Park,  N.  Y.  11002 
Pioneers  in  Geriatric  Research 
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Association  Will  Nominate 
Jere  W.  Annis,  M.D. 

As  President-Elect  of  AMA 

Francis  T.  Holland,  M.D. 


The  Florida  Medical  .'\ssociation  will  nominate 
Dr.  Jere  VV.  Annis  of  Lakeland  for  the  office  of 
President-Elect  of  the  American  Medical  Associa- 
tion at  the  annual  meeting  this  June  in  Chicago. 
Three  well  known  members  of  the  Board  of  Trus- 
tees have  announced  their  intention  of  running  for 
this  office  also.  They  are  fine  men  but  in  the 
troubled  times  ahead  there  may  be  some  advan- 
tage in  having  the  official  representative  of  the 
.Association  assume  that  office  directly  from  mem- 
bership in  the  House  of  Delegates,  without  pre- 
vious indoctrination  and  tenure  on  the  Board. 

Dr.  .Annis  has  been  a member  of  the  House 
of  Delegates  for  the  past  eight  years  and  has  been 
active  in  its  affairs  and  sensitive  to  its  delibera- 
tions. His  background  is  replete  with  service  to 
organized  medicine  in  many  capacities.  .As  a board 
certified  internist,  he  is  in  the  private  practice  of 
medicine  in  a 50-man  multi-specialty  group.  He  is 
a Fellow  of  the  .American  College  of  Physicians 
and  the  College  of  Cardiology,  as  well  as  a mem- 
ber of  the  American  Society  of  Internal  Medicine 
which  he  has  served  as  legislative  chairman. 

He  is  a Past  President  of  the  Florida  Medical 
.Association  and  a past  chairman  of  its  Judicial 
Council,  Legislative  Council,  Committee  on  Scien- 
tific Work,  and  recipient  of  its  .A.  H.  Robins  Com- 
pany Award  for  outstanding  community  service 
by  a physician.  He  served  for  five  years  as  vice 
president  of  Blue  Shield  of  Florida,  Inc.,  and  for 
nine  years  as  a member  of  the  State  Welfare 
Board.  He  is  a past  president  of  the  American 
.Association  of  Medical  Clinics  and  was  a member 
of  the  .American  Medical  Association  Speakers 
Bureau.  He  is  a member  of  the  executive  commit- 


Dr.  Holland  is  chairman  of  the  delegates  from  Florida  to  the 
House  of  Delegates.  American  Medical  Association. 


tee  of  the  Conference  of  State  Presidents  and  Offi- 
cers of  State  Medical  Associations.  He  served  in 
the  Army  Aledical  Corps  five  years  during  World 
War  II,  attaining  the  rank  of  Lieutenant  Colonel. 

Because  of  his  varied  e.xperience  and  back- 
ground in  professional,  executive  and  administra- 
tive capacities.  Dr.  .Annis  is  particularly  qualified 
to  give  the  AMA  vigorous,  competent  leadership, 
representative  of  the  grass  roots  of  .American 
medicine. 

This  nomination  has  the  enthusiastic  support 
of  the  FATA  Board  of  Governors  and  .AALA  dele- 
gates from  Florida. 

^ Dr.  Holland,  1307  Aliccosukee  Road,  Tallahas- 
see 32303. 
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Jere  Annis:  A Personal  View 


James  T.  Cook,  M.D. 


I find  it  hard  to  realize,  but  there  are  a lot 
of  members  of  the  FMA  who  wonder  who  Jere 
Annis  is;  why  do  our  AISIA  delegates  have  the 
temerity  to  nominate  another  Floridian  as  Presi- 
dent-Elect of  the  AM  A? 

We  who  have  been  daily  associated  with  Jere 
over  the  past  two  decades  understand  this  better. 
Jere  has  the  qualities  we  need  in  a president.  Not 
many  people  have. 

Essentially,  I think  Jere  Annis  is  a modest 
man.  I sincerely  doubt  that  he  has  ever  truly 
aspired  to  be  president  of  the  AMA.  He  is  con- 
fident in  himself;  he  knows  what  he  can  do,  and 
does  it  well.  But  Jere  is  not,  like  Caesar,  the  vic- 
tim of  ambition. 

He  has  a wife  (“Tink”)  and  four  children.  He 
is  a devoted  family  man,  although  for  the  life  of 
me  I can’t  see  how  he  has  time  to  be  with  all  his 
activities.  As  most  of  you  know,  he  is  a Past  Pres- 
ident (1958)  of  the  FMA,  of  the  Florida  Heart 
Association,  and  of  many  other  organizations.  In- 
deed, his  curriculum  vitae  is  so  long,  it  gets  boring 
— sort  of  like  reading  statistics.  Looking  it  over, 
it  seems  that  if  Jere  joins  an  organization,  he  is 
doomed  to  be  president  of  it  sooner  or  later. 

He  is  articulate.  I have  on  occasion  been  on 
the  opposite  side  of  a question  from  Jere.  Usually 
I get  clobbered.  I have  thought — and  still  think — 
that  my  side  was  as  strong  in  facts  as  his.  With- 
out oration,  without  strong  emotion — indeed, 
without  raising  his  voice — Jere  can  sell  his  think- 
ing far  better  than  most  accomplished  orators. 
Only  once  have  I known  him  to  raise  his  voice; 
his  final  speech  as  President  of  the  FM.A  was  a 


Dr.  Cook  is  President-Elect,  Florida  Medical  Association. 


resounding  success,  and  this  once  his  voice  boomed 
out.  But  if  3^ou  wish  to  win  a debate,  don’t  put 
yourself  in  the  position  of  adversary  to  Jere  Annis. 

Having  known  Jere  for  many  years,  I believe 
he  can  be  classified  as  a conservative  politically, 
perhaps  a moderate  conservative.  Certainly  not 
a liberal.  He  is  more  adaptable  probably  than 
most  of  us,  however.  He  has  the  ability  to  live 
with  the  fact  that  his  views  don’t  always  prevail, 
and  he  can  work  and  compromise  wdth — to  the 
advantage  of  his  side — those  whose  views  have 
prevailed.  He  can  do  this  without  sacrificing  prin- 
ciple, for  Jere  is  a man  of  strong  principles. 

A man  of  conservative  philosophy,  of  strong 
sense  of  principles  and  with  adaptability  and  elo- 
quence, needs  only  one  other  attribute  to  be  a 
good  leader.  Jere  has  this  attribute.  The  com- 
bination of  knowledge  gained  over  many  years’ 
service  to  all  of  us  in  organized  medicine,  as  well 
as  other  fields;  of  experience  as  a leader  in  innu- 
merable organizations,  both  medical  and  other- 
wise; of  intelligence — which  he  had  to  begin  with 
— these  then  have  given  Jere  Annis  the  rarest  and 
most  sought  attribute  for  a president  of  the  AMA 
— Jere  has  wisdom.  I doubt  if  either  his  friends  or 
even  his  opponents  (he  has  few  enemies)  can 
gainsay  this. 

Now  I’ve  never  been  a worshiper  of  Jere  Annis. 
I consider  him  a good  friend.  But  he  is  not  infalli- 
ble and  I have  at  times  strongly  disagreed  with 
him.  This  in  no  way  detracts  from  my  firm  belief 
that  our  delegation  to  the  AMA  is  making  no 
mistake.  There  is  a feeling  in  many  areas  that 
the  AMA  needs  strong  aggressive  leadership.  Flor- 
ida is  making  this  available  to  the  .\M.\. 

^ Dr.  Cook,  P.O.  Box  860,  Marianna  32446. 


54 


VOLUME  57/NUMBER  4 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


"*the  l^nnatal  "^Effed^ 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 

lyoscyamine  sulfate  0.1037  mg.  0.1037  mg.  0.3111  mg. 

itropine  sulfate  0.0194  mg.  0.0194  mg.  0.0582  mg. 

lyoscine  hydrobromide  0.0065  mg.  0.0065  mg.  0.0195  mg. 

Dhenobarbital  (14  gr.)  16.2  mg.  (%  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 
Warning:  may  be  habit  forming) 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY.  RICHMOND.  VIRGINIA  23220 
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iO  KUMQUATS  OR 
INE  ALLBEE  WITH  C 

our  patient  would  have  to  eat  1,500  kumquats  a month, 

)Out  50  a day,  to  get  as  much  Vitamin  C as  is  contained  in 
st  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule 
lily).  Allbee  with  C is  a lot  easier  to  come  by  too.  Unlike 
amquats,  it’s  always  in  season.  In  addition,  each  capsule 
'ovides  full  therapeutic  amounts  of  the  B-complex  vitamins, 
he  handy  bottle  of  30  gives  your  patient  a month’s  supply 
: a very  reasonable  price.  Economy  size  of  100  also  available, 
t pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


30  Capsules 

Allb66withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit  B;)  15  mg 

Riboflavin  (Vit  B.)  10  mg 

Pyridoxine  hydro- 
chloride (Vit  BJ  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit  C)  300  mg 
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Highlights  of  12  th  Annual  Conference 
for  Presidents  and  Secretaries  of  County  Medical  Societies 

Albert  J.  Menendez 


This  year’s  conference,  held  January  31  in  Or- 
lando, maintained  the  tradition  of  a satisfying 
interchange  of  ideas  among  the  participants.  A 
wide  range  of  topics  was  discussed,  and  it  is  hoped 
that  delegates  representing  the  county  societies 
received  insight  into  some  of  the  contemporary 
problems  and  programs  of  the  Florida  Medical 
Association.  There  was,  as  expected,  good  attend- 
ance at  most  of  the  presentations. 

After  introductory  remarks  by  FMA  President 
Dr.  Henry  J.  Babers,  Dr.  Frank  L.  Creel  of  Pen- 
sacola reviewed  some  of  the  historic  objectives  of 
the  voluntary  health  movement.  He  traced  the 
origin  of  the  FMA  Council  on  Voluntary  Health 
Agencies  and  related  it  to  the  traditional  American 
concept  of  working  together  to  solve  common 
problems  in  a voluntary  positive  framework.  Dr. 
Creel  appealed  for  more  local  efforts  to  establish 
meaningful  future  programs.  He  also  mentioned 
recent  achievements  in  the  voluntary  health  field 
and  some  recent  AMA  activities.  Dr.  Creel  closed 
his  presentation  by  informing  the  participants  of 
the  existence  of  President  Nixon’s  National  Pro- 
gram for  Voluntary  Action,  which  is  envisioned  as 
a renewal  of  the  private  independent  sector  in  the 
resolution  of  many  of  America’s  problems. 

Following  Dr.  Creel,  Mr.  Leyton  Hunter, 
president  of  the  London  Agency,  Atlanta,  dis- 
cussed escalating  claims  and  malpractice  insur- 
ance costs.  Dr.  Vernon  B.  Astler  of  Boynton 
Beach,  chairman  of  the  Committee  on  Hospitals 
and  Extended  Care  Facilities,  discussed  many 
aspects  of  physician-hospital  relations,  including 
such  areas  of  concern  as  the  incorporation  of 
medical  staffs  and  the  development  of  model  by- 
laws. Dr.  Sanford  A.  Mullen  of  Jacksonville, 
chairman  of  the  Committee  on  State  Legislation, 
enumerated  the  objectives  of  the  FM.^’s  1970 
legislative  program.  Dr.  Mullen  reviewed  recent 
developments  in  establishment  of  the  .Association’s 
new  Tallahassee  office  and  the  enhanced  liaison 
and  field  work  maintained  by  the  capitol  office. 
Mrs.  C.  H.  Gilliland,  president  of  the  Woman’s 
-Auxiliary,  discussed  the  positive  part  that  the 


Mr.  Menendez  is  former  program  analyst,  Florida  Medical  Asso- 
ciation. 


Woman’s  Auxiliary  plays  in  developing  sound 
public  relations.  She  pointed  out  the  community 
service  in  the  various  fund-raising  projects  and 
the  charitable  and  philanthropic  efforts  of  the 
Auxiliary. 

One  of  the  really  outstanding  addresses  was 
Dr.  Ernest  B.  Howard’s  presentation  on  “The  Na- 
tional Medical  Scene.”  Dr.  Howard,  executive 
vice  president  of  the  .American  Medical  Associa- 
tion, focused  on  what  he  termed  the  major  prob- 
lem in  the  medical  scene  today,  namely  the  acute 
imbalance  between  supply  and  demand  in  medical 
services.  He  noted  that  several  confrontations 
were  causing  great  concern:  the  escalating  de- 

mand for  services  vis-a-vis  the  relatively  inade- 
quate supply;  the  differences  between  quality  and 
quantity  in  medicine,  and  the  prevailing  problem 
of  expectation  versus  realization.  Dr.  Howard 
next  reviewed  the  various  national  health  insur- 
ance plans  which  have  been  proposed  in  recent 
months,  including  the  Rockefeller  proposal, 
Reuther  plan,  Ted  Kennedy  proposal,  and  AMA’s 
own  tax  credit  legislation.  Dr.  Howard  also  dis- 
cussed some  of  the  problems  relating  to  hospital 
costs,  physician  fees,  prepaid  insurance  plans, 
necessity  of  increasing  the  number  of  physicians  in 
the  United  States,  and  some  recent  AM.A  public 
relations  activities.  Dr.  Howard  ended  on  a hope- 
ful, optimisitc  note  when  he  stated  that  “Our 
resources  can  meet  the  challenge  of  the  1970’s.” 

During  the  afternoon  session.  Dr.  H.  Phillip 
Hampton,  former  FMA  President,  and  Mr.  Joe 
Stansell,  vice  president  for  physician  affairs  of 
Blue  Shield  of  Florida,  discussed  various  aspects 
of  peer  utilization  review  in  Medicare,  Medicaid, 
Blue  Shield  and  commercial  health  insurance.  Dr. 
Jack  A.  MaCris  of  St.  Petersburg,  chairman  of  the 
Council  on  Medical  Economics,  reviewed  some  of 
the  trends  in  the  socioeconomic  aspects  of  medi- 
cine. Dr.  Fred  .A.  Butler  of  Naples,  chairman  of 
the  Committee  on  Relative  Value  Studies,  and  Dr. 
Joseph  G.  Matthews  of  Orlando,  chairman  of  the 
Council  on  Specialty  Medicine,  discussed  the  up- 
dating of  the  FMA  Relative  Value  Studies  and  the 
current  status  of  the  Workmen’s  Compensation 
program. 
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James  A.  Bax,  Ph.D.,  secretary  of  the  state’s 
Department  of  Health  and  Rehabilitative  Services, 
discussed  some  of  his  recent  attempts  to  ration- 
alize and  improve  the  administrative  aspects  of  his 
department.  He  emphasized  the  need  to  coordi- 
nate the  goals  and  policies  of  the  department  with 
organized  medicine.  Dr.  Granville  W.  Larimore, 
state  director  of  the  Florida  Regional  ^Medical 
Program,  closed  the  afternoon  session  with  a re- 
view of  the  recent  activities  of  that  program. 

Another  significant  highlight  of  this  year’s 
conference  was  an  affiliated  Sunday  morning  Semi- 
nar on  State  Legislation.  The  FM.\  was  pleased 
and  honored  to  have  as  guest  speakers  from  the 
Florida  legislature  the  Honorable  John  E.  ^la- 
thews,  president  of  the  Senate,  and  the  Honorable 
Fred  H.  Schultz,  speaker  of  the  House.  \t  the 
seminar  Dr.  Francis  C.  Coleman  of  Tampa,  chair- 
man of  the  Committee  on  Blood,  discussed  the 
plasmapheresis  controversy;  Dr.  Joseph  C.  \'on 
Thron  of  Cocoa  Beach,  chairman  of  the  Council 
on  Legislation  and  Public  Agencies,  discussed  the 
current  status  of  the  osteopathic  hospital  bill,  and 
Dr.  Louis  C.  Murray  of  Orlando  reviewed  the 


prospects  of  the  chiropractic  insurance  bill.  Other 
presentations  included  a recapitulation  of  the  ac- 
tivities of  the  FM.\  capitol  office  by  Mr.  Donald 
S.  Fraser  Jr.,  director  of  the  FM.\  Public  Affairs 
Department,  and  a discussion  of  the  capitol  dis- 
pensary and  visiting  physicians  programs  by  Dr. 
Francis  T.  Holland  of  Tallahassee. 

The  major  emphasis  of  the  seminar  was  on 
the  complex  question  of  professional  liability  and 
the  ensuing  FM.\  attempts  at  legislative  ameliora- 
tion. IMr.  Robert  Fokes,  FM.\  legislative  legal 
counsel  in  Tallahassee,  presented  the  general  con- 
text of  specific  bills  which  the  FM.\  will  sponsor 
in  the  1970  session.  Considerable  discussion  was 
held  on  the  subject  of  professional  liability  and 
malpractice  insurance.  Participants  in  the  seminar 
were  also  given  permanent  FMA  legislative  man- 
uals for  informational  use  during  the  coming 
session. 

!Most  individuals  attending  agreed  that  it  was 
a timely  and  relevant  conference. 

^ IMr.  Menendez,  23  Lexington  Avenue,  Xew 
York,  New  York  10010. 


FMA  Meetings 


.\pril  4,  1970 

9:00  a.m. 

Statewide  Conference  on 
Plasmapheresis  ( Committee 
on  Blood) 

Sheraton- Jacksonville  Hotel, 

Jacksonville 

.\pril  4,  1970 

10:00  a.m. 

Judicial  Council 

FM.\  Headquarters  Building, 

Jacksonville 

May  3,  1970 

10:00  a.m. 

School  Health  Medical 
.\dvisory  Committee 
(Committee  on  Child  Health) 

FMA  Headquarters  Building, 

Jacksomdlle 

May  6-10,  1970 

FM.\  Annual  Meeting 

Diplomat  Hotel,  Holl>^vood 

May  21,  1970 

10:30  a.m. 

Florida  Committee  on 
Rural  Health  (Committee  on 
Rural  Health) 

Site  to  be  selected 

June  2,  1970 

10:00  a.m. 

Florida  Joint  Council  on 
Health  of  the  .\ging 
(Committee  on  .\ging) 

FM.\  Headquarters  Building, 

Jacksonville 
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Schedule  Of  Activities 

FLORIDA  MEDICAL  ASSOCIATION  ANNUAL  MEETING 

Diplomat  Hotel,  Hollywood-by-the-Sea,  May  6-10,  1970 


WEDNESDAY,  MAY  6 

10:00  a.m.  General  Registration  and  Delegates  Registration,  Lobby,  Convention  Hall 
2:00  p.m.  Delegates  Registration,  Corridor  to  Convention  Hall 
4:00  p.m.  First  House  of  Delegates,  Regency  Room 


THURSDAY,  MAY  7 

8:00  a.m.  Annual  Meeting,  Blue  Shield,  Regency  Room 
9:00  a.m.  Exhibits  Open  Daily  until  4:30  p.m. 

9:30  a.m.  Reference  Committee  No.  1,  Convention  Hall,  Room  A 
Reference  Committee  No.  5,  Card  Room 
10:00  a.m.  Reference  Committee  No.  2,  Convention  Hall,  Room  B 
Reference  Committee  No.  4,  Embassy  Room,  East/West 
10:30  a.m.  Reference  Committee  No.  3,  Tack  Room 
2:00  p.m.  Scientific  Sections,  Convention  Hall 


FRIDAY,  MAY  8 

9:00  a.m.  Scientific  Sections  and  Specialty  Groups,  Convention  Hall  Regency  Room 
11:00  a.m.  General  Session  (Baldwin  Lecture),  Regency  Room 
12:15  p.m.  Woman’s  Auxiliary  and  FL.\MP.\C  Luncheon,  Les  Ambassadeurs 
2:30  p.m.  Scientific  Sections  and  Specialty  Groups,  Convention  Hall/Regency  Room 
6:30  p.m.  President’s  Reception,  Poolside/.Mternate,  Regency  or  Lobby 
7:30  p.m.  Alumni  and  Fraternity  Socials 


SATURDAY,  MAY  9 

9:00  a.m.  Scientific  Sections  and  Specialty  Groups,  Convention  Hall  Regency  Room 
1:00  p.m.  Specialty  Groups,  Convention  Hall/Regency  Room 
1:00  p.m.  Delegates  Registration,  Corridor  to  Convention  Hall 
3:00  p.m.  Second  House  of  Delegates,  Regency  Room 
Evening  Specialty  Group  Socials 


SUNDAY,  MAY  10 

7:30  a.m.  Delegates  Registration,  Corridor  to  Convention  Hall 
9:00  a.m.  Third  House  of  Delegates,  Regency  Room 


VISIT  EXHIBITS  9:00  AM.-4:30  P.M.  DAILY 


Annual  Meeting  Fishing,  Golfing  and  Tennis  Tournaments 

As  in  past  years,  fishing,  golfing  and  tennis  tournaments  will  be  held  during  the  time  of  the 
Association’s  Annual  Meeting  May  6-10.  These  tournaments  will  be  open  to  all  physicians  registered 
for  the  annual  meeting  and  their  families.  Although  details  and  application  blanks  will  be  available 
at  the  annual  meeting  registration  desk  in  the  Diplomat  Hotel,  preregistration  is  not  only  advisable 
but  is  requested  by  the  respective  tournament  chairmen.  Those  interested  in  the  fi.shing  tournament 
should  contact  Hobart  T.  Feldman,  M.  D.,  995  North  Miami  Beach  Boulevard,  North  Miami  Beach, 
Florida  33162,  phone  (305)  947-8411,  for  making  reservations.  Golfing  tournament  entrants  should 
contact  Henry  D.  Perry  Jr.,  M.D.,  6024  Washington  Street,  Holl3rwood,  Florida  33023,  phone  (305) 
989-0900.  Those  wishing  to  participate  in  the  tennis  tournament  should  contact  Richard  G.  Connar, 
M.D.,  One  Davis  Boulevard,  Tampa  33606,  phone  (813)  253-6001. 
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TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
Edward  W.  Gamble,  III,  M.D. 
Gerard  W.  Atkinson,  M.D. 


Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Ashecdlle  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 


Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 


(2)  Samuel  N.  Workman,  M.D. 
Chief  of  Clinical  Services 


or 


(3)  Charles  W.  Neville,  Jr.,  M.D. 
Assistant  Professor  of  Psychiatry 
and  Medical  Director 


Area  Code  704  - 254-3201 


J.  E’LORIDA  M. A. /APRIL  1970 


59 


^cllcaf 


classified 


physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  R.  C. 
Thompson,  Bartow  Memorial  Hospital,  Bartow,  Fla. 


FAMILY  PHYSICIAN  WANTED  to  join  estab- 
lished family  physician  (pediatrics  and  general  medi- 
cine) in  rapidly  growing  residential  area.  AAGP  mem- 
ber or  eligible  preferred.  Lovely  waterfront  community 
with  excellent  professional  atmosphere.  W'ill  guarantee 
$20,000  first  year.  Contact:  Fred  O.  Smith,  M.D.,  1015 
Bartelt  Rd.,  Tarpon  Springs,  Fla.  33589. 


GENERAL  PRACTITIONER  WANTED:  For 

private  practice,  pleasant  surroundings  in  Jacksonville 
area.  Seventy-five  bed  county  hospital  adjacent  to 
modern  office  building  with  two  colleagues.  Write 
C-842,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


IMMEDIATE  OPENING:  GP  desires  office  asso- 

ciate. Salary  and  percentage  with  minimum  guarantee 
of  $24,000  per  year.  Adequate  office  space  with  two 
excellent  area  hospitals.  Central  Florida  location  mid- 
way between  two  coasts.  Phone  (813)  453-3121  or 
write  C-917,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


FAMILY  PHYSICL\N  WANTED:  GP  or  intern- 

ist wishing  to  practice  in  the  Clearwater-Largo-Indian 
Rocks  areas,  please  write  P.O.  Box  1841,  Clearwater, 
Fla.  33535. 


W.\NTED:  M.D.  to  do  general  practice  in  fast 

growing  community  to  join  corporate  group  with 
profit-sharing  and  pension  trust  fund.  Have  60-bed 
JCAH  hospital.  (Guaranteed  salary  $24,000.  Must 
have  Florida  license.  Contact  John  M.  Canakaris, 
M.D.,  Box  727,  Bunnell,  Florida  32010.  Phone  (904) 
437-3354. 


GENERAL  PRACTITIONER:  For  opening  in 

long  established  multispecialty  group.  Must  have  Flor- 
ida license  and  completed  military  obligation.  Contact 
Jerome  J.  Coffey,  M.D.  or  John  F.  Kerwick,  Business 
Manager,  Hollywood  Clinic,  P.O.  Box  2308,  Holly- 
wood, Fla.  33022.  Phone  (305)923-4646. 


FLORIDA  KEYS  PRACTICE  OPPORTUNITY 
for  young,  vigorous  G.P.  Delightful  resort  community 
with  time  to  enjoy  same.  Challen.aing,  busy,  reward- 
ing, sophisticated,  teaching-oriented  clinic  practice  with 
36-bed  JC.-\H  hospital — I.C.U.  and  C.(G.U.  NEED 
.\SSOCI.\TE.  Salary  open.  .Advancement,  partnership 
possibilities.  Many  extras.  Write  Lloyd  Damsey,  M.D., 
2805  US  #1.  Marathon,  Fla.  33050. 


\\  .ANTED:  General  practitioner  associate.  Florida 

license  required.  Plan  to  retire  in  six  or  seven  years.  i 
Write  Jerome  N.  .Amarante,  M.D.,  4835  Hollywood 
Blvd.,  Hollywood,  Fla.  33021.  ' 


Specialists 


INTERNIST  WANTED:  For  private  practice  i 
netting  $24,000  yearly.  Pleasant  surroundings  in  Jack-  j 
sonville  area.  Seventy-five  bed  county  hospital  ad-  , 
jacent  to  modern  office  building  with  two  colleagues. 
Write  C-871,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

INTERNIST  W.ANTED:  Will  consider  internist-  i 
partner,  well-established  practice,  C.  W.  Bush,  M.D., 
F.ACS,  4337  Seagrape  Drive,  Lauderdale-by-the-Sea, 
Fla.  33308. 

PSYCHIATRIST  W.ANTED-NEEDED:  To  con- 
tinue county  solo  nine-year  practice  terminated  by  : 
sudden  death.  Office,  furniture,  files,  patients  ready, 
waiting.  Local  hospital  psychiatric  facility  newly  com- 
pleted. Contact  Mrs.  Frederick  L.  Patry,  5912  River-  . 
view  Blvd.  W.,  Bradenton,  Fla.  33505. 

INTERNIST  WANTED:  Subspecialty  desirable  1 
but  not  essential.  Military  obligation  completed,  Flor- 
ida board,  to  join  two  certified  internists  in  S.  E. 
Florida.  Early  partnership.  Write  C-935,  P.  0.  Box 
2411,  Jacksonville,  Fla.  32203. 


Miscellaneous 


WANTED:  Pediatrician,  internist,  anesthesiologist, 

general  practitioner  in  27-man  mulUspecialty  group 
located  Florida  Gulf  coast.  Progressive,  rapidly  grow- 
ing community  with  abundance  of  recreational  and 
cultural  opportunities.  Clinic  affiliated  with  200-bed 
accredited  hospital  with  immediate  and  long  range  ex- 
pansion plans.  No  investment  required.  Contact  D.  M. 
Schroder,  Adm.,  Mease  Hospital  and  Clinic,  Dunedin, 
Fla.  33528. 

PHYSICIAN  FOR  EMERGENCY  SERVICES: 
In  Florida  medical  center.  7(X)-bed  expanding  facility 
on  Gold  Coast.  Florida  license  required.  Staff  of  7. 
Competitive  fee  schedule  with  excellent  benefit  pro- 
gram. Contact  .Administrator,  Broward  General  Medi- 
cal Center,  1600  S.  .Andrews  -Ave.,  Ft.  Lauderdale,  Fla. 
33316.  Phone  (305)525-5411. 

EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  internist,  ENT,  and 

dermatologist.  Write  C-901,  P.O.  Box  2411,  Jackson- 
ville, Fla.  32203. 
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PHYSICIANS  WANTED:  General  practice  and 

I internal  medicine  group  in  North  Miami  desires  an  as- 
i sociate.  Salar>-  leading  to  full  partnership.  Corporate 
I benefits.  Contact  Val  Bloch,  M.D.,  12570  N.E.  7th 
I .\ve.,  North  Miami,  Fla.  33161. 

IMMEDIATE  OPENING:  For  Florida  licensed 

physicians  for  the  emergency  room  department.  Excel- 
lent working  conditions;  salary  open;  fringe  benefits. 
Contact  Mr.  Kenneth  Wood,  Administrative  Assistant, 
Memorial  Hospital,  Hollywood,  Fla.  33021. 

ADDITIONAL  PHYSICIANS  NEEDED:  For  as- 
sociation, group  or  solo  practice.  Fields  of  practice 
in  short  supply:  GP,  allergy,  dermatology,  geriatrics, 
internal  medicine,  obstetrics  and  pathology.  Two  hos- 
pitals in  county  of  rapid  growth.  Contact  Carl  N. 
Reilly,  M.D.,  304  Nesbit  St.,  Punta  Gorda  33950. 
Phone  (813)639-1758. 

PRIVATE  EMERGENCY  SERVICE  PHYSI- 
CI.\NS:  Applications  from  Florida  licensed  physicians 

are  being  considered  to  fill  vacancies.  Duties  include 
direct  patient  care  to  private  patients,  and  participation 
in  the  education  and  supervision  of  residents  and 
interns  assigned  to  emergency  service.  Submit  resume 
to  Assistant  Director,  .Ambulatory  Services,  Mount 
Sinai  Hospital  of  Greater  Miami,  Miami  Beach,  Fla. 
33140. 

DIRECTOR  OF  MEDICAL  EDUC.ATION:  To 
replace  retiring  incumbent.  Growing  medical  center 
(666  beds)  on  Florida’s  Gold  Coast.  Prefer  board 
certified  specialist  who  will  obtain  Florida  license. 
Contract  available  for  competitive  salary  and  benefit 
program.  Send  resume,  availability  and  salary  require- 
ments to  .Administrator,  Broward  General  Medical 
Center,  1600  S.  .Andrews  -Ave.,  Ft.  Lauderdale,  Fla. 
33316. 

GHETTO  PRESCHOOL  HEALTH  PROGRA.M 
needs  deeply  dedicated  physicians  willing  to  receive 
excellent  salaries  and  high  personal  satisfaction  in  vital 
work.  Florida  license  required.  Contact  Dr.  Edmund 
Handwerger,  EOPI  Head  Start  Health  Services,  390 
N.W.  2nd  St.,  Miami,  Fla.  33128. 


situations  wanted 

POSITION  WANTED:  Board  eligible  Ob-Gyn., 

age  31.  married,  two  children,  military  obligation 
completed,  desires  association  leading  to  full  partner- 
ship, available  July  1970.  Write  C-942,  P.O.  Box  2411, 
Jacksonville,  Fla.  32203. 

GENERAL  SURGEON:  Board  certified,  licensed 

in  Florida  1968.  Desires  association  with  another 
surgeon  or  group  in  a coastal  city  of  central  or 
southern  Florida.  Write  C-855,  P.O  Box  2411,  Jack- 
sonville, Fla.  32203. 

P.ATHOLOGIST:  Fully  qualified,  active,  experi- 

enced, age  40,  native  U.S.,  Florida  licensed,  would  like 
directorship  of  laboratory  in  hospital  desiring  its  own 
pathologist.  Write  C-94o”,  P.O.  Box  2411,  Jacksonville, 
Fla.  32203. 

POSITION  W.ANTED:  Vascular  surgeon,  board 

certified,  desires  association  or  group  practice.  Licensed 
in  Florida,  military  obligations  completed.  Write 
C-929,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

OPHTHALMIC  TECHNICIAN-REFRACTION- 
IST.  20  years  experience  in  all  modalities,  wishes  to 
relocate  in  near  future,  southern  Florida  preferred. 
References  available.  Write  C-943,  P.  O.  Box  2411, 
Jacksonville,  Fla.  32202. 


POSITION  W.ANTED:  Board  certified  internist, 

board  eligible  cardiologist,  age  33,  military  obligation 
completed,  wishes  association  in  southern  Florida. 
•Available  Sept.  1970.  Write  C-944,  P.O.  Box  2411, 
Jacksonville,  Fla.  32203. 


practices  available 

EXCELLENT  PRACTICE  OPPORTUNITY: 
G.P.  leaving  for  residency.  Fully  equipped,  plush  office 
in  beautiful  residential  suburb  of  Fort  Lauderdale,  in 
fastest  growing  area  of  the  country.  Phone  731-7038. 

FOR  S.ALE:  Well  established  internal  medicine 

practice  and  office  building  in  excellent  location  in 
North  Miami.  Facilities  adequate  for  one  or  more 
physicians.  Write  11015  N.E.  8th  Ct.,  Miami,  Fla. 
33161. 

GENERAL  PRACTICE  .AVAILABLE:  Estab- 

lished in  Cape  Kennedy  area  for  6 years ; grossing 
$70,000.  Excellent  opportunity;  increasing  potential; 
no  cash  necessary ; all  supplies  and  equipment.  Write 
C-934,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


real  estate 

FOR  LE.ASE:  Physician’s  suite.  Lake  Wales,  at- 

tractive two-office  building,  ideal  for  subspecialist, 
general  practitioner  or  dentist,  approximately  1,000  sq. 
ft.,  consultation  room,  2-3  examining  rooms,  reception 
room  to  be  shared  with  established  dentist.  Physician 
recently  retired — immediate  occupancy  possible.  Write 
or  phone:  B.  R.  Tinkler,  M.D.,  1152  Circle  Drive, 

Lake  Wales,  Fla.  33853.  Phone  (813)  676-1824. 

FOR  S.ALE:  .A  complete  office  equipped  for  one 

general  practitioner  or  more.  I am  a member  of  a 
group  of  ten  doctors,  all  in  the  same  building,  all  with 
individual  practices — no  partnerships.  In  fast  growing 
area.  Write  Box  333,  Clearwater,  Fla.  33515. 

OFFICE  RENTAL,  FORT  MYERS:  New  sixteen 

unit,  2 story  office  building.  Generous  parking.  .Across 
street  from  new  open  staff  hospital.  For  information 
contact  First  Mortgage  Corporation,  P.O.  Box  1499, 
Fort  Myers,  Fla.  33902.  Phone  (813)  334-1263. 

CHOICE  DOCTOR’S  LOCATION  for  three  or 
four  office  medical  building  on  University  Boulevard 
one  block  from  .Atlantic  Boulevard.  Will  sell  property 
or  design  and  build  for  you  to  own.  .Also  have  loca- 
tion on  University  Boulevard  three  quarters  mile  south 
of  Jacksonville  University.  Call  John  McMullen, 
(904)  353-0946,  8:30  to  5:00  weekdays. 

EXCELLENT  OFFICE  SPACE  .AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  .All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


Classified  advertising  rates  are  S5.00  per  inser- 
tion for  ads  of  25  words  or  less.  .Add  20?  for  each 
additional  word. 


The  Florida  Medical  .Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 
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C^eQt 

HOSPITAL 

[Formerly  Hill  Crest  Sanitarium^ 


7000  5TH  AVENUE  SOUTH 
Box  2896,  Woodlawn  Station 
Birmingham,  Alabama  35212 
Phone:  205  ■ 836-7201 


A patient  centered 
independent  hospital  for 
intensive  treatment  of 
nervous  disorders . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  43 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  A.  Becton,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTORS: 

James  K.  Ward,  M.D.,  F.A.P.A. 
Hardin  M.  Ritchey,  M.D.,  F.A.P.A, 


HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRN 
VATE  PSYCHIATRIC  HOSPITALS  . . . 
ALABAMA  HOSPITAL  ASSOCIATION  . . , 
BIRMINGHAM  REGIONAL  HOSPITAL 
COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals. 


gj(«  c»c2i 


HOSPITAL 


BIRMINGHAM,  ALABAMA 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


Henry  J.  Babers  Jr.,  M.D.,  Gainesville,  President 

James  T.  Cook,  M.D.,  Marianna,  President-Elea 

Russell  B.  Carson,  M.D.,  Fort  Lauderdale,  Vice  President 

Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 

Franklin  J.  Fvans,  M.D.,  Coral  Gables,  Vice  Speaker 

Floyd  K.  Hurt,  M.D.,  Jacksonville,  Secretar>’-Treasurer 

Jack  Q.  Cleveland,  M.D.,  Coral  Gables,  Immediate  Past  President 

W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


James  W.  Walker,  M.D.,  Jacksonville,  Allied  Professions  and  Vocations 
John  J.  Cheleden,  M.D.,  Daytona  Beach,  Judicial 

Joseph  C.  VonThron,  AI.D.,  Cocoa  Beach,  Legislation  and  Public  Agencies 

Jack  A.  MaCris,  M.D.,  St.  Petersburg,  Medical  Economics 

Irving  E.  Hall  Jr.,  M.D.,  Bradenton,  Medical  Sers'ices 

Rich.ard  C.  Dever,  M.D.,  Miami,  Scientific  Activities 

William  C.  Thomas  Sr.,  M.D.,  Gainesville,  Special  Activities 

Joseph  G.  Mattheyts,  M.D.,  Orlando,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  6-10,  1970,  Holl\-wood 
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When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 


\hlllllTl®  (diazepam) 


APH23 


1970 


helps  relax  the  patient?" 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibihty  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debiUtated  to  preclude  ata.xia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ata.\ia,  constipation, 
headache,  incontinence,  changes  in  sahvation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hypere.xcited 
states,  an.xiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  hver  function  tests  advisable 
during  long-term  therapy. 


Roche 

L.\BORATORIES 


Division  of  HoSmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  v\/eight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionoily  unstoble  potients  susceptible  to  drug  obuse. 

Warning:  Although  generolly  safer  thon  the  omphetomines,  use  with  great  caution  In 
patients  with  severe  hypertension  or  severe  cardiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentio!  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylproplon  hydrochloride  hove  been  reported  to  occur 
In  relatively  low  incidence.  As  Is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  couse  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jifteriness.  In  controst,  CNS  depression  hos  been  reported.  In  a few  epilepi  ^ 
on  increose  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cof<| 
vascular  effects  reported  Include  ones  such  os  tachycardia,  precordlol  p( 
arrhythmia,  palpitotion,  and  increased  blood  pressure.  One  published  re;\ 
described  T-wove  chonges  in  the  ECG  of  a healthy  young  male  after  Ingestlori 
diethylproplon  hydrochloride;  this  was  an  Isolated  experience,  which  has  not  b- 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  os  rc| 
urticaria,  ecchymosls,  ond  erythema.  Gastrointestinof  effects  such  os  diorrh 
consfipotion,  nouseo,  vomiting,  and  obdominol  discomfort  hove  been  report 
Specific  reports  on  the  hematopoietic  system  Include  two  eoch  of  bone  marr  ; 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  odve 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  os 
mouth,  headache,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decreo: 
libido,  dysuria,  ond  polyurlo. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets;  One  75  mg.  lot} 
daily,  swollowed  whole,  in  midmorning  (10  a.m.);  TEPANIL;  One  25  mg.  toblet  th* 
times  doily,  one  hour  before  meals.  If  desired,  on  odditlonol  toblet  may  be  giver' 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is 

T-006A  / J/70  / u s.  PATENT  HO  3.001. 

THE  NATIONAL  DRUG  COMPA^’ 

DIVISION  OF  RICHARDSON  MERRELl  IF: 

PHILADELPHIA,  PENNSYLVANIA  19T 


recommended. 


i 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


1^  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 

! 

tREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


i LUTREXIN,  the  non-steroid  “uterine 
felaxing  factor”  has  been  found  to  be  useful 
/ many  clinicians  in  controlling  abnormal 
ferine  activity. 

Literature  on  indications  and  dosage  avail- 
Ible  on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  A DUNNING,  INC.  Baltimore,  Maryland  2i20i 

(LTM23 ) 
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Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

DeclostatirfSOO 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline.  DECLOSTATIN  should 
be  equallyor  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes:  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity:  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN.  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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before  and  after  surgery 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
NuUey.  New  Jersey  07110 


Can  one 
prescripation 
do^the 

iwork 
of 

two? 


antacids,  and  Bentyl®  (dicyclomine 
hydrochloride)  too. 


...with  episodes  of  vertigo, 
headaehe,  eonfiision,  sensory  loss, 
slurred  speeeh,  eonsider 

WSOMLAUr 


to  help  relieve  symptoms  by 
preventing  vasospasm  and 
inereasing  eerebral  blood  flow 


New  20  mg.  strength  now  availebte:  Vasodllan  20  mg.  tablets  lor  greater  dosage 
simplicity  and  convenience.  Recommended  inilial  dose:  one  20  mg.  tablet  q.i.d. 


hough  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,'  several  investigators^'^  have  reported  favorably  on  the  effects  of 
xsuprine  on  cerebral  blood  flow.  Effects  have  been  demonstrated  both  by  objective  measurement^'^  and  observation  of  clinical  improvement.^'* 
iications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger's  disease), 
ynaud's  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic), 
mposition:  VASODlLAN  tablets,  isoxsuprine  hydrochloride  10  mg.  and  20  mg.  Dosage:  Oral  — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications 
d Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
leding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
I.  or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not 
:ommended.  Complete  details  available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Fazekas, 

F.;  Alman,  R.  W.;  Ticktin,  H.  E.:  Ehrmantraut,  W.  R.,  and  Savarese,  C.  J.:  Angiology  75.No.  2 (Feb.)  1964.  (2)  Horton, 

E.,  and  Johnson,  P.  C.,  Jr.;  Angiology  75:70-74  (Feb.)  1964.  (3)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192 
me)  1960.  (4)  Dhrymiotis,  A.  D.,  and  Whittier,  J,  R.;  Curr.  Ther.  Res.  4:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology 

82-87  (Feb.)  1964.  © 1970  mead  Johnson  a company  • Evansville.  Indiana  47721  75970 


l-aboratories 


Need  a 
placebo? 


Ash  your  lab 
supply  man! 


Phone  your 
pharmacist! 


Call  on 
an  expert  — 


YOUR  GUILD  OPTICIAN! 


Your  local  Guild  Optician  has  the  special 
skills  and  experience  with  which  to  proper- 
ly serve  your  patients  in  the  area  of  optical 
services.  He  is,  in  short,  an  expert,  and 
here’s  why: 

The  Rx  you  write  must  he  accurately  filled 
and  properly  adjusted  for  optimum  results. 
Your  Guild  Optician  is  highly  skilled  at 
both. 

Patients  with  speeial  proljlems  demanding 
frequent  adjustment  require  speeial  han- 
dling— time,  patience  and  infinite  care 
must  he  devoted  to  these  cases.  Your  Guild 
Optician  has  these  qualities  in  full  measure. 


Your  2>atients  must  he  able  to  count  on  the 
optician  to  routinely  handle  any  i>rohlem 
of  after-service  and  rejiair  for  the  life  of 
the  glasses  they  wear.  Your  Guild  Optician 
is  always  available  tvith  his  skills  to  help 
your  patients. 

In  serving  you,  the  Guild  Optician  also  has 
a stake  in  the  welfare  of  your  patients; 
depend  on  his  exjjert  services  and  expe- 
rience to  he  sure  your  j>atients  are  getting 
the  best  j)ossihle  results  from  the  prescrii)- 
tions  you  write!  Guild  of  Prescription 
Opticians  of  Florida. 


USINGGUILDSKILLSANDEXPERIENCETOSERVE YOUR  PATIENTS 

— 


INFORMATION  FOR  AUTHORS 

Manuscripts  submitted  for  publication  in  the  Journal 
of  the  Florida  Medical  Association  should  be  double  or 
triple  spaced  on  white  bond,  including  title  page,  illustra- 
tion legends,  tables  and  table  headings,  footnotes  and 
references.  Only  original  papers  not  previously  published 
are  considered  for  publication.  Manuscripts  submitted  for 
publication  are  subject  to  review  and  approval  by  the 
Journal  Publications  Committee.  .\11  manuscript  pages 
should  be  numbered  consecutively.  Within  the  manuscript, 
numbers  one  to  ten  should  be  spelled  out  except  when 
used  for  units  of  measurement;  for  numbers  above  ten, 
arabic  numerals  should  be  used.  Borland’s  Medical  Dic- 
tionary and  Webster’s  International  Dictionary  may  be 
used  as  standard  references.  Scientific  (generic)  names  for 
drugs  should  be  used  when  possible.  Copyright  or  trade 
names  should  be  capitalized  when  used.  Submit  original 
manuscript  and  two  copies.  Copying  by  electrostatic  dry 
process  (not  wet  process)  is  preferred  to  tissue  copies. 
Retain  one  additional  copy  in  your  office  for  proofreading. 
.\11  material  is  submitted  with  the  understanding  it  is 
subject  to  editing. 

Titles  should  be  short,  specific  and  clear.  Omit  phrases 
such  as  “The  Use  of,”  or  “Observations  on.”  If  paper 
was  presented  at  a meeting,  indicate  name  of  organization, 
city,  month,  day  and  year. 

Photographs  should  be  submitted  as  5x7  glossy  prints, 
untrimmed  and  unmounted;  number  each  photograph 
lightly  on  the  back  with  pencU  and  indicate  top. 

Line  art  such  as  charts,  graphs  and  medical  illustra- 
tions should  be  submitted  as  india  ink  drawings  on  white 
gloss  paper;  remember  to  make  details  large  enough  to 
allow  for  photographic  reduction. 

It  is  a policy  of  the  Journal  that  authors  pay  for  any 
cuts  used  to  illustrate  their  papers. 

References  should  conform  to  the  style  of  the  Index 
Medicus:  name  of  author,  title  of  article,  name  of  pub- 
lication with  volume,  page  numbers,  month  and  year. 
Example:  McCollough,  N.  C.:  Emergency  Room  Treat- 
ment of  Venomous  Snakebite,  J.  Florida  M.  A.  55:317- 
318  (April)  1968.  References  should  be  typewritten,  dou- 
ble or  triple  spaced,  beginning  on  a new  sheet  of  paper 
entitled  “References.”  Number  references  in  the  text  in 
order  of  citation  and  prepare  bibliography  in  the  same 
order.  Use  superscript  arabic  numerals  to  cite  references. 
Authors  are  responsible  for  the  accuracy  of  bibliographies. 
The  Journal  Publications  Committee  reserves  the  right 
to  pass  upon  the  publication  of  any  bibliography.  Un- 
usually lengthy  bibliographies  may  be  referred  to  at  the 
end  of  the  text  with  the  statement  “References  are  avail- 
able from  the  author  upon  request.” 

OTHER  INFORMATION 

Subscription  price:  $7.00  per  year;  single  number,  70 
cents.  Volumes  begin  with  the  January  issue.  Subscrip- 
tions may  commence  at  any  time.  Back  numbers,  when 
available,  may  be  obtained  at  a slightly  increased  cost 
based  upon  age  and  availability.  Address  Journal  of  the 
Florida  Medical  Association,  P.O.  2411,  735  Riverside 
Avenue,  Jacksonville,  Fla.  32203.  Telephone  (904)  356- 
1571. 

Microfilm  editions  available  beginning  with  the  1967 
volume.  Address  inquiries  to  University  Microfilm,  300 
North  Zeeb  Road,  Ann  Arbor,  Mich.  48106. 

Display  advertising  rates,  as  periodically  published  by 
the  State  Medical  Journal  .Advertising  Bureau,  Inc.,  Chi- 
cago, of  which  the  Journal  is  a subscriber,  are  available 
upon  request. 

Classified  advertising  rates  are  $5.00  per  insertion  for 
ads  of  25  words  or  less  and  20  cents  for  each  additional 
word. 

Deadline  for  all  material  is  the  first  of  the  month 
preceding  month  of  publication.  Acceptance  of  advertising 
is  contingent  upon  approval  of  the  Journal  Advertising 
Committee. 
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BROWARD  COUNTY  M 
Travel  Seminar  Fo 
FLORIDA  MEDICAL 


EDICAL  ASSOCIATION 
r All  Members  Of 
ASSOCIATION,  INC. 


SeflNOINflYIAN 

CARNIVAL 


ABOUT  TRANSPORTATION — It's  VIP  treatment  all  the  way!  Comfortable  I 
smooth  flying:  first  class  on  trams  abroad,  with  seat  assignments  where  res  * 
tions  may  be  made;  first  class  on  local  steamer  and  deluxe  motorcoach. 
Trans-atlantic  let  economy  class  from  New  York  back  to  New  York  via 
based  on  the  contract  bulk  inclusive  tour  fare.  This  fare  is  applicabli 
groups  of  no  less  than  40  passengers  and  only  in  combination  with  the 
itinerary  shown  in  this  folder. 

ABOUT  LUGGAGE — 2 pieces  of  luggage  (up  to  44  lbs.  per  person)  w • 
transported  to  and  from  your  hotel  rooms  and  airports  without  charge. 

ABOUT  SIGHTSEEING  AND  EXCURSIONS— By  Chartered  motorcoach,  fe  x 
as  indicated  m the  itinerary  including  entrance  fees  and  the  services  of  En  | 
speaking  local  guides. 

ABOUT  HOTELS — Twin  bedded  room  with  private  bath  at  superior  or  first  | 
hotels. 

ABOUT  MEALS — Demi  pension  (Full  American  breakfasts  and  dinner)  at  l|,  $ 
throughout,  except  in  Copenhagen  where  Dine  Around  Dinner  Plan  is  provic 

ABOUT  TRANSFERS — On  arrival  and  departure  in  cpnnection  with  all  ove  M 
stops  and  also  at  intermediate  points  where  specifically  indicated  in  the  itii  ry 
are  included.  Assistance  will  be  provided  by  uniformed  representatives  iM 
minals.  Airport  transfers  are  provided  in  connection  with  your  arrivals  ( •• 
partures  by  air. 

4BOUT  TIPPING  — Tips  are  included  at  all  hotels  for  chambermaids,  d; 
room  waiters,  bellboys  In  restaurant  where  meals  are  prepaid,  and  also 
porters  throughout. 

ABOUT  ESCORTS  — An  AITS  Tour  Escort  will  travel  with  you  and  be  at  jf 
service  throughout  your  trip. 

ABOUT  TAXES— AM  taxes  charged  by  local  governments,  which  are  p.o* 
hotel  bills  are  included  in  your  Carnival  tour  price.  Airport  taxes,  where 
cable,  are  not  pre-payable  and  thus  cannot  be  included. 

ABOUT  PASSPORTS  — Every  person  traveling  abroad  must  have  a valid  pat 
and  smallpox  vaccination  certificate  which  has  been  validated  within  thi  « 
three  years. 


DENMARK 

SWEDEN 


ABOUT  CANCELLATIONS— Cancellations  accepted  up  to  thirty  (30)  days  » 
to  departure  with  lull  refund.  The  charge  for  cancellation  within  thirty  (30  r» 
of  departure  is  one  hundred  dollars  (S100).  Cancellation  of  tour  by  the  op  .« 
is  permissable  only  by  reason  of  factors  beyond  the  control  of  operator,  i.  i»- 
ing,  but  not  limited  to  government  action,  strikes  and  acts  of  God.  In  the  i 
of  cancellation  by  the  operator,  the  operator's  liability  shall  be  limited  to  t- 
fund  of  all  payments  made  by  the  participants. 

Group  of  150  passengers  will  be  divided  in  Amsterdam  with  one-half  begi 
*n  Copenhagen  as  shown,  and  the  other  half  beginning  in  Sfavangar  in  re  s® 
pattern.  Complete  group  will  be  fogefher  in  Stockholm  tor  two  days. 


NORWAY 


BROWARD  COUNTY  MEDICAL  ASSOCIATION 

2200  South  Andrews  Avenue  M-820,  T-829 

Ft.  Lauderdale,  Florida  33316 
(305)  523-7942 

NAME PHONE. . 


DEPARTURE  DATE: 
July  12,  1970 

Return: 

July  26,  1970 


STREET 

CITY ^STATE ZIP 

Return  this  reservation  promptly  to  insure  space.  (Reservations  limited.  Rates  based  on 
double  occupancy.  Single  rates  $100  additional). 

$100  minimum  deposit  per  person  — final  payment  due  30  days  before  departure. 
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CariMc. 
is  our^ 
(^usmess 


STAT 


General  & Special  Hospitals 
General  & Special  Clinic  Facilities 
Long  Term  & Extended  Care  Facilities 


• Programs  & Planning 

• Architecture  & Engineering 

• Construction  & Equipment 

• Management  Services 

• Financial  Services 

• Operational  Management 

HALLMARK  MEDICAL  SERVICES,  INC. 

1266  riirner  Street 
Clearwater,  Fla. 

Call  collect  818-442-6107 


'e  extend  a special  invitation  to  visit  our  booth  (835)  at  the  Southeastern  Hospital  Conference  in  Atlanta  Maq  6-8 
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TUNIS 


RABAT 


imagine,  the  Dade  County  Medical  Association  two  week  AFRICAN 
ADVENTURE  vacation  costs  less  than  tourist  class  air  fare  to  the 
same  destinations  yet  includes— 


• the  best  DELUXE  HOTELS 
• TWO  gourmet  meals  per  day  at  a selection  of  finest  restaurants 

• direct  WORLD  AIRWAYS  707  private  jet 
• five  AFRICAN  ADVENTURE  hosts  to 

assist  you 

t*  Transfers  of  all  baggage— 
-70  POUNDS  BAGGAGE  ALLOWANCE 
j * • plus  many  other  special  features 

ENJOY  four  days  each  in  MOROCCO, 
^ • KENYA  and  TUNISIA  optional  trip 

to  Rome^ 

. , AFRICAN  ADVENTURE  is  YOUR 

A vacation  . . . sightsee  . . . shop  . . . 

golf  . . . nightclub  . . . relax  . . . 

I there  is  absolutely  NO 

> ^ REGIMENTATION.  ^ : 

h'  NEVER  has  there 

I c been  a vacation 

value  like  our 
AFRICAN 
ADVENTURE. 


NAIROBI 


RETURN  THIS  COUPON  NOW! 

SEND  TO:  DADE  COUNTY  MEDICAL  ASSOCIATION 
2 S.E.  13th  Street,  Miami,  33131 
Phone;  371-2601 

Enclosed  is  my  check  for  $ ($100  per  person) 

as  AFRICAN  ADVENTURE  deposit 


NAME 


MAKE  YOUR  RESERVATIONS  EARLY-SPACE  STRICTLY 
LIMITED! 

DADE  COUNTY  MEDICAL  ASSOCIATION 

DEPARTING  TAMPA  AND  MIAMI  — AUGUST  10,  1970 


PLUS  $30  TAX  AND  SERVICE 


ADDRESS 

CITY 

STATE 

ZIP 

PHONE 

d 


^ell,  Dr.  Cunningham!  I was  just  telling  Herbert 
;hould  talk  to  you  about  my  allergy 
irst  my  nose  starts  to  tickle  and . . 


know  the  rest  of  the  story.  Sneezing.  Watery  eyes. 
/ nose.  And  for  prompt  relief  of  these  symptoms, 
2's  Novahistine®  LP.  These  continuous-release  tablets 
5 a vasoconstrictor-antihistamine  formulation  that 
ns  working  in  minutes,  then  continues  to  provide 
f for  hours.  Even  when  nasal  congestion  is  due  to 
ated  allergic  episodes,  two  Novahistine  LP  tablets. 


morning  and  evening,  let  most  patients  breathe  freely  all 
day  and  all  night.  Use  with  caution  in  individuals  with 
severe  hypertension,  diabe-  X*  ® 

tes  mellitus,  hyperthyroid-  l\|OV3.lllSllIlC^ 
ism  or  urinary  retention.  X T) 

Caution  ambulatory  patients  J-iX  decongestant 

that  drowsiness  may  result.  (Each  tablet  contains  25  mg.  of  phenyle;  vine 

hydrochloride  and  4 mg.  of  chlorpheni  amine 
maleale.) 


THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

‘NEOSPORIN' 

brand 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


I 


IN 

IN 


ASTHMA 

EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU* 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  Ihs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Doss  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  K to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


According  to  the  Framingham  Heart  Study, 
the  obese  face : 


86%  greater  risk  of  angina  pectoris, 

82%  greater  risk  of  diabetes, 

71  % greater  risk  of  coronary  heart  disease 


Obesity  may  also  aggravate  osteoarthritis, 
flat  feet,  intertriginous  dermatitis,  varicose 
veins,  and  ventral  or  diaphragmatic  hernias.^'^ 


are  considering  weight  reduction,  consider 

phenmetrazine  hydrochloride 
Endurets* 

prolonged-action  tablets 

Often  effective 

Controlled  studies  in  a general  patient  popu- 
lation have  shown  that  when  Preludin  is  used 
with  diet,  the  rate  of  weight  loss  exceeds 
that  obtained  by  placebo  and  diet. 

Long  acting 

Slow,  even  release  of  the  active  principle 
usually  suppresses  appetite  continuously  for 
about  12  hours. 

Once-a-day  dosage 

One  Endurets  tablet  after  breakfast.  It  helps 
reduce  weight  and  costs,  conveniently. 

For  contraindications,  warning,  precautions, 
and  adverse  reactions,  please  see  the  full 
prescribing  information. 

It  is  summarized  on  this  page. 

Where  there’s  no  will  there’s  a therapeutic  way. 


•Among  persons  20%  or  more 
overweight  as  compared  with 
median  weight  for  persons  of 
like  height  and  sex. 

1.  Kannel,  W.B..  et  a!.:  Circula- 
tion 35:734,  1967. 

2.  Thomas,  H.E.,  Jr.,  et  a/.:  Med. 
Times  95:1099, 1967. 

3.  Albrink,  M.J.,  in:  Beeson. 

P.B.  & McDermott,  W.  (eds.): 
Cecil-Loeb  Textbook  of  Medicine, 
ed.  12,  Phila.:W.B.  Saunders 
Co..  1967. 

Preiudin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as  an 
anorexigenic  agent  in  the  treat- 
ment of  obesity.  It  may  be  used  in 
simple  obesity  and  in  obesity 
complicated  by  diabetes,  mod- 
erate hypertension  (see  Pre- 
cautions). or  pregnancy  (see 
Warning). 

Contraindications:  Severe 
coronary  artery  disease,  hyper- 
thyroidism. severe  hypertension, 
nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during  the 
first  trimester  of  pregnancy  un- 
less potential  benefits  outweigh 
possible  risks.  There  have  been 
clinical  reports  of  congenital  mal- 
formation. but  causal  relation- 
ship has  not  been  proved.  Animal 
teratogenic  studies  have  been 
inconclusive. 

Precautions:  Use  with  caution  in 
moderate  hypertension  and 
cardiac  decompensation.  Cases 


Involving  abuse  of  or  depend- 
ence on  phenmetrazine  hydro- 
chloride have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for  its 
central  stimulant  effect,  and  have 
resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood 
or  behavior  changes,  hallucina- 
tions or  delusions.  Do  not  exceed 
recommended  dosage. 

Adverse  Reactions:  Dryness  or 
unpleasant  taste  in  the  mouth, 
urticaria,  overstimulation, 
insomnia,  urinary  frequency  or 
nocturia,  dizziness,  nausea,  or 
headache. 

Dosage:  One  25  mg.  tablet  b.i.d. 
or  t.i.d.  Or  one  75  mg.  Endurets 
tablet  a day.  taken  by  mid- 
morning. 

Availability:  Pink,  square,  scored 
tablets  of  25  mg.  for  b.i.d.  or 
t.i.d.  administration,  in  bottles  of 
100  and  1000. 

Pink,  round  Endurets®  prolonged- 
action  tablets  of  75  mg.  for 
once-a-day  administration,  in 
bottles  of  100  and  1000. 
(B)R3-46-560-B 

For  complete  details,  please  see 
lull  prescribing  information. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals  0 
Division  of 

Geigy  Chemical  Corporation 
Ardsley.  New  York  10502 


The  pain 
ofaifliritis 


relieved  with 

MEASURIfj  q.  8h.  dosage 


Double-Strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


tRREON 


BREON  LABORATORIES  INC. 


90  Park  Avenue.  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


president’s  page 


WdlcM 


Final  Report 


This  is  my  last  letter  to  you.  I will  report  more  fully  to  you  at  our  annual  meeting  in  the  next 
few  days.  I want  to  talk  to  you  briefly  about  your  Florida  Medical  Association.  I quite  recognize  that 
medical  society  activities  (both  county  and  state  and  AMA)  can  be  boresome — certainly  cumbersome, 
but  as  I have  gone  through  this  year  I have  realized  more  and  more  that  these  activities  in  organized 
medicine  have  a very  important  place  in  our  lives  and  don’t  doubt  it  for  one  minute.  When  you  are  in 
the  midst  of  activity  dealing  with  all  sorts  of  people,  mostly  very  intelligent,  you  get  a sense  of  ex- 
citement because,  as  the  young  people  say,  “This  is  where  the  action  is.”  Feeding  into  the  FMA  and 
the  county  society  channels  is  a tremendous  wealth  of  valuable  information.  The  problem  is  how  to 
get  it  to  you.  I wish  we  could  simply  give  it  to  you  by  telepathy  but  we  cannot. 

Up  until  about  1946  the  FMA  presidency  was  in  many  ways  an  honorary  position  given  for  deserv- 
ing recognition.  Since  then,  the  FMA  has  not  been  able  to  afford  this  luxury  and  your  President  has 
been  useful  as  a coordinating  influence,  hopefully  because  he  has  a broad  view  of  the  entire  operation. 
He  is  chairman  of  the  six-man  Executive  Committee  and  the  14-man  Board  of  Governors,  and  as  such 
wields  a strong  influence.  Our  main  job  is  to  carry  out  the  dictates  of  the  FMA  House  of  Delegates  as 
laid  out  at  our  annual  meetings.  Sometimes  to  carry  out  these  dictates  is  a real  job!  Working  for  the 
FMA  on  the  state  level  are  nine  main  councils,  about  100  committees,  and  an  executive  office  with  a 
number  of  employees.  Our  expenses  last  year  were  $397,423,  of  which  $25,000  came  out  of  reserves. 
Our  budget  for  1970  is  $505,000.  We  increased  our  dues  last  year  to  accommodate  these  changes.  The 
net  result  of  this  massive,  cumbersome,  and  democratic  mechanism  is  that  the  President  has  a most  de- 
manding job  in  being  as  sure  as  possible  that  everything  is  functioning  properly.  No  one  person  can 
wrap  himself  around  all  this.  Harold  Parham  comes  as  close  to  it  as  anybody  as  Executive  \Mce  Presi- 
dent, but  with  6,800  M.D.’s  in  our  organization  this  gets  more  and  more  difficult,  and  I insisted  that 
we  broaden  the  administrative  staff  so  that  we  can  be  sure  that  we  are  not  dependent  on  one  man 
to  know  everything. 

In  general,  our  strength  lies  in  the  fact  that  we  present  group  positions,  group  actions,  coordinat- 
ing influences  that  no  other  organization  can  possibly  do.  The  specialty  societies  and  even  the  county 
societies  cannot  do  this  because  they  do  not  represent  quite  a broad  enough  scope.  As  a corollary  to 
this  group  action,  it  is  imperative  that  our  committee  form  of  doing  organizational  work  functions 
well,  and  I can  report  that  it  does.  Over  the  years  we  have  developed  and  are  developing  many,  many 
dedicated  men  who  have  become  real  experts  in  their  areas  of  interest,  and  this  in  addition  to  being 
competent  physicians  in  their  chosen  field  of  medicine;  and  because  of  this  they  carry  real  impact 
among  ourselves  and  certainly  with  other  medical  groups  and  in  government,  industry  and  labor.  And 
if  you  don’t  believe  that  committee  actions  are  important,  see  how  the  state  and  federal  governments 
work.  See  what  the  Senate  Finance  Committee  is  doing  to  the  medical  profession. 

Our  FMA  is  a centralized  agency  for  information-gathering,  study,  debate,  and  finally  action  on 
any  important  subject.  We  must  represent  all  segments — private  practice,  specialty  practice,  public 
health,  governmental  medicine,  medical  schools,  industry,  and  many  other  segments.  You  would  be  sur- 
prised to  know  how  many  influential  people  and  groups  turn  to  organized  medicine  with  their  problems. 
Sometimes  their  motives  are  questionable,  but  nevertheless  they  turn — and  we  must  act  or  react  cor- 
rectly, and  with  excellent  information.  If  there  were  no  organized  medicine  on  a broad  base,  we 
would  not  have  the  influence  we  now  have,  as  little  as  that  may  seem  to  you,  and  our  influence 
depends  on  our  committee  work,  done  by  intelligent,  deeply  knowledgeable  doctors,  working  quietly 
— especially  as  long  as  the  efforts  are  coordinated  and  represent  the  best  interest  of  the  majority  of 
our  doctors  and  the  public  good. 
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high 

tissue 

levels 


unlike  other 
7^  tetracyclines 

can  be  given  with 
milk  or  meals 


The  effectiveness  you  need. 
The  advantages  you  look  for. 


VSbramucan 

t M a semi-synthetic  tetracyclir 

( dawcvounem 


•Because  not  all  strains  of  pathogens  are  susceptibie,  it  is  recommended  that 
routine  culture  and  susceptibility  studies  be  performed.  When  using  Vibramycin 
(doxycycline)  in  streptococcal  infections,  therapy  should  be  continued  for  10  days  to 
prevent  the  development  of  rheumatic  fever  or  glomerulonephritis. 

See  Brief  Summary  on  next  page  forinformationon  side  effects  and  contraindications. 


LABORATORIES  DIVISION 
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and  convenience  too. 

The  unique  new  Vibramycin  (doxycycline)  V-Pak  is  especially 

convenient  for  use  both  in  your  office  practice  and  in  the  hospital 
outpatient  department.  It  contains  a typical  four-day  course 
of  therapy  for  routine  infections  with  easy-to-understand  pat 
instructions.  The  dosage  is  low,  just  100  mg.  b.i.d.  the  first  da 
followed  by  100  mg.  once  a day  for  the  next  three  days.  In  more 
severe  infections,  100  mg.  q.l2  h.  is  recommended.  If  renal 
impairment  exists,  lower  than  usual  doses  are  indicated. 

And  for  added  convenience  in  the  hospital  pharmacy,  Vibramycin  is 
available  in  unit-dose  packs  of  100  (10  x lO’s)  for  both  the  100  mg. 
and  the  50  mg.  capsules. 


VIBRAMYCIN®  (doxycycline) 

BRIEF  SUMMARY 

Contraindicated:  In  individuals  who  have 
shown  hypersensitivity  to  doxycycline. 

Warnings:  The  usual  dosage  and  frequency 
of  administration  of  Vibramycin  (doxycycline) 
differs  from  those  of  other  tetracyclines.  Ex- 
ceeding the  recommended  dosage  may  result 
in  an  increased  incidence  of  side  effects. 

If  renal  impairment  exists,  even  usual  doses 
may  lead  to  excessive  accumulation  of  the 
drug  and  possible  hepatic  toxicity.  For  such 
patients,  lower  than  usual  doses  are  indicated 
and,  if  treatment  is  prolonged,  Vibramycin 
serum  level  determinations  may  be  advisable. 
Vibramycin,  like  other  tetracyclines,  may  form 
a stable  calcium  complex  in  any  bone-forming 
tissue,  although  in  vitro  Vibramycin  binds 
calcium  less  strongly  than  other  tetracyclines. 
The  use  of  Vibramycin  during  tooth  develop- 
ment (last  trimester  of  pregnancy,  neonatal 
period,  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth  (yellow-gray-brownish). 
This  effect  may  occur  mostly  during  long-term 
use,  but  also  may  occur  v/ith  short-treatment 
courses. 

Increased  intracranial  pressure  with  bulging 
fontanelles  has  been  observed  in  infants 
receiving  tetracyclines.  This  effect  has  dis- 
appeared rapidly  on  cessation  of  therapy  with 
no  sequelae. 

In  certain  hypersensitive  individuals  treated 
with  Vibramycin,  exposure  to  direct  sunlight 
may  precipitate  a photodynamic  reaction.  In 
individuals  with  a history  of  photoallergic  re- 
actions to  tetracyclines,  exposure  to  direct  sun- 
light should  be  avoided  and  treatment  should  be 
discontinued  at  first  evidence  of  skin  discomfort. 
Precautions:  As  with  any  antibiotic,  overgrowth 
of  nonsusceptible  organisms  may  occasionally 
occur.  Constant  observation  of  the  patient  is 
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essential.  If  such  superinfections  are  encoun- 
tered, Vibramycin  should  be  discontinued  and 
replaced  by  appropriate  therapy. 

When  treating  gonorrhea  in  which  lesions  of 
primary  or  secondary  syphilis  are  suspected, 
proper  diagnostic  procedures,  including  dark- 
field  examinations,  should  be  utilized.  In  all 
cases  in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should  be 
made  for  at  least  four  months. 

Adverse  Reactions:  Nausea,  vomiting,  diarrhea, 
vaginitis,  as  well  as  reactions  of  an  allergic  na- 
ture such  as  dermatitis,  urticaria,  and  anaphy- 
laxis may  occur  but  are  rare.  Glossitis, 
stomatitis,  proctitis,  onycholysis  and  discolora- 
tion of  the  nails  may  rarely  occur  during  tetra- 
cycline therapy  as  with  other  antibiotics.  If 
severe  adverse  reactions,  individual  idiosyn- 
crasy, or  allergy  occur,  discontinue  medication. 
As  with  other  tetracyclines,  elevation  of  SCOT 
or  SGPT  values,  or  elevated  BUN  have  been  re- 
ported, the  significance  of  which  is  not  known 
at  this  time.  Anemia,  neutropenia,  and  eosino- 
philia  have  been  reported,  as  with  other 
tetracyclines. 

Animal  Pharmacology:  As  with  other  tetracy- 
clines, at  doses  greater  than  those  recom- 
mended for  human  usage,  Vibramycin  produces 
discoloration  of  animal  thyroid  glands.  Care- 
ful monitoring  of  animals  and  humans  has 
disclosed  no  abnormalities  of  thyroid  function 
studies.  Also,  as  with  other  tetracyclines,  at 
relatively  high  oral  doses,  evidence  of  hepa- 
totoxicity  has  been  noted  in  dogs  and  signs  of 
gastrointestinal  intolerance  have  been  seen  in 
both  dogs  and  monkeys. 

Dosage:  The  usual  dose  of  Vibramycin  is  200 
mg.  on  the  first  day  of  treatment  (administered 
100  mg.  every  12  hours)  followed  by  a main- 
tenance dose  of  100  mg. /day.  The  maintenance 
dose  may  be  administered  as  a single  dose,  or 
as  50  mg.  every  12  hours.  In  the  management 
of  more  severe  infections  (particularly  chronic 
infections  of  the  urinary  tract),  100  mg.  every 
12  hours  is  recommended.  The  recommended 
dosage  schedule  for  children  weighing  100 
pounds  or  less  is  2 mg. /lb.  of  body  weight  di- 
vided into  two  doses  on  the  first  day  of  treat- 
ment, followed  by  1 mg. /lb.  of  body  weight 


VSbramucon’ 

. _ MB  . a semi-synthetic  tetracycline 

{ daxycycUn^)m 


given  as  a single  daily  dose  or  divided  in 
doses,  on  subsequent  days.  For  more  s(  | 
infections  up  to  2 mg./ lb.  of  body  weigiT 
be  used.  For  children  over  100  lbs.  the  i? 
adult  dose  should  be  used.  | 

Acute  gonococcal  anterior  urethritis  in  i a 
— a single  dose  of  300  mg.  or  100  mg.  ba 
for  2-4  days.  JJ 

Acute  gonococcal  infections  in  the  adul  g 
should  be  treated  with  doses  of  100  mg  J 
until  cure  is  effected. 


Therapy  should  be  continued  beyond  th  t 
that  symptoms  and  fever  have  subsidec  j 
When  used  in  streptococcal  infections, 
should  be  continued  for  10  days  to  prev 
the  development  of  rheumatic  fever  i 
or  glomerulonephritis. 

If  gastric  irritation  occurs,  it  is  recommit 
that  Vibramycin  be  given  with  food  or  rt  " 
Studies  indicate  that  the  absorption  of  I ) 
Vibramycin  is  not  markedly  influenced  n 
simultaneous  ingestion  of  food  or  milk.  I 


Simultaneous  administration  of  alumini 


til 


droxide  gel  given  with  tetracycline  antiti 
including  Vibramycin  has  been  shown  t 
crease  absorption.  i 

Supply:  Vibramycin  Hyclate  (doxycyclir  f‘ 
hyclate)  is  available  as  capsules  contaii  i , 
doxycycline  hyclate  equivalent  to  50  mg  I T 
doxycycline.  bottles  of  50,  unit-dose  pac /f  j 
100  (10  X lO’s),  and  X pack  of  50  (5  x 1C 
capsules  containing  doxycycline  hyclati  jl 
equivalent  to  100  mg.  of  doxycycline,  JJ 
bottles  of  50,  unit-dose  pack  of  100  (10  (Ttf 
and  V pack  of  25  (5  x 5’s). 

Vibramycin  Monohydrate  (doxycycline 
hydrate)  is  available  as  a dry  powder  fo 
suspension  containing  when  reconstitu 
doxycycline  monohydrate  equivalent  to 
of  doxycycline  per  5 cc.  (each  teaspoon  ),'i 
with  a pleasant-tasting  raspberry  flavor  oi 
bottles. 


More  detailed  professional  information 
available  on  request. 


J 


or  the  debilitated 
geriatric  patient 


TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 

contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid  . 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B|2- 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


epocHE^^ 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 


Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCINS  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatmei 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  d 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elder 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent! 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  m 


Coniraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  p>ossible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  exp>o- 
sure;  discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

.Adverse  Reactions:  Gasiroiniesiinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— macuio- 


papular  and  erythematous  rashes;  exfoliati 
dermatitis;  photosensitivity;  onycholysis,  n 
discoloration,  /f/dney— dose-related  rise 
BUN.  Hypersensitivity  reactions— \srX\car\ 
angioneurotic  edema,  anaphylaxis.  Intracran 
—bulging  fontanels  in  young  infants.  Teeti 
yellow-brown  staining;  enamel  hypoplasi 
B/ood— anemia,  thrombocytopenic  purpui 
neutropenia,  eosinophilia.  Liver— cholestasb 
high  dosage. 

Upon  adverse  reaction,  stop  medication  ai 
treat  appropriately. 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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SUSTAINED 

REUASE 
VITAMIN  C 


CEVI-BID 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Available  in 
Concentrated  Liquid  or  Powdered 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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IN  G.U.  THERAPY 

Does  not  create  problems... 


SOLVES  THEM 

WITH  FIRST  DOSE  PAIN  RELIEF 


Urised  is  a problem  solver  through  its  time  tested  record  of  minimal  side  effects. 
Unlike  newer  antibiotics  or  sulfonamides,  Urised  does  not  create  problems.  It  brings 
patient  comfort  with  first  dose  pain  relief.  For  over  50  years,  Urised  has  created 
physician  and  patient  confidence  by  providing  effective  therapy  when  needed. 


Clinically  effective  for  G.U.  Therapy^-® 


For  G.U.  Frequency- Urgency- Burning 


CYSTITIS 

PYELITIS 

TRIGONITIS 

URETHRITIS 


Each  blue-coated  tablet  contains  active: 

Atropine  Sulfate  ..0.03  mg.  Methylene  Blue  .. . 5.4  mg. 
Hyoscyamine  ....0.03mg.  Phenyl  Salicylate  .18.1  mg. 
Methenamine  ....40. 8 mg.  Benzoic  Acid  ....  4.5  mg. 


Caution:  Federal  law  prohibits  dispensing  without  a prescription. 


Action  and  Uses:  Urised  is  effective  in 
cystitis,  pyelitis,  trigonitis  in  pregnancy, 
urethritis,  and  other  urinary  tract  infections 
where  the  invading  organisms,  such  as  E. 
coii,  S.  aureus  and  albus,  are  susceptible 
to  methenamine  and  methylene  blue  in  an 
acid  medium. 

URISED  also  is  useful  as  a prophylactic 
measure  prior  to  urinary  tract  instrumen- 
tation or  operation.  In  acute  fulminating 
infections,  URISED  may  be  used  for  symp- 
tomatic relief  while  awaiting  specific  lab- 
oratory diagnosis.  May  be  combined  with 
specific  therapy  where  indicated. 

Effects:  Rapid  relief  of  pain,  relaxation  of 
smooth  muscle  spasm  through  parasympa- 


tholytic action  of  atropine  and  hyoscya- 
mine; pus  cell  content  decreased. 
Administration  and  Dosage: 

Adults:  Two  tablets,  orally,  four  times 
per  day,  followed  by  liberal 
fluid  intake. 

Children;  One-half  the  adult  dose. 
Acute  cases:  Initially  two  tablets  every 
hour  for  three  doses,  fol- 
lowed by  the  recommended 
daily  administration. 

Precautions:  Administer  with  caution  to 
persons  with  known  idiosyncrasy  to  atro- 
pine and  cardiac  disease.  While  under  this 
therapy  the  urine  is  blue;  patients  should 


be  so  advised  to  allay  apprehension. 

Side  Effects:  Neither  irritation  nor  unto- 
ward reactions  have  been  reported;  how- 
ever, if  pronounced  dryness  of  the  mouth, 
flushing,  or  difficulty  in  initiating  micturi- 
tion occurs,  decrease  dosage.  If  rapid 
pulse,  dizziness  or  blurring  of  vision  oc- 
curs, discontinue  use  immediately.  Acute 
urinary  retention  may  be  precipitated  in 
prostatic  hypertrophy. 
Contraindications:  Glaucoma,  urinary 
bladder  neck  or  pyloric  obstruction,  duo- 
denal obstruction  and  cardiospasm.  Hy- 
persensitivity to  any  of  the  ingredients. 
How  Supplied:  Bottles  of  100,  500  and 
1,000  tablets. 

References:  (1)  Sands,  R.  X.:  New  York 
St.  J.  Med.  61:2598-2602,  1961;  (2)  Renner, 
M.  J.,  et  al,:  Hosp.  Topics  39:71-73,  1961; 
(3)  Haas,  Jr.,  J.,  and  Kay,  L.  L.:  Southwest. 
Med.  42:30-32,  1961;  (4)  Marshall,  W.: 
Clin.  Med.  7:499-502,  1960;  (5)  Strauss,  B.: 
Clin.  Med.  4:307-310,  1957. 


^CONAl-  Manufacturers  of  Uriceutical®  Specialties 


Pharmaceuticals,  Inc. 
Chicago,  Illinois  60640 


Myianta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Myianta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  GJ.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


Stuart 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 


Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


I love  my  family. 

I adore  this  house. 

My  in-laws  are  great, 
rhe  neighbors  are  wonderful. 


mephentermine  suHalel  are  desirable.  Allergic  or 
rdiosyncratic  reactions  are  rare,  but  such  reactions, 
sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate  Previous 
history  ot  allergy  may  or  may  not  be  related  to 
incidence  of  reactions  Mild  reactions  are 
characterized  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  confined  to 
groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  pelechiae.  eccliymoses.  peripheral 
edema  and  fever  have  been  reported.  &ie  fatal 
case  of  bullous  dermatitis  following  intermittent  use 
of  meprobamate  with  prednisolone  has  been 
reported.  If  allergic  reaction  occurs,  meprobamate 
should  be  slopped  and  not  reinsliluled  Severe 
reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  |1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  easel  and 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro- 
cortisone Aplastic  anemia  |1  fatal  easel, 
thrombocytopenic  purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  of  known  toxic  agents.  A few 
cases  of  leukopenia,  usually  transient,  have  been 
reported  on  continuous  administration 

Meprobamate  may  sometimes  precipitate  grand 
mal  attacks  in  patients  susceptible  to  both  grand 


and  petit  mal.  Extremely  large  doses  can  produce 
rhythmic  fast  activity  in  the  cortical  pattern 
Impairment  of  accommodation  and  visual  acuity  has 
been  reported  rarely  After  excessnre  dosage  for 
weeks  or  months,  withdraw  gradually  (1  or  2 weeksi 
to  avoid  recurrence  of  pretrealment  symptoms 
(insomnia,  severe  anxiety,  anorexial.  Abrupt 
discontinuance  of  excessive  doses  has  sometimes 
resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures  Prescribe 
very  cautiously  and  in  small  amounts  tor  patients 
with  suicidal  tendencies  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have 
resulted  in  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal 
levels,  anri  occasionally  hyperventilation.  Treat 
with  immediate  gastnc  lavage  and  appropriate 
symptomatic  therapy.  ICNS  stimulants  and  pressor 
amines  as  indicated).  Doses  above  2400  mg..rday 
are  not  recommended 

Composdm  Tablets.  200  mg  and  400  mg 
meprobamate  Coated  Tablets.  WYSEALS* 

EQUANIL  (meprobamate)  400  mg.  (All  tablets  also 
available  in  REDIPAK*  [strip  pack).  Wyeth. ) 
Continuous-Release  Capsules.  EQUANIL  L-A 
|meprobamale|400mg. 


I 

The  young  homemaker:  I 
her  underlying  anxiety  I 
and  tension  can  surface 
and  intensify  under  the 
continuous  stress  of 
rearing  a growing  family 
Especially  when  she  s 
confined  to  the  home  ar 
its  environs  so  much.  ' 

You  can  help  her  over 
the  rough  spots  with  ; 
reassurance  and  counsr 
Equanil  can  help  relieve 
tension,  ease  anxiery— 
with  little  risk  of  serious 
side  effects.  Time  and 
experience  will  probabi 
do  the  rest. 

Equanir 

(meprobamate 

Wyeth  Laboratories 
Philadelphia.  Pa. 


I 

tdicaiions  For  use  in  management  of  anxiety  and 
msion  occurring  alone  or  as  accompanying 
ymptom  complex  to  medical  and  surgical  disorders 
nd  procedures.  Though  not  a hypnotic,  fosters 
ormal  sleep  through  antianxiety  and  related 
luscle-relaxant  properties 
'ontraindications  History  of  sensitivity  to 
leprobamate 

vportanr  Precautions.  Carefully  supervise  dose 
nd  amounts  prescribed,  especially  for  patients 
rone  to  overdose  themselves  Excessive  prolonged 
se  has  been  reported  to  result  in  dependence  or 
abituation  in  susceptible  persons,  as  alcoholics, 
x-addicts.  and  other  severe  psychoneurotics 
ifter  prolonged  excessive  dosage,  reduce  dosage 
iradually  to  avoid  possibly  severe  withdrawal 
eactions  Abrupt  discontinuance  of  excessive 
loses  has  sometimes  resulted  in  epileptiform 
eizures 

Varn  patients  of  possible  reduced  alcohol  tolerance, 
vith  resultant  slowing  of  reaction  time  and 
mpairment  of  judgment  and  coordination 
Teduce  dose  if  drowsiness,  ataxia  or  visual 
listurbance  occurs,  if  persistent,  patients  should 
lot  operate  vehicles  or  dangerous  machinery 
We  Etiects  include  drowsiness,  usually  transient, 
f persistent  and  associated  with  ataxia,  usually 
esponds  to  dose  reduction,  occasionally 
loncomitant  CNS  stimulants  (amphetamine. 


*hoto  protessionatly  posed 


for  the  problem  drinker 


BerocMsa: 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Biq. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


flpocHli 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


1 


Now 

available  for  your 

prescribing 

needs 


Cordrarf  1ape 

Flurandrendidelape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Tumor  of  the  Neck 
Caused  by  Cervical  Rib 

George  Kleinfeld,  M.D.  and  Richard  M.  Fleming,  M.D. 


Congenital  supernumerary  ribs  may  be  found 
in  both  the  lumbar  and  cervical  spine  but  are 
usually  considered  clinically  important  only  when 
a seventh  cervical  rib  compresses  the  neurovascu- 
lar structures  lying  between  it  and  the  overlying 
scalene  musculature,  the  so-called  scalenus  anticus 
s)mdrome.  References  and  descriptions  of  the 
nature  and  the  therapy  of  the  scalenus  anticus 
syndrome  are  numerous  in  the  international  medi- 
cal literature  and  are  to  be  found  in  standard 
texts. 

It  is  our  purpose  here  to  emphasize  another 
feature  of  the  seventh  cervical  rib  which  is  also 
of  clinical  significance. 

Case  Reports 

Case  1. — A 71-year-old  male  was  found  to  have  a hard, 
deeply  fixed  mass  in  the  right  supraclavicular  region 
(Fig.  la).  Routine  chest  x-ray  was  interpreted  to  be 
normal.  The  patient  was  referred  to  a surgeon  for  biopsy 
of  the  mass  with  a presumptive  diagnosis  of  metastatic 
carcinoma.  Prior  to  biopsy  an  x-ray  of  the  neck  revealed 
a right  cervical  rib  (Fig.  lb)  and  biopsy  was  not  advised. 
Despite  his  advanced  age,  this  patient  had  no  knowledge 
of  a cervical  rib. 

Case  2. — A healthy  iS-year-old  schoolgirl  was  found 
to  have  a hard,  deeply  fixed  mass  in  the  left  lateral 
neck  (Fig.  2a).  Lymphoma  was  suspected.  The  chest 
film  was  normal  but  x-rays  of  the  neck  disclosed  a 
left  cervical  rib  as  well  as  malformation  of  two  cervical 
vertebrae  (Fig.  2b).  Biopsy  was  not  performed. 

Case  3. — A 41-year-old  female  was  found  to  have 
a firm  irregular  mass  in  the  right  breast.  A hard  mass 
was  also  found  in  the  right  supraclavicular  region.  The 
initial  clinical  impression  was  that  this  represented  an 
inoperable  carcinoma  of  the  breast;  however,  the  patient 
knew  of  her  cervical  rib  and  so  advised  the  surgeon. 
She  subsequently  underwent  excision  of  the  tumor  of 
the  breast  which  proved  to  be  benign. 

Drs.  Kleinfeld  and  Fleming  are  clinical  instructors  of  surgery 
at  the  University  of  Miami  School  of  Medicine,  Miami. 


Figure  la 


Figure  lb 


J.  FLORIDA  M.A./MAY  1970 


25 


Figure  2a 


Discussion 

When  of  sufficient  size,  seventh  cervical  ribs 
produce  a hard  mass  in  the  supraclavicular  region, 
either  in  the  scalene  triangle  or  in  the  posterior 
cervical  triangle  depending  on  length.  The  con- 
sistency of  the  overhang  structures,  i.e.,  nerves, 
blood  vessels,  muscles,  may  modify  the  bony 
hardness  of  the  rib,  impart  a confusing  configura- 
tion to  the  mass  and  exaggerate  its  size.  As  illus- 
trated by  our  cases,  an  examiner  not  considering 
a cervical  rib  in  his  diagnosis  of  a lower  cerx’ical 
mass  may  believe  that  a primary  or  metastatic 
neoplasm  is  present.  The  diagnostic  problem  may 
be  made  more  difficult  by  the  occasional  failure 
of  cervical  ribs  to  appear  on  routine  chest  x-rays. 
Cervical  spine  views  may  be  required.  Biopsy  may 
be  considered  and  perhaps  mistakenly  undertaken 
in  some  patients,  although  not  in  ours.  In  case 
3,  if  the  breast  mass  had  been  malignant  and 


Figure  2b 


the  patient  and  examiner  had  not  realized  the 
significance  of  her  cervical  rib,  treatment  of  the 
breast  carcinoma  might  have  been  radically 
altered.  ' 

Summary 

Seventh  cervical  ribs  may  mimic  neoplasms  of  i 

the  supraclavicular  region  and  should  be  con- 
sidered in  the  differential  diagnosis  of  masses  in  \ 
this  region.  [ 

^ Dr.  Kleinfeld,  995  North  Miami  Beach  Boule-  ' 

vard,  North  Miami  Beach  33162. 
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Airboats  and  Injuries 

William  C.  Allen,  M.  D. 


Airboating,  a popular  sport  ever  since  it  began 
in  Florida  in  the  late  1920’s,  is  attracting  more 
and  more  people  who  either  buy  a commercially 
made  boat  or  make  their  own  so  they  can  reach 
the  back  swamp  country.  The  medical  signifi- 
cance of  this  trend  is  that  more  and  more  in- 
juries are  directly  attributable  to  airboats,  their 
construction,  and  operation.  In  the  past  two  years 
victims  of  four  accidents  caused  by  propellers 
of  airboats  have  been  seen  at  Shands  Teaching 
Hospital  of  the  University  of  Florida  College  of 
Medicine.  One  of  the  victims  arrived  DOA  in  the 
emergency  room. 

Airboats 

Historically,  the  originator  of  the  airboat  is  re- 
portedly Herbert  Richmond  of  Miami,  who,  in 
1924,  called  his  craft  the  “aboveboard.”  He  used 
twin  canoes  hitched  together,  fitted  with  a Harley- 
Davidson  motorcycle  engine.  This  type  craft  was 
later  used  by  hotel  owners  close  to  the  Everglades 
to  transport  their  guests  back  into  the  Everglades 
where,  until  that  time,  conventional  boats  could 
not  negotiate  the  shallow  waters.  Frog  hunters 
began  using  the  boats  to  get  in  and  out  of  the 
swamps.  In  the  transition,  the  froggers  adopted 
automobile  motors  and  still  later,  the  Redding 
boys,  Joxie  and  Bunk,  switched  to  light  aircraft 
engines,  particularly  Continentals,  Franklins  and 
Lycomings.  By  this  time  the  evolutionary  process 
of  the  airboat  was  well  underway  and,  indeed 
today,  some  are  made  in  the  same  design  as  those 
back  in  the  late  1920’s  and  early  1930’s. 

Airboats  are  motor-driven  boats  which  use 
a propeller  to  push  wind,  much  like  an  air- 
plane, translating  this  power  then  to  the  boat 
itself.  This  allows  a boat  to  run  in  very  shallow 
water  as  there  are  no  encumbrances  on  the  bot- 
tom side.  Since  the  boats  have  a flat  bottom  with 
no  rudder  in  the  water,  steering  is  accomplished 
by  a rudder  behind  the  propeller.  Some  commer- 
cial and  homemade  boats  are  capable  of  moving 

From  the  Division  of  Orthopaedic  Surgery,  Department  of  Sur- 
gery, University  of  Florida  College  of  Medicine,  Gainesville. 


on  dry  land  with  the  amount  of  power  in  their 
engines.  This  enables  their  pilots  to  go  from 
lake  to  lake,  over  dikes,  roads,  and  has  been  a 
tremendous  boon  to  sportsmen  as  the  boats  have 
made  even  the  farthest  reaches  of  the  deep  swamps 
accessible. 

The  boats  attract  more  than  just  the  ordinary 
sportsman.  They  are  spectacular  to  see  in  opera- 
tion and  even  more  spectacular  and  thrilling  to 
ride.  Because  of  their  unique  characteristics,  the 
boats  are  sometimes  referred  to  as  sw^amp  boats  or 
blow  boats. 

An  increasing  number  of  people  are  involved 
in  airboating;  similarly  a large  group  are  unaware 
of  the  inherent  dangers  in  a propeller-driven 
boat.  Its  operation  and  use  are  quite  different 
from  conventional  outboards  or  inboards. 

Airboats,  both  commercial  and  homemade,  are 
capable  of  speeds  in  excess  of  60  or  65  m.p.h. 
The  operator  sits  high  so  that  he  can  see  over  the 
grass  that  the  airboat  runs  through.  The  boat  is 
made  of  aluminum,  steel  or  fiberglass  and  has 
a very  shallow  draft,  creating  a situation  in  which 
the  person  who  has  never  driven  airboats  feels 
quite  ill  at  ease.  Because  of  the  flat  bottom  hull, 
the  boat  will  easily  flip  sideways  when  put  into 
a tight  spin.  If  it  hits  its  own  wake  or  a log, 
it  will  easily  turn  over.  As  an  airboat  planes  along 
at  high  speeds,  it  usually  rides  over  submerged 
logs  or  rocks;  however,  if  the  operator  misjudges 
grass  or  mud  and  hits  a sandbar,  the  boat  will 
suddenly  stop,  pitching  him  forward.  Again,  un- 
like other  boats,  there  is  no  reverse  and  the  opera- 
tor must  become  accustomed  to  using  the  rudder 
behind  the  propeller  blade.  If  an  airboat  operator 
feels  that  he  is  in  trouble  and  during  a turn 
suddenly  decreases  his  throttle,  he  will  surely 
swamp  the  boat  and  sink. 

Because  of  the  power,  it  is  quite  conceivable 
that  an  airboat  going  at  top  speed  and  planing 
across  grass  and  water  can  become  airborne, 
whereupon  the  operator  may  lose  control  of  the 
boat,  tipping  it  over. 
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These,  in  brief,  are  some  of  the  common  op- 
erational difficulties  inherent  in  all  airboats. 

At  the  present  time  most  airboat  operators 
enjoy  the  sport  as  a week-end  hobb}-,  building 
and  remodeling  their  own  boats.  It  is  conceiv- 
able that  a person  can  buy  an  old  used  airplane 
engine  for  as  little  as  SIOO.  A flat-bottomed  boat 
which  the  person  can  make  himself  or  buy  second- 
hand may  cost  as  much  as  another  S50  to  $100. 
All  in  all,  a person  can  build  an  airboat  for  as 
little  as  $200  to  S300  if  he  is  at  all  mechanically 
inclined.  These  people  enjo}'  airboating  both  as 
a hobby  and  a method  of  getting  out  of  doors 
into  the  areas  of  wilderness  they  are  interested 
in.  The  boats  are  usualh’  made  to  function  strictly 
as  a unique  mode  of  transportation  with  little 
consideration  for  safety.  When  one  of  these  turns 
over  or  when  someone  gets  too  close  to  the  pro- 
peller, severe  injuries  ma\'  occur. 

Case  Studies 

The  following  case  studies  are  of  people  who 
were  involved  in  airboat  accidents.  Preceding  each 
is  a brief  history  of  what  happened  in  those  few 
moments  prior  to  the  accident. 

Case  1. — The  first  case  involved  a 33-year-old  married 
white  male.  The  patient,  while  trj-ing  to  crank  an  airboat 
engine,  sufiered  a propeller  injury  to  his  right  shoulder 
girdle,  right  posterior  superior  chest,  and  cer\-ical  thoracic 
spine.  Apparently  in  cranking  the  engine  manually,  his 
two  han^  on  the  propeller,  the  engine  caught  and  started. 
He  fell  forward  with  the  sudden  release  of  the  propeller. 
The  propeller  blade  struck  him  across  the  top  of  the 
shoulder  entering  the  cer\-ical  spine  and  chest.  He  was 
rushed  to  the  emergency  room  where  no  blood  pr^sure 
was  obtainable.  He  received  volume  replacement  with 
Ringer’s  lactate  and  blood  and  presently  had  a sj-stolic 
blood  pressure  of  around  80  with  a pulse  of  150.  He  W'as 
alert  at  that  time.  There  was  no  motor  or  sensory  deficit 
in  his  extremities.  He  had  a good  radial  pulse  in  the 
right  upper  extremit3’  although  transient  paresthesias  in 
his  left  thumb  and  index  finger  had  been  noted  shortly 
after  the  accident.  Th»e  resolved  and  have  not  recurred. 
Sensation  to  pinprick  was  intact  to  all  points  in  his 
extremities. 

There  was  a large,  deep  laceration  over  the  right 
posterior  shoulder  girdle  extending  to  just  past  the  mid- 
hne  to  the  left.  There  were  multiple  fracture  fragments 
of  the  distal  claricle,  proximal  humerus,  glenoid,  and 
scapular  spine  and  the  supraspinatus  portions  of  the 
scapula.  The  spinous  processes  of  the  upper  thoracic 
and  lower  cer\ical  vertebrae  were  palpable  in  the  depths 
of  the  wound  and  there  was  a definite  tear  of  the  inter- 
spinous  ligament  at  the  level  of  C-7,  T-1,  but  no  in- 
stability of  the  spine  was  detectable.  There  were  ex- 
tensive superficial  and  deep  second  degree  bums  over 
both  shoulders  and  over  his  back. 

The  patient  was  admitted  directly  to  the  intensive 
care  unit  where  he  received  six  units  of  blood.  There 
was  no  eridence  of  pneumothorax  and  x-ray  of  the 


shoulder  showed  the  injuries  as  described.  He  was  then 
taken  to  the  operating  room  where  the  shoulder  wound 
was  thoroughly  debrided  of  loose  bony  fragments  which 
included  the  acromion  and  spine  of  the  scapula  as  well 
as  the  distal  third  of  the  clavicle.  He  received  11  units 
of  blood  during  surgery  and  maintained  a good  urine 
output  throughout  his  course.  He  was  immobilized  in  a 
modified  sling  and  swath  with  a large  amount  of  me- 
chanic waste  in  the  right  axilla  to  hold  his  arm  at 
approximatelj’-  25°  of  abduction.  His  cervical  spine 
was  immobilized  in  a soft  felt  collar.  He  was  later  placed 
in  an  abduction  type  plaster  spica  and  he  did  well  post 
injury’. 

Case  2. — A young  married  woman  in  her  middle  20’s 
was  injured  while  enjoying  a weekend  afternoon  ndth 
her  husband  on  their  airboat  off  Cedar  Key.  They  were 
approximately  three  to  four  miles  ofi  shore  when  the 
boat,  piloted  by  her  husband,  went  into  a sharp  bank, 
slid  sideways,  catching  its  leading  edge  and  flipped  onto 
her.  The  motor  continued  to  run  with  the  propeller  thrash- 
ing about.  She  sustained  traumatic  amputations  of  both 
legs  below  the  knees  and  amputation  of  the  hand 
except  for  the  hy’pothenar  eminence  and  little  finger. 
Since  they  w’ere  alone,  he  could  get  her  to  shore  only  with 
his  own  boat.  In  a panic,  he  was  able  to  right  the  boat, 
get  his  wife  aboard,  start  the  motor  and  return  to  shore 
■where  he  left  the  boat,  carried  his  wife  to  the  car  and 
drove  to  the  emergency  room  at  the  University  of 
Florida.  She  subsequently  underwent  emergency  therapy 
with  replacement  of  blood  loss,  debridement  of  wounds 
with  amputation  of  both  legs  and  a hand.  Being  young 
and  well  motivated,  she  has  learned  to  use  bUateral 
below  knee  prostheses  and  uses  her  left  hand  with  her 
little  finger  functioning  as  a hook. 

Case  3. — The  third  patient  was  a 50-year-old  man 
who  was  a guest  aboard  another  man’s  airboat.  While 
in  a remote  area  of  the  swamp  close  to  Gulf  Hammock, 
the  airboat  became  stuck  in  the  mud.  They  both  got  out, 
started  the  motor,  and  began  pushing  the  boat  from  be- 
hind the  propeller.  The  man  slipped  or  lost  his  balance, 
and  both  hands  were  cut  off  by’  the  propeller.  He  now 
wears  a prosthetic  hook  on  one  arm  and  uses  his  other 
arm,  which  has  an  intact  wrist  joint  with  carpus,  without 
a prosthesis.  This  hand  has  no  thumb  or  fingers.  He  is 
a white  collar  worker  and  is  able  to  perform  ■well  at  his 
occupation. 


Fig.  1. — (Case  2)  A 26-year-old  married  woman  received 
this  mutilating  injury  to  her  hand.  Subsequently’,  she 
retained  her  little  finger  and  hypothenar  eminence.  See 
Figure  3. 
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Fig.  2. — (Case  2)  These  injuries  occurred  in  the  same 
patient  shown  in  Figure  1 and  necessitated  bilateral  below 
knee  amputations. 


Discussion 

In  all  these  cases,  the  patients  were  hit  by  the 
propeller.  There  is  a wide  divergence  of  opinion 
among  various  people  associated  with  airboats 
as  to  whether  or  not  a propeller  should  be  shroud- 
ed with  a protective  cage  as  a safety  device.  One 
commercial  manufacturer  of  airboats  in  Florida 
believes  very  strongly  that  the  propeller  should 
be  covered  so  that  it  is  practically  impossible 
for  a person  to  stumble  and  fall  or  in  any  way 
get  his  extremities  or  head  into  the  path  of  the 
propeller.  He  has  not  always  felt  this  way  and, 
indeed,  for  some  years  manufactured  airboats 
without  any  type  of  protective  covering.  About 
eight  years  ago  he  was  starting  an  airboat  by 
manually  pushing  on  the  propeller  and  became 
the  victim  of  an  accident.  The  propeller  struck 
the  dorsum  of  his  hand,  severing  the  extensor 
tendons  and  breaking  the  metacarpals,  leaving  the 
flexor  tendons  and  digital  nerves  and  arteries 
intact.  At  the  time,  he  thought  he  had  lost  his 
hand;  however,  it  was  replaced  and  the  extensor 
tendons  reconstituted  at  surgery.  Today  he  has. 


Fig.  3 — Case  3)  propeller  injury  to  a man’s  right  hand 
sustained  when  he  slipped  while  pushing  an  airboat.  See 
Figure  4. 


Fig.  4 — (Case  3)  The  man’s  opposite  hand  seen  in  Figure 
3. 


for  all  practical  purposes,  a normal  hand.  Follow- 
ing this  accident,  he  decided  not  to  sell  airboats 
that  would  allow  people  to  cut  off  their  extremities 
by  such  a simple  accident.  He  subsequently  de- 
signed and  developed  a protective  cage  for  the 
propeller.  At  the  present  time,  this  man  sells 
many  airboats  to  federal  and  state  agencies  and 
all  have  a protective  guard  around  the  propeller. 
The  Army  Corps  of  Engineers,  which  uses  several 
airboats  throughout  Florida  for  the  spraying  of 
hyacinths,  also  insists  that  the  propeller  be  well 
shrouded.  These  boats  are  frequently  handmade 
by  the  men  involved  in  the  operation  and  come 
well  protected,  probably  as  well  as  any  airboat 
can  be,  so  that  propeller  accidents  will  not  occur. 

Opposing  this  viewpoint  is  a large  group  of 
people  who  believe  a protective  cage  around  a 
propeller  results  in  more  air  drag  and  less  power 
from  the  engine.  This  is  a false  argument.  The 
airboat’s  maximum  speed  is  somewhere  in  the 
neighborhood  of  60  to  65  m.p.h.  Even  at  that 
speed  the  propeller  is  running  in  its  owm  turbu- 
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Fig.  5 — An  unsafe  airboat  which  is  in  use  by  a comme.'- 
cial  frogger. 


lence  and  the  added  turbulence  of  air  from  the 
protective  cage  means  very  little.  Another  prob- 
lem frequently  voiced  by  airboat  operators  is 
lily  pad  leaves.  Running  at  high  speeds  through 
lily  pads,  some  of  the  leaves  will  come  off  and 
plaster  themselves  against  the  cage,  effectively 
cutting  down  the  amount  of  air  for  the  propeller, 
thereb}'  reducing  the  speed  of  the  boat.  This  is 
a valid  argument  in  that  if  the  leaves  are  able 
to  screen  off  enough  of  the  air  to  the  propeller, 
the  boat  will  be  effectiveh-  slowed.  This  is  a 
minor  argument  because  it  onU’  takes  a matter  of 
seconds  to  stop  the  boat  and  clean  off  the  leaves. 
If  the  cage  is  to  be  truly  a protective  device,  it 
has  to  fit  up  over  the  top  of  the  propeller.  The 
added  height  to  the  boat  is  another  eight  to  12 
inches  which  seems  to  annoy  some  operators  as 
it  is  sometimes  difficult  for  them  to  get  under 
bridges  and  low-hanging  branches.  The  safety 
factor  of  a well  protected  propeller  outweighs 
these  minor  disadvantages. 

It  is  my  opinion  that  if  airboat  operators 
were  educated  and  informed  of  the  danger  of 
the  unshrouded  propeller  and  the  unique  con- 


Fig. 6 — .\  safe  airboat  with  a well  caged  propeller  in 
use  by  the  .\rmy  Corps  of  Engineers. 


struction  of  the  boat,  the  number  of  injuries 
would  be  decreased. 


Summary 

Airboat  accidents  are  usually  of  a mutilating 
nature,  almost  always  involving  people  getting 
caught  in  the  propeller. 

To  decrease  the  number  of  injuries  incurred 
in  airboating,  two  factors  should  be  employed: 
a proper  protective  shroud  for  the  propeller 
should  be  used  at  all  times  when  the  propeller 
is  in  motion;  proper  education  and  familiarization 
with  the  operation  of  the  airboat  should  be  a 
prerequisite  for  people  riding  in  or  using  air- 
boats. 
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Inborn  Errors  of  Metabolism 
Associated  With  Unusual  Odors 


Donald  G.  Carpenter,  M.S.  and  Charles  H.  Carter,  M.D. 


More  than  190  clinical  entities  involving  either 
enzyme  deficiencies  or  transport  defects  have  been 
describedi^  and  the  number  is  increasing  rapidly. 
Permanent  brain  damage  and  mental  retardation 
develop  with  most  of  these  syndromes  unle.ss  they 
are  discovered  and  treatment  begun  when  the 
patient  is  young.  Fortunately  many  are  treatable^ 
and  screening  tests  have  been  developed  for  de- 
tection of  a large  number. Except  for  phenyl- 
ketonuria, these  tests  are  not  yet  generally  avail- 
able in  most  clinical  laboratories. 

.A  number  of  metabolic  errors  are  associated 
with  unusual  odors  due  to  accumulation  of  certain 
metabolites  in  body  fluids  which  produce  charac- 
teristic aromas.**  These  odors  are  usually  quite 
striking  and  obvious  to  nursing  personnel  and  the 
attending  phy.sician.  They  may  lead  to  early  de- 
tection of  these  conditions,  subsequent  confir- 
mation and  treatment  which  could  save  these 
patients  from  irretrievable  mental  retardation  and 
a life  of  institutionalization. 

.Although  incidence  of  most  of  these  syndromes 
is  small,  and  in  some  only  one  or  two  cases  have 
been  found,  they  should  be  suspected  in  any  pa- 
tient exhibiting  an  unusual  odor.  Following  is  a 
brief  review  of  currently  known  metabolic  errors 
associated  with  unusual  odors. 

Maple-Syrup-Urine  Disease 

Maple-.syrup-urine  disease  was  described  by 
Menkes  et  al“  in  1954  and  subsequently  identified 
as  a disorder  of  the  branch-chained  amino  acids, 
leucine-isoleucine  and  valine.  The  defect  was  de- 
fined as  a block  in  oxidative  decarboxylation  of 
the  keto  acids  formed  in  the  first  step  of  their 
catabolism.**-"’  A build-up  of  both  the  amino  and 
keto  acids  occurs  in  the  tissues,  plasma,  cere- 
brospinal fluid  and  urine  and  the  presence  of 
u-ketoisocaproic,  a-keto  B-methyl  valeric  and 
u-ketoisovaleric  acids  in  the  urine  may  be  re- 
sponsible for  the  odor  described  by  various  work- 
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ers  as  resembling  “caramelized  sugar,”  “maple 
sugar”  or  as  “malty.” 

Anorexia,  feeding  problems  and  failure  to 
thrive,  hypertonicity,  occasional  convulsions  and 
semi-coma  appear  in  the  first  week  of  life.  Both 
se.xes  and  virtually  all  races  may  be  affected.  The 
outcome  is  uniformly  fatal  unless  diagnosed  and 
treated  in  the  first  few  days  of  life. 

Treatment  consists  of  dietary  management  to 
correct  high  serum  levels  of  leucine,  isoleucine 
and  valine.**  There  is  ample  evidence  that  the 
institution  of  early  treatment  can  prevent  or  al- 
leviate the  severe  central  nervous  system  deteri- 
oration associated  with  this  disease.  A discussion 
of  a leucine-isoleucine-valine  poor  regimen  may 
be  found  in  studies  by  Goodman  et  aU  and  Syn- 
derman  et  al.” 

Several  methods  of  detection  are  available.  The 
unusual  odor  is  the  most  obvious.  The  unidimen- 
sional paper  chromatographic  screening  procedure 
of  Efron-'*  and  the  2.4  dinitrophenylhydrazine  test 
for  a-keto  acids^  should  give  positive  results  on 
urine  specimens.  Quantitative  amino  acid  studies 
should  be  used  to  substantiate  the  diagnosis. 
Confirmation  of  the  enzyme  defect  can  be  made 
from  in  vitro  studies  of  cultured  peripheral 
leukocytes. 

Inheritance  is  by  autosomal  recessive  means. 

Intermittent  Branch-Chained  Ketonuria 

Whether  this  syndrome*^*-*^  is  a separate 
entity  or  a variant  of  maple-syrup-urine  disease  is 
not  clear.  It  is  similarly  characterized  by  a block 
in  oxidation  decarboxylation  of  the  keto  acid 
derivatives  of  leucine-isoleucine  and  valine,  but  is 
intermittent  in  character.  The  patients  are  usually 
healthy  in  the  neonatal  period  and  develop  norm- 
ally for  a period  of  several  months  to  several 
years  before  the  onset  of  the  acute  phase.  This 
is  reportedly  triggered  by  increased  protein  loads 
because  of  diet  change,  as  a result  of  the  catabolic 
phase  associated  with  infection  or  occasionally  by 


.1.  FLORIDA  M.A./MAY  1970 


31 


w 


an  indiscernible  cause. 

During  the  acute  episode,  the  branch-chained 
keto  acids  appear  in  the  urine  and  the  typical 
“maple  syrup”  odor  appears  accompanied  by 
lethargy,  semi-coma,  fever  and  sometimes  death. 
The  administration  of  fluids  and  modification  of 
the  diet  to  reduce  protein  intake  are  the  recom- 
mended treatments.  Permanent  neurological  dam- 
age is  apparently  not  seen. 

Detection  can  be  made  by  the  same  means 
as  for  maple-syrup-urine  disease. 

Inheritance  is  probably  by  autosomal  recessive 
transmission. 

Methionine  Malabsorption  Syndrome 

Hooft  and  colleagues!^  reported  this  syndrome 
in  1964  in  a 2-year-old,  white-haired,  blue-eyed 
Belgian  girl  with  diarrhea,  convulsions,  abnormal 
EEG,  polypnea,  and  a characteristic  sweet  smell. 
Biochemical  studies  showed  intestinal  malabsorp- 
tion of  methionine  due  to  a defect  in  the  normal 
transport  mechanism  of  this  amino  acid.  The  un- 
absorbed methionine  was  reportedly  metabolized 
by  microflora  of  the  colon,  producing  a-hydroxy- 
butyric,  a-ketobutyric  and  a-aminobutyric  acids 
which  are  partially  absorbed  and  excreted  in  the 
urine. 

Administration  of  a methionine-poor  diet  for 
12  months  resulted  in  return  to  normal  of  the 
EEG,  and  disappearance  of  diarrhea  and  convul- 
sions. After  this  time  a diet  without  excess 
methionine  was  substituted.  Her  hair  became 
much  darker,  she  was  clinically  normal  and  some- 
what improved  mentally. 

The  peculiar  odor  caused  by  excess  urinary 
and  fecal  a-hydroxybutyric  acid,  convulsions  and 
diarrhea  should  alert  the  physician  to  the  pos- 
sibility of  this  syndrome.  Confirmation  can  be 
made  by  chromatography  of  urine  organic  acids 
for  excessive  amounts  of  a-hydroxybutyric  acid.!® 
Normal  levels  of  a-keto  and  amino  acids  are 
reported. 

The  genetics  of  this  disease  have  not  been 
studied. 

Oasthouse  Disease 

In  1958  Smith  and  Strang!®  reported  a case 
almost  identical  clinically  to  the  methionine  mal- 
absorption syndrome,  but  with  an  earlier  onset. 
The  urine  also  exhibited  a peculiar  burnt  sugar 
odor  and  showed  a hyperaminoaciduria  with  ele- 
vated levels  of  phenylalanine,  phenylpyruvic 
acid,  indolelactic  acid  and  a-hydroxybutric  acid. 
It  was  considered  to  be  an  error  involving  the 


metabolism  of  phenylalanine  and  tryptophan. 

Confirmation  of  the  clinical  impression  can  be 
made  by  chromatography  of  urine  organic  acids.!® 
The  genetics  are  unknown. 

Odor  of  Sweaty  Feet  Syndrome 

This  disease  was  described  by  Sidbury  and 
co-workers!!  in  two  families  in  whom  newborns 
presented  a peculiar  odor  of  “sweaty  feet”  or  a 
“locker  room”,  lethargy,  severe  acidosis,  dehy- 
dration, convulsions,  terminal  sepsis  and  bone- 
marrow  depression.  The  clinical  course  began 
shortly  after  birth,  with  death  ensuing  during  the 
first  month  of  life. 

Excessive  amounts  of  butyric  acid  and  hex- 
anoic  acids  were  found  in  blood,  urine  and  exhaled 
air.  It  was  postulated  by  the  authors  that  this 
disease  represented  a deficiency  of  green  acyl 
dehydroginase  activity,  an  enzyme  responsible  for 
the  second  in  a series  of  steps  in  the  beta  oxi- 
dation of  C2,  C4  and  Cg  fatty  acids  to  carbon 
dioxide  and  water. 

Genetic  studies  indicated  autosomal  recessive 
transmission. 

Since  all  the  newborns  died  at  an  early  age, 
no  treatment  has  been  described. 

Confirmation  of  clinical  findings  can  be  made 
by  detection  of  high  levels  of  butyric  and  hexanoic 
acids  in  the  urine  by  gas  chromatography. 

Isovaleric  Acidemia 

Another  syndrome  characterized  by  an  odor 
of  “sweaty  feet”  or  “cheesy”  smell  described  by 
Tanaka  et  aD®  was  found  in  two  siblings  with 
nonspecific  mottling  of  the  fundus  of  the  eyes 
and  retinal  vessel  tortuosity.  The  patients  ex- 
perienced recurring  bouts  of  vomiting,  metabolic 
acidosis  and  either  stupor  or  coma  precipitated  by 
protein  ingestion  or  recurrent  infections.  During 
these  episodes,  increased  quantities  of  isovaleric 
acid  were  found.  Subsequent  reports  showed  in- 
creases also  in  N-isovaleryl  glycine  and  B-hy- 
droxyisovaleric  acid.!®  Leucine  and  protein  load- 
ing studies  indicated  a probable  deficiency  of 
isovaleryl-Co  A dehydrogenase  activity,  blocking 
the  normal  catabolism  of  isovaleric  acid. 

Treatment  consisted  of  intravenous  glucose 
therapy  during  the  acute  phase  and  a low-protein 
diet  (1.2-1. 5 Gm./day).  On  this  regimen,  these 
patients  showed  only  slight  psychomotor  retar- 
dation. 

Inheritance  appears  to  be  autosomal  recessive. 
Detection  is  made  by  identification  of  increased 
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, amounts  of  isovaleric  acid  in  urine  by  gas 
chromatography. 

Phenylketonuria 

A wealth  of  literature  is  readily  available  on 
( all  aspects  of  PKU;  any  discussion  here  would 
be  redundant.  For  the  sake  of  completeness,  it 
should  be  mentioned  that  these  patients  frequently 
exhibit  a penetrating  “musty”  odor  due  to  in- 
creased quantities  of  urinary  phenolic  metabolites 
of  phenylalanine. 

I Summary 

Almost  200  inborn  errors  of  metabolism  have 
been  described.  Since  screening  and  confirmatory 
tests  are  often  not  available  to  the  practicing 
' physician,  diagnosis  may  be  difficult  in  many 
cases.  Unusual  odors  are  associated  with  maple- 
syrup-urine  disease,  intermittent  branch-chained 
ketonuria,  methionine  malabsorption,  Oasthouse 
1 disease,  odor  of  sweaty  feet  syndrome,  isovaleric 
acidemia  and  phenylketonuria.  The  detection  of 
these  odors  should  alert  the  physician  to  their 
I diagnosis.  If  discovered  at  an  early  age,  many 
can  be  successfully  treated. 
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Myasthenia  Gravis  and  Epilepsy 

Gordon  J.  Gilbert,  M.D. 


There  exists  a possible  relationship  between 
trimethadione  therapy  for  epilepsy  and  the  precipi- 
tation of  myasthenia  gravis.  In  1966,  Peterson^ 
reported  the  development  of  myasthenia  gravis  in 
a patient  whose  petit  mal  epilepsy  was  being  treat- 
ed with  trimethadione.  In  his  patient,  the  myas- 
thenia cleared  gradually  over  a 4)4 -month  period 
after  discontinuation  of  trimethadione. 

The  patient  described  here  also  developed 
myasthenia  gravis  while  receiving  trimethadione 
for  epilepsy.  In  this  patient,  severe  myasthenia 
gravis  persisted  long  after  discontinuation  of  tri- 
methadione, but  proved  to  be  quite  sensitive  to 
adequate  anticholinesterase  medication. 

Case  Report 

3S-year-old  white  woman  was  seen  on  .\pril  11, 
1968  with  a chief  complaint  of  generalized  weakness  with 
frequent  falls  of  10  years’  duration.  .\t  the  age  of  14  years, 
the  patient  first  experienced  idiopathic  seizures,  both  petit 
mal  and  grand  mal,  severe  and  long-lasting.  They  improved 
on  a regimen  of  trimethadione  and  diphenylhydantoin. 
Because  of  gum  hypertrophy  this  regimen  was  discontinued 
in  1964.  The  patient  subsequently  was  treated  with  primi- 
done 250  mg.  four  times  a day,  but  she  continued  to  have 
app>roximately  two  seizures  a month,  each  lasting  two  or 
three  minutes,  exclusively  at  the  time  of  her  menses.  They 
occurred  without  warning,  often  shortly  after  arising  in 
the  morning,  and  were  of  grand  mat  type  with  tongue 
biting. 

In  1956,  while  on  a regimen  of  trimethadione  and 
diphenylhydantoin,  the  patient  first  noted  difficulty  in 
walking  and  weakness  of  the  proximal  portions  of  her 
upper  extremities  so  that,  for  example,  combing  her  hair 
was  difficult.  She  also  noted  weakness  in  chewing  and 
swallowing.  A diagnosis  of  myasthenia  gravis  was  made  at 
the  Presbyterian  Hospital  in  Chicago  and  the  patient 
started  on  a regimen  of  Prostigmin.  Despite  a regimen  of 
12  15-mg.  Prostigmin  tablets  daily  (two  tablets  every 
three  hours  during  the  day  and  two  tablets  at  3 a.m.) , the 
patient  was  almost  totally  incapacitated  by  weakness.  She 
was  unable  to  do  any  housework ; her  husband  had  done 
all  the  cooking  since  their  marriage  in  1963.  Her  weakness 
worsened  during  the  day  and  became  more  intense  when 
she  was  nervous.  Horizontal  diplopia  had  been  present 
since  1956,  occurring  transiently  and  varying  with  the 
extent  of  fatigue.  Dysarthria  also  occurred  when  the 
patient  was  fatigued. 

.\  number  of  head  injuries  had  been  suffered  in  the 
course  of  falls  relating  to  the  myasthenia  gravis,  but  these 
postdated  the  onset  of  epilepsy,  .^s  an  infant,  the  patient 
was  given  x-ray  therapy  for  an  enlarged  thymus  gland. 
There  was  no  family  history  of  either  myasthenia  gravis 
or  epilepsy. 

On  examination,  the  patient  was  well-developed  and 
well-nourished,  alert  and  cooperative  but  appeared  chroni- 
cally ill.  Blood  pressure  was  130/80.  There  was  no  resting 
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ptosis.  However,  when  she  gazed  upward  for  several 
minutes,  a progressive  ptosis  appeared,  greater  in  the  right 
eye  than  in  the  left,  to  the  extent  that  the  pupil  of  the 
right  eye  became  almost  two  thirds  covered.  When  she 
rested  her  eyes,  this  bilateral  ptosis  cleared  within  30 
seconds  and  she  again  had  natural  lid  retraction  on  up- 
ward gaze.  .\  mild  lid  lag  was  seen  when  the  eyes  rested. 
.■\s  the  patient  looked  straight  ahead  for  30  seconds,  a 
slight  vertical  strabismus  appeared  and  she  complained 
of  diplopia.  In  other  respects  the  extraocular  movements 
were  full  and  there  was  no  nystagmus.  The  pupils  were  3 
mm.  round,  regular  and  equal  and  reacted  briskly  to  light. 
The  smile  was  myasthenic  with  rather  diffuse  weakness 
and  the  patient  was  unable  to  whistle.  There  was  a 
marked  weakness  of  the  orbicularis  oculi  muscles  bi- 
laterally, so  that  when  she  tried  to  close  her  eyes  forcibly, 
they  remained  slightly  open.  There  was  a distinct  loss  of 
facial  expressivity  and  when  asked  to  use  her  facial 
muscles  forcibly,  some  contraction  fasciculations  were 
noted.  Movements  of  the  tongue  and  soft  palate  were 
natural.  There  was  no  Myerson’s  sign,  Chvostek’s  sign  or 
snout  reflex. 

The  four  extremities  were  very  weak,  with  better 
power  distally  than  proximally.  There  was  severe  weakness 
of  the  shoulder  musculature  and  of  the  biceps  and  triceps 
muscles  bilaterally,  so  that  they  were  readily  overcome 
with  faint  effort.  Similarly,  the  quadriceps  and  hamstring 
muscles  were  very  weak.  There  was  moderate  power 
distally  in  the  arms  and  legs.  Fine  finger  movements  were 
slightly  impaired  bilaterally  as  were  alternating  move- 
ments of  the  hands  and  toes.  Sensation  was  perfectly  in- 
tact to  all  modalities.  The  deep  tendon  reflexes  were  J4-|- 
in  the  upper  extremities  and  lj4-f  in  the  lower  extremities 
and  the  planter  responses  were  weakly  flexor  bilaterally. 
The  gait  was  markedly  weak  and  rather  floppy-legged  and 
the  patient  required  considerable  support. 

The  chest  x-ray  was  normal  with  no  evidence  of  a 
thymoma.  The  serum  electrolytes  were  normal.  The 
hematocrit  was  42%  and  the  platelet  count  normal,  but 
white  blood  cell  count  was  3,700  with  a normal  differential 
count  of  64  polymorphonuclear,  32  lymphoc>’tes,  3 mono- 
cytes and  1 eosinophil.  The  lupus  er>-thematosus  prepara- 
tion w'as  negative.  The  serum  creatine  phosphokinase 
W'as  zero  units.  The  serum  protein  electrophoretic  pattern 
was  normal  with  gamma  globulin  at  the  upper  limit  of 
normal  (1.4  mg.%).  The  butanol-extractable  iodine  serum, 
T-3  uptake  and  serum  cholesterol  were  normal. 

An  electroencephalogram  on  April  17,  1968  show’cd 
bursts  of  spike,  polyspike,  and  high-voltage  slow  wave  ac- 
tivity appearing  bilaterally  over  the  frontotemporal  re- 
gions with  alternating  lateral  preponderance.  This  record 
indicated  the  presence  of  a distinct  seizure  potentiality  of 
psychomotor  and  grand  mal  type.  An  MMPI  test  on  April 
22,  1968  confirmed  the  presence  of  home  maladjustments. 
The  patient  appeared  overly  sensitive  to  the  responses  and 
intentions  of  those  around  her  and  there  was  evidence  of 
depression  and  discouragement. 

Prostigmin  W’as  discontinued  and  instead  a regimen 
of  pyridostigmine,  one  180-mg.  Timespan  every  eight 
hours  and  one  60-mg.  tablet  three  times  a day  begun  for 
the  myasthenia.  She  improved  markedly  and  w'hen  seen 
on  June  10,  1968  felt  that  she  had  regained  full  strength. 
She  W’as  able  to  carry  on  a full  routine  of  housework, 
even  performing  such  activities  as  washing  Venetian 
blinds.  She  had  not  tried  running,  but  in  other  respects 
appeared  to  have  no  limitations.  She  was  now  doing 
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all  the  cooking,  housework  and  shopping  for  her  family, 
i Examination  on  June  10  found  full  ocular  movements  and 
I no  ptosis.  There  was  only  a slight  weakness  of  the 
I biceps  muscles  bilaterally  and  the  grip  was  firm  bi- 
ll laterally.  Her  smile  was  full.  She  could  rise  unassisted 
I from  a squatting  position  and  her  power  was  markedly 
I improved  generally.  Because  of  a flurry  of  grand  mal 
seizures,  primidone  was  increased  to  375  mg.  four  times 
a day  and  acetazolamide  was  introduced  in  dosage  250 
mg.  three  times  a day  to  be  taken  for  10  days  during 
! the  period  preceding  and  following  her  menses.  Seizure 
control  improved  on  this  regimen. 


Discussion 

The  case  described  by  Petersoni  and  my  case 
raise  a question  of  causative  relationship  between 
chronic  trimethadione  therapy  of  epilepsy  and  the 
precipitation  of  myasthenia  gravis.  Peterson’s  case 
and  the  present  one  showed  a dramatic,  virtually 
complete  reversal  of  the  myasthenia  with  anti- 
cholinesterase therapy.  This  would  be  consistent 
with  the  myasthenia  being  of  a physiological  type, 
with  little  or  no  permanent  pathological  change. 

The  role  of  a possible  immunologic  effect  of 
trimethadione  was  discussed  by  Peterson. i It  is 
of  interest,  however,  that  in  the  pathophysiology  of 
both  epilepsy  and  myasthenia  gravis,  the  chemical 
substance  acetylcholine  may  be  a particularly 
significant  factor.2  Thus,  there  is  evidence  that 
acetylcholine  produced  at  the  myoneural  junction 
is  in  short  supply  in  myasthenia  gravis^’^  while 
an  excess  of  acetylcljioline  in  the  brain  is  one  factor 
which  may  produce  epileptic  activity.  Indeed, 
“anticholinesterase  seizures”  produced  experimen- 
tally with  anticholinesterase  medication  can  be 
specifically  blocked  by  atropine. 2 Although  the 
mechanism  by  which  trimethadione  suppresses 
petit  mal  seizure  activity  is  unknown,  an  inhibiting 
effect  upon  acetylcholine  metabolism  has  been 
strongly  considered.  Tower^  has  indicated  that 
some  anticonvulsant  drugs  may  obtain  their 
therapeutic  efficacy  by  the  inhibition  of  synthesis 
of  transmitter  agents.  It  has  been  demonstrated® 
that  diphenylhydantoin  inhibits  neuromuscular 
synaptic  transmission  in  man  and  rat,  probably 
by  competitive  inhibition  of  acetylcholine. 


There  may  be  a subtle  inverse  relationship 
between  epilepsy  and  myasthenia  gravis,  relating 
to  an  opposite  effect  of  acetylcholine  upon  the  two 
conditions.  Just  as  medication  effective  in  treating 
myasthenia  gravis  can  enhance  a seizure  poten- 
tiality by  increasing  brain  acetylcholine  concen- 
tration,2 so  might  trimethadione  unmask  a 
latent  myasthenia  gravis  in  a susceptible  patient 
by  progressively  reducing  neuromuscular  availabil- 
ity of  acetylcholine.  With  regard  to  such  inherent 
susceptibility,  it  is  of  interest  that  as  a child 
the  patient  received  a course  of  x-ray  therapy  be- 
cause of  a large  thymus.  This  case  suggests  that 
once  latent  myasthenia  is  unma.sked,  it  can  persist 
for  many  years. 

In  view  of  the  work  of  Norris®  previously 
referred  to,  it  appears  likely  that  anticonvulsant 
agents  other  than  trimethadione  will  be  implicat- 
ed in  unmasking  latent  myasthenia  gravis.  The 
rarity  of  reported  cases  of  trimethadione-unmask- 
ed  myasthenia  suggests,  however,  that  very  few 
epileptic  patients  harbor  such  latent  myasthenia. 

Summary 

This  is  the  second  case  reported  in  which 
myasthenia  gravis  developed  in  a patient  receiving 
trimethadione  therapy.  Both  cases  have  shown 
marked  improvement  on  anticholinesterase  medi- 
cation. It  is  suggested  that  both  the  anticonvulsant 
action  and  the  myasthenic  effect  of  trimethadione 
upon  the  predisposed  patient  may  relate  to  an 
inhibition  of  acetylcholine. 
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Ear  Stopples 

A Defense  Against  Snoring 

Marcus  H.  Boulware,  Ph.D. 


According  to  a London  otolaryngologist,  20% 
of  snorers  appear  hopelessly  incurable  at  the  pres- 
ent time.i  When  medical  treatment  fails  to  alevi- 
ate  the  condition,  spouses  of  the  incurable  snorers 
should  consider  wearing  ear  plugs  as  a defense 
technique. 

Fabricant  and  Kelley^-s  recommend  tight-fit- 
ting ear  stopples  in  self-defense  against  snoring.2-3 
Rudmose,  former  Southern  IMethodist  University 
acoustic  expert,  reported  that  ear  stopples  do  not 
completel}'  silence  noise  so  as  to  permit  uninter- 
rupted sleep.  While  traveling  he  found  them  use- 
ful in  reducing  unfamiliar  ambient  noises  in  hotel 
rooms.  Sometimes  he  tuned  the  radio  off-station  as 
a masker  of  unwanted  sound. 

Ear  stopples*  have  not  been  tested  for  effec- 
tiveness against  snoring;  however,  it  is  concluded 
from  research  that  noise  can  be  reduced  to  the 
level  of  living  room  conversation  or  to  that  of  a 
quiet  rural  garden. 

Pros  and  Cons 

In  the  spring  of  1969,  75  nonsnoring  news- 
paper respondents  reported  “they  were  elated  over 
the  effectiveness  of  ear  stopples  against  snoring 
sounds.” 

One  Xew  York  housewife  said  she  could  not 
sleep  until  she  used  ear  stopples.  “They  dulled 
snoring  so  that  it  no  longer  keeps  me  awake.” 


From  the  Department  of  Speech  and  Drama,  College  of  Arts 
and  Sciences,  Florida  -Agricultural  and  Mechanical  University, 
Tallahassee. 

Dr.  Boulware,  professor  of  speech  pathologj-,  was  once  an 
inveterate  snorer  who  experimented  with  control  techniques 
until  he  became  a “controlled  snorer.”  His  study  and  research 
on  sonorous  breathing  covers  a period  of  five  years. 

'Manufactured  by  Maico,  Surgical  Mechanical  Research  Co. 
and  Flents  Products  Co. 


Thirty-five  newspaper  respondents  reported 
that  ear  stopples  as  a defense  against  snoring  were 
“as  good  as  nothing,”  or  “they  dimmed  sound, 
but  didn’t  deaden  snoring.” 

“Ear  plugs  irritate  my  ears  and  I don’t  wear 
them  to  mask  out  snoring,”  said  a Xorth  Carolina 
housewife. 

“To  ask  a spouse  to  wear  ear  stopples  to  sleep 
amidst  snores  is  an  insult  to  injury,”  added  a 
Xew  York  husband. 

Just  as  dentures  are  not  as  comfortable  as 
natural  teeth,  there  is  some  initial  discomfort  in 
wearing  ear  plugs.  Comfortability  may  take  pre- 
cedence over  effectiveness  against  sound.  .\t  low 
frequencies,  bone  conduction  is  heightened  while 
wearing  ear  plugs.  To  obtain  the  best  results,  in- 
structions accompaiiA'ing  the  product  must  be  fol- 
lowed. 

Conclusion 

When  the  snorer  cannot  be  cured,  one  way  to 
solve  the  nuisance  of  noises  is  ear  stopples  worn 
by  the  nonsnorer.  They  can  mask  out  snoring 
sufficiently  to  enable  the  nonsnoring  listener  to 
sleep,  provided  a wholesome  attitude  is  established 
by  the  wearer.  In  addition  to  ear  stopples,  the  lis- 
tening spouse  must  help  herself  to  go  to  sleep. 
Ear  stopples  will  not  work  for  the  person  who  I 
dares  them  “to  let  her  go  to  sleep.”  | 
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Campbell’s  Soups... 

wide  variety ...  for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons; 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


This  b the  answering  service"  ] 
your  patient  takes  home  with  hec 


/included  in  her  Compackage  sample  of 


Helpful  booklet  saves  unnecessary  phone  calls — 

Reminds  her  of  your  directions  concerning  her 
oral  contraceptive  schedule  . . . contains 
supportive  instructions  for  "Sunday  starting”.  . . 
explains  in  simple  language  many  aspects  of 
"the  pill.” 

Packaging  helps  her  stay  on  schedule — The 

Ovulen  Compack*,  \A/ith  each  tablet  designated 
by  day  and  week  of  cycle,  shows  at  a glance 
the  last  day  on  which  a tablet  was  taken. 


Each  white  Ovulen  tablet  contains  1 mg.  ethynodiol  diacetate  and  0.1  mg.  mestranol. 

Each  pink  tablet  is  a placebo,  containing  r>o  active  ingredients. 

i\Ajicn-2r 
vuicrv-28 

the  convenient  one 


NOTE:  For  the  budget-minded  woman  specify  Triopak’", 
a three-month  supply  (1  Compack  and  2 Refills). 


Actions — Ovulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  gonado- 
tropins from  the  pituitary  gland.  Ovulen  depresses  the  output  of  both  the  follicle- 
stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  effective- 
ness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of  the 
combination  products.  Both  types  provide  almost  completely  effective  contraception. 
An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
H monal  contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
f Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood  pressure, 
liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been  quantitated 
with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subprimate 
ff  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of  some 
• animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man.  The  possible 
k carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor  refuted  at  this 

I time.  Close  clinical  surveillance  of  all  women  taking  oral  contraceptives  must  be 
continued. 

Indication — Ovulen  is  indicated  for  oral  contraception. 

Contraindications — Patients  with  thrombophlebitis,  thromboembolic  disorders, 
I cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired  liver 
I function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected  estrogen- 
I dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

I Warnings — The  physician  should  be  alert  to  the  earliest  manifestations  of 

f thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
I embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected  the 
drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies  of 
' morbidity  in  the  United  States  have  shown  a statistically  significant  association 
between  thrombophlebitis  and  pulmonary  embolism  and  the  use  of  oral  contra- 
ceptives. There  have  been  three  principal  studies  in  Britain^'^  leading  to  this  con- 
clusion, and  on e^  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism 
in  the  study  by  Vessey  and  Doll^  was  about  sevenfold,  while  Sartwell  and  asso- 
ciates4  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are 
several  times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after  dis- 
continuation of  administration,  and  that  it  was  not  enhanced  by  long-continued 
administration.  The  American  study  was  not  designed  to  evaluate  a difference 
between  products.  However,  the  study  suggested  that  there  might  be  an  increased 
(j  risk  of  thromboembolic  disease  in  users  of  sequential  products.  This  risk  cannot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable.  Retrospective 
i studies  in  Great  Britain  and  the  United  States  have  shown  a statistically  significant 
association  between  cerebral  thrombosis  and  embolism  and  the  use  of  oral 
contraceptives. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine. 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
I be  withdrawn. 

I Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it  is  recom- 
I mended  that  for  any  patient  who  has  missed  two  consecutive  periods  pregnancy 

should  be  ruled  out  before  continuing  the  contraceptive  regimen.  If  the  patient 
has  not  adhered  to  the  prescribed  schedule  the  possibility  of  pregnancy  should  be 
considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identihed 
in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to  the  nursing 
infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations  should  in- 


clude special  reference  to  the  breasts  and  pelvic  organs,  including  a Papanico- 
laou smear  since  estrogens  have  been  known  to  produce  tumors,  some  of  them 
malignant,  in  five  species  of  subprimate  animals.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment  with  Ovulen.  Therefore,  if  such  tests 
are  abnormal  in  a patient  taking  Ovulen,  it  is  recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn  for  two  months.  Under  the  inRuence  of  proges- 
togen-estrogen preparations  preexisting  uterine  fibromyomas  may  increase  in  size. 
Because  these  agents  may  cause  some  degree  of  fluid  retention,  conditions  which 
might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or 
renal  dysfunction,  require  careful  observation.  In  breakthrough  bleeding,  and  in 
all  cases  of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be  borne 
in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression  should  be  carefully  ob- 
served and  the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any 
possible  influence  of  prolonged  Ovulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 

The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Ovulen  therapy.  The  age  of  the  pa- 
tient constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  may 
mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of  Ovulen 
therapy  when  relevant  specimens  are  submitted.  Susceptible  women  may  experience 
an  increase  in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives — A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reactions: 
neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual  flow, 
amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma,  breast 
changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of  lacta- 
tion when  given  immediately  post  partum,  cholestatic  iaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovulation 
post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in  appetite, 
cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism, loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives: hepatic  function:  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X/  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T'^  uptake  values;  metyrapone  test  and  pregnanediol  determination. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine.  300  ms.:  sodium  acid  phosphate,  500  ms. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 

PANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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From  the  Editor 

Franz  Stewart 


Gadgets 


VVe  all  collect  around  any  new  gadget.  This 
is  common  practice  by  those  in  the  medical  pro- 
fession. A new  tool  is  found  and  we  cluster 
around,  organize  societies  or  specialties,  and  ex- 
plore new  areas  of  research.  A creative  mind  or 
genius,  or  a lucky  combination  of  factors,  builds 
a new  tool  and  then  come  the  numerous  artisans  to 
develop  its  use  and  explore  new  vistas. 

These  new  gadgets  often  develop  in  areas  far 
removed  from  medicine.  We  collect  around  and 
apply  them  to  our  problems,  just  as  fast  as  the 
transfer  of  new  information  from  unrelated  fields 
of  study  can  reach  receptive  minds  in  medicine. 
We  speak  of  the  great  progress  in  scientific  knowl- 
edge in  medicine  in  the  last  50  years.  Much  of 
this  is  due  to  creative  thinking  plus  the  fact  that 
we  do  cluster  around  new  gadgets  or  tools.  We 
cannot  say  how  much  of  the  great  advance,  of 
which  we  are  so  proud,  is  due  to  our  own  scientif- 
ic discovery  in  medicine,  or  how  much  is  due  to 
the  accident  that  the  last  50  years  in  medicine 
was  lived  in  an  age  of  general  scientific  develop- 
ment which  added  tools  for  us  to  cluster  about. 

The  microscope  and  various  stains  help  us 
remember  the  name  Virchow.  The  manufacture  of 
plastic  tubes  opened  the  way  for  the  development 
of  heart  and  arterial  surgery.  How’  fast  would  the 
subspecialty  of  cardiology  have  developed  had  it 
not  been  for  several  gadgets  such  as  the  string  gal- 
vanometer and  the  mechanical  recording  devices 


used  by  Sir  James  Mackenzie  and  Sir  Thomas 
Lewis? 

The  important  and  fast-growing  specialty  of 
nephrology  would  have  had  trouble  aborning  were 
it  not  for  plastic  tubes  and  cellulose  membranes. 
These  gadgets  or  tools  were  not  created  by  our 
profession. 

So  often,  sharp  thinking  is  stimulated  by  new 
tools,  and  it  is  good  that  our  specialties  and  orga- 
nizations are  built  around  gadgets.  This  is  also 
the  means  for  the  aging  and  demise  of  organiza- 
tion groups.  New  gadgets  make  new  groups. 

Man  has  always  climbed  on  the  ladder  of 
gadgets.  The  first  man  to  use  a stick  started  a 
whole  chain  of  development  still  in  progress.  He 
enabled  us  to  rule  other  species.  We  like  to  say 
man  is  different  from  other  animals  because  of 
his  ability  to  think.  That  is  unless  we  bring  in 
religious  belief. 

This  leads  us  to  a debate.  Do  tools  create 
thinking  and  permit  human  development,  or  does 
thinking  create  tools  and  control  development? 
Creative  thinking  in  its  everyday  use  is  simply 
built  on  the  framework  of  visible  gadgets.  For- 
tunately for  our  future,  there  are  creative  minds 
which  can  imagine  and  can  see  beyond  and  map 
new  routes.  Here  lies  our  hope,  but  this  would  be 
lost  without  our  compulsion  to  cluster  about 
gadgets.  O 
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"Mommy, 

I don’t  feel 
so  good... 


Young  heads  and  stomachsoften  can’t  managethe 
pace  of  hurry-up-and-stop  for  the  light. . . 
or  going  up  hill,  down  hill,  and  around  the  curve. 

All  too  quickly  a pleasant  drive  can  become 
an  upsetting  trip.  Motion  sickness  makes  chiidren^ 
and  their  parents— absoiuteiy  miserabie. 

You  can  help  make  young  patients 
better  passengers  with 


Bonine  protects  most  patients— young  or  old— 


against  nausea  and  vomiting  up  to  24  hours 
with  asingledose.  Pleasant-tasting  Boninetablets 
are  chewable.  They  can  be  taken  anytime, 
anywhere,  without  water.  In  difficult  cases, 
multiple  daily  doses  may  be  necessary 
for  maximum  response. 


Precautions:  Although  the  incidence  of  drowsiness  and  atropine-like  side 
effects  such  as  dry  mouth  and  blurring  of  vision  is  low,  the  physician  should 
alert  the  patient  to  the  need  for  due  precautions  when  engaging  in  activities 
where  alertness  is  mandatory.  Use  in  women  of  childbearing  age:  In  weigh- 
ing potential  benefits  vs.  risk  in  women  of  childbearing  age,  consider  the 
fact  that  a review  of  available  animal  data  reveals  that  meclizine  exerts  a 
teratogenic  response  in  the  rat.  In  one  study  a dose  of  50  mg. /kg. /day  (50 
times  the  maximum  recommended  human  dose)  produced  cleft  palate  in  2 
of  87  fetuses  when  administered  to  the  rat  at  critical  times  during  the  first 
15  days  of  gestation.  At  doses  of  125  mg. /kg. /day,  meclizine  will  produce 
100%  incidence  of  cleft  palate  in  the  rat.  At  doses  of  25  mg. /kg. /day,  de- 
creased calcification  of  the  vertebrae  and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts  disagree  as  to  whether  this  is  a 
teratogenic  response.  While  available  clinical  data  are  inconclusive,  scien- 
tific experts  are  of  the  opinion  that  this  drug  may  possess  a potential  for 
adverse  effects  on  the  human  fetus.  Consequently,  consideration  should  be 
given  to  initial  use  of  a nonphenothiazine  agent  that  is  not  suspected  of 
having  a teratogenic  potential.  In  any  case,  the  dosage  and  duration  of 
treatment  should  be  kept  to  a minimum. 

Supply:  25  mg.  scored  tablets. 

More  detailed  professional  information  available  on  request. 


(MECLIZINE  HCI) 


LABORATORIES  DIVISION 

New  York.  N Y 10017 
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organization 


Dr.  Babers 


Well  Done,  Henry! 

Richard  IM.  Fleming,  M.D. 


In  this  issue  of  The  Journal,  tribute  is  paid 
to  Henry  Babers’  long  and  outstanding  service  to 
Florida  medicine  which  is  now  climaxed  by  the 
completion  of  his  term  as  President  of  the  Florida 
Medical  Association. 

It  is  altogether  fitting  that  we  in  the  “Orga- 
nization” section  should  add  our  praise  and  ex- 
press our  appreciation  to  him  for  an  outstanding 
job  in  leading  our  Association  this  past  year. 
Henry  is  the  epitome  of  the  ideal  “organization 
man”  in  its  finest  sense — a man  with  a broad 
understanding  of  the  problems  of  his  confreres 
and  an  empathy  with  and  loyalty  to  the  ideals  for 
which  they  strive. 

He  has,  on  the  one  hand,  represented  the  many 


groups  and  differing  points  of  %*iew  in  our  Asso-  i 
ciation,  while  on  the  other,  has  led  the  way  with  I 
a firm  and  fair  hand  to  a common  goal  which  we  i 
can  all  support. 

To  fulfill  his  duties  as  President  of  the  Florida  ; 
IMedical  .Association,  one  must  be  prepared  to  i 
sacrifice  a considerable  amount  of  time  and  energy-  ) 
To  do  this  when  one  is  practicing  solo,  as  in  the  j 
case  of  the  incumbent  President,  requires  even 
more  sacrifice  and  stamina!  j 

Florida  medicine  has  always  been  fortunate  in 
producing  leaders  who  seem  to  be  “the  right  man 
for  the  right  job  at  the  right  time,”  but  never 
more  fortunate  than  during  the  past  year. 

We  salute  you,  Henry  Babers:  Well  done  I 
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Man  After  My  Heart 


J.  Maxey  Dell  Jr.,  M.D. 


Who  would  ever  have  thought  that  the  puny 
little  fella  weighing  only  nine  pounds  at  the  age  of 
one  year  would  develop  into  that  strapping  mus- 
cular man?  Yet,  he  showed  promise  early,  he 
could  direct  his  friends  from  his  perch  on  the 
woodpile  and  an  enormous  amount  of  work  was 
generated.  He  started  talking  about  being  a doc- 
tor at  age  11,  and  old  Jim  called  him  Doc  from 
then  on. 

There  is  a twinkle  in  his  eye  from  his  father 
and  boundless  energy  from  his  mother.  Honesty, 
integrity,  humility  and  hard  work  were  his  in 
abundance  from  two  of  the  finest  people  that  it 
has  ever  been  my  good  fortune  to  know:  his 
mother  Annie  and  his  father  Henry.  His  father 
ran  a seed  and  plant  store.  My  wife  would  have 
planted  tomatoes  in  the  hottest  day  in  August  if 
Mr.  Babers  had  told  her  to.  We  had  every  con- 
fidence in  Mr.  Henry  and  that  is  the  wonderful 
feeling  that  we  now  share  in  his  son.  This  heritage 
from  a wonderful  father  and  mother  also  contains 
a deep  faith  in  God,  which  enabled  his  father 
to  meet,  without  complaint  and  with  equanimity, 
a long  and  painful  illness  and  has  made  possible 
the  lovable  and  competent  physician,  his  son.  It 
carried  his  mother  through  two  years  of  a dis- 
abling thoracic  tumor  back  in  the  20’s  when 
thoracic  surgery  was  quite  a problem.  Dr.  Haver 
operated  successfully  and  Mrs.  Annie  is  spry  as 
can  be  today.  It  has  befitted  Henry  to  do  a 
superb  job  as  president  of  the  FM.\  and  will 
carry  him  to  fulfill  many  tasks  in  medicine  in  the 
future. 


A doctor  values  most  the  confidence  and  re- 
spect of  his  fellow  physicians.  With  this,  he  can 
flatten  mountains  and  fill  valleys.  This  man  en- 
joys that  respect  and  confidence  to  a measure  full 
and  running  over.  Some  men  seek  fame;  others, 
by  their  deeds,  dare  fame  not  to  seek  them.  Most 
of  us  want  to  help  people  and  do  things,  but  must 
have  someone  to  show  and  tell  them  what  to  do. 
They  cry,  “If  someone  will  only  tell  me  what  to  do, 
1 will  be  glad  to  do  it.”  Well,  Henry  first  did  his 
work.  He  did  this  so  well  that  most  of  us  are  wil- 
ling to  let  him  tell  us  what  to  do,  and  with  doctors 
this  is  quite  an  achievement.  Life,  they  say,  is  com- 
posed of  ups  and  downs,  and  Henry  has  had  his 
share  of  both;  he  has  neither  winced  nor  cried 
aloud.  A man’s  man  in  every  sense  of  the  word. 
No  equivocation,  no  beating  around  the  bush, 
no  put-on  in  this  man.  Loyal  all  the  way.  Hard- 
headed,  but  not  adamant  if  he  is  wrong.  We  doc- 
tors can  be  sure  that  whatever  tasks  we  give 
Henry  in  the  future  will  be  carried  out  with  ef- 
ficiency, honesty  and  diplomacy. 

Medicine  is  fortunate  to  have  this  man  in  its 
ranks  and  we  doctors  to  have  him  as  a friend.  We 
appreciate  the  many  sacrifices  that  the  proper  ful- 
fillment of  the  presidency  of  the  FiM.\  requires 
and  say  thanks  to  Henry  and  the  presidents  of  the 
past  and  the  future.  Henry  Babers  has  set  an  ex- 
ample that  w'ill  be  a standard  for  future  presidents 
to  aspire  to. 

y Dr.  Dell,  428  Southwest  Eighth  Street,  Gaines- 
ville 32601. 
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heumatoid  spondylitis,  and  osteoarthritis  of  the  hip 

do  &r  these  patients? 

jalicylates  and  rest 


INDOCItf 

(INDOMEmACIN  I MSD) 

helps  relieve  pain,  fever; 
swelling,  and  tenderness 


IMPORTANT  NOTE;  INDOCIN  (Indomethacin,  MSD) 
cannot  be  considered  a simple  analgesic  and 
should  not  be  used  in  conditions  other  than  those 
recommended  under  Indications.  The  drug  should 
not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high 
potency  of  the  drug  and  the  variability  of  its 
potential  to  cause  adverse  reactions,  the  follow- 
ing are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  tor  the  individual  patient 
should  be  prescribed.  Increased  dosage  tends  to 
increase  adverse  effects,  particularly  in  doses 
over  150-200  mg/day,  without  corresponding 
clinical  benefits;  and  2)  careful  instructions  to, 
and  observations  of,  the  individual  patients  are 
essential  to  the  prevention  of  serious  and  irre- 
versible, including  fatal,  adverse  reactions, 
especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheuma- 
toid and  degenerative  joint  disease  unresponsive 
to  adequate  trial  of  salicylates  and  other  mea- 
sures of  established  value,  such  as  appropriate 
rest.  Has  been  found  effective  in  active  stages 
of:  1)  moderate  to  severe  rheumatoid  arthritis 
including  acute  flares  of  chronic  disease,  2)  mod- 
erate to  severe  rheumatoid  (ankylosing)  spondy- 
litis, and  3)  moderate  to  severe  degenerative 
joint  disease  of  the  hip  (osteoarthritis  of  the  hip). 
Has  been  found  effective  in  relieving  pain  and 
reducing  fever,  swelling,  and  tenderness  in  acute 
gouty  arthritis  in  selected  patients.  May  enable 
reduction  of  steroid  dosage  in  patients  receiving 
steroids  for  the  more  severe  forms  of  rheuma- 
toid arthritis;  in  such  instances  the  steroid  dos- 
age should  be  reduced  slowly  and  the  patients 
followed  very  closely  for  any  possible  adverse 
effects. 

Contraindications:  Children  14  years  of  age  and 
under;  pregnant  women  and  nursing  mothers; 
active  gastrointestinal  lesions  or  history  of  re- 
current gastrointestinal  lesions;  allergy  to  as- 
pirin and  indomethacin. 


REVISED  PRESCRIBING  INFORMATION 

Warnings:  Gastrointestinal  Effects:  Because  of 
the  occurrence  and,  at  times,  severity  of  gastro- 
intestinal reactions,  be  continuously  alert  for 
any  sign  or  symptom  signaling  a possible  gas- 
trointestinal reaction.  The  risks  of  continuing 
therapy  with  INDOCIN  in  the  face  of  such  symp- 
toms must  be  weighed  against  the  possible  bene- 
fits to  the  individual  patient.  Gastrointestinal 
effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  ant- 
acids. Use  greater  care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  in  some  patients  on  prolonged 
therapy.  Discontinue  therapy  if  such  changes  are 
observed.  Ophthalmologic  examination  at  peri- 
odic intervals  is  desirable  in  patients  on  pro- 
longed therapy. 

Central  Nervous  System  Effects:  INDOCIN  (Indo- 
methacin, MSD)  may  aggravate  psychiatric  dis- 
turbances, epilepsy,  and  parkinsonism,  and 
should  be  used  with  considerable  caution  in 
patients  with  these  conditions.  If  severe  CNS 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant 
symptom  that  warrants  a thorough  ophthalmo- 
logic examination.  Patients  should  be  cautioned 
about  engaging  in  activities  requiring  mental 
alertness  and  motor  coordination,  as  driving  a 
car.  Headache  which  persists  despite  dosage  re- 
duction requires  complete  cessation  of  the  drug. 
May  mask  the  usual  signs  and  symptoms  of  in- 
fection; therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the 
drug  with  extra  care  in  the  presence  of  existing 
controlled  infection.  After  the  acute  phase  of 
the  disease  is  under  control,  an  attempt  to  re- 
duce the  daily  dose  should  be  made  repeatedly 
until  the  patient  is  off  entirely. 

Adverse  Reactions;  Gastrointestinal  Reactions: 
Single  or  multiple  ulcerations  of  the  esophagus, 
stomach,  duodenum,  or  small  intestine,  includ- 
ing perforation  and  hemorrhage,  with  fatalities 
in  some  instances;  gastrointestinal  bleeding 


without  obvious  ulcer  formation;  perforation  1 
preexisting  sigmoid  lesions  (diverticulum,  canj 
noma,  etc.);  rarely,  increased  abdominal  pain  I 
ulcerative  colitis  patients  or  development  of  il 
cerative  colitis  and  regional  ileitis;  gastritil 
which  may  persist  after  the  cessation  of  til 
drug;  nausea,  vomiting,  anorexia,  epigastric  di| 
tress,  abdominal  pain,  and  diarrhea.  I 

Eye  Reactions:  Corneal  deposits  and  retinal  di| 
turbances,  including  those  of  the  macula,  haj 
been  observed  on  prolonged  therapy;  blurring  I 
vision.  I 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  arj 
jaundice,  including  some  fatal  cases.  I 

Hematologic  Reactions:  Aplastic  anemia,  hem  I 
lytic  anemia,  bone  marrow  depression,  agranull 
cytosis,  leukopenia,  and  thrombocytopenic  pul 
pura.  Since  some  patients  manifest  anemia  se  h 
ondary  to  obvious  or  occult  gastrointestin 
bleeding,  appropriate  blood  determinations  ai 
recommended.  i 

Hypersensitivity  Reactions:  Acute  respiratory  di| 
tress,  including  dyspnea  and  asthma;  angiitij 
pruritus;  urticaria;  angioedema;  skin  rashes.  I 
Ear  Reactions:  Hearing  disturbances,  deafnesi 
tinnitus.  I 

Central  Nervous  System  Reactions.-  Psychotic  ef| 
sodes,  depersonalization,  depression,  coma,  col 
vulsions,  peripheral  neuropathy,  drowsines 
mental  confusion,  lightheadedness,  dizzines 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevatic' 
of  blood  pressure,  hematuria.  I 

Dermatologic  Reactions:  Loss  of  hair,  erythen 
nodosum.  ' 

Miscellaneous:  Rarely,  vaginal  bleeding,  hypej 
glycemia,  glycosuria,  ulcerative  stomatitis,  an 
epistaxis.  ' 

Supplied:  Capsules  containing  25  mg  indometl 
acin  each,  in  bottles  of  100  and  1000;  capsule 
containing  50  mg  indomethacin  each,  in  bottle 
of  100.  I 

For  more  detailed  information,  consult  your  Men 
Sharp  & Dohme  representative  or  see  the  packar, 
circular. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.  Inc  West  Point  Pa  19486 


where  today's  theory  is  tomorrow's  therapy 


It’s  over  30. 
Trust  it. 


ji  may  have  the  edge  in  glamour.  But  BUTISOL 
jim  (sodium  butabarbital)  has  the  solid  qualities 
(/ould  expect  of  an  anti-anxiety  agent  whose 
loilities  are  thoroughly  established: 


'edictable. 

i 

•tensive. 

lirkablywell  tolerated. 
does  its  job— smoothly  and  promptly. 

yonder  BUTISOL  Sodium  has  remained,  year 
^year,  among  the  1 00  most  frequently  prescribed 
cations.  Its  relaxing  sedative  effect  is  often 
qfs  needed:  to  help  the  usually  well-adjusted 
nt  cope  with  temporary  stress ...  or  to 
re  the  anxiety  associated  with  hypertension, 


coronary  disorders,  premenstrual  tension,  surgical 
procedures,  functional  Gl  disorders,  and  the  strains 
of  aging. 

Perhaps  this  is  why  so  many  physicians  have 
maintained  BUTISOL  Sodium  as  a consistent  favorite. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d, 
or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 

Available  as-.  Tablets,  15  mg.,  30  mg.,  50  mg.,  1 00  mg.; 

Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

ButiCAPS®  [Capsules  BUTlSOL  SODIUM  (sodium  butabarbital)] 

15  mg.,  30  mg.,  50  mg.,  100  mg. 


Butisol  SODIUM* 

(SODIUM  BUTABARBITAL) 

THE  I^THAT  SAYS  "RELAX" 

( McNEIL  I 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


comment 
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Cindi 


Cynthia  Gilliland  j 

1 

1 

This  sixteen-year-old  student  at  the  Gainesville  ■ 
High  School  gives  us  the  cover  picture  of  Dr.  * 
Babers.  This  qualified  scuba  diver  loves  her  horse, 

^ I 

plays  the  piano  passably,  takes  good  care  of  her 
coal-black  cat  and,  with  her  blue  eyes  and  blonde 
hair,  does  a pretty  good  job  of  bridging  the  genera- 
tion gap  and  captivating  others  as  she  has  us  with 
her  photograph  and  cover  picture. — Ed. 


Dialogue 


He  Sought  Help 

Joseph  S.  Stewart,  M.D. 

I wonder  how  most  of  us  woidd  have  met  this  medical 
problem.  Can  you  shrug  and  ignore  the  illness?  Can  the 
medical  association  lead?  We  would  like  to  learn  more. 


—Ed. 

He  was  a drop-in:  tall,  quite  thin,  with  a gaunt 
e.xpression.  His  clothes  were  somewhat  disheveled; 
he  needed  a shave;  but  by  no  means  did  he  give 
the  impression  of  the  long  haired  “hippie”  of  Co- 
conut Grove.  His  voice  was  well  modulated  and 
his  diction  that  of  one  of  culture.  “I  am  a heroin 
addict  and  have  been  on  methadone  awaiting  my 
turn  at  the  clinic  at  Jackson  Memorial  Hospital. 
They  have  promised  to  accept  me  in  eight  days 
and  I am  begging  jmu  to  give  me  a prescription 
for  enough  methadone  for  eight  days.  I take  eight 
tablets  a day.”  I asked  him  where  he  was  getting 
his  prescriptions  filled  and  he  named  one  of  the 
local  drug  stores.  On  inquiry,  the  pharmacist 


Dr.  Stewart  is  Past  President,  Florida  Medical  Association. 


informed  me  that  he  was  filling  prescriptions  for 
this  addict  and  only  this  addict,  as  he  thought  he 
was  deserving  and  was  really  trying  to  get  off  of 
heroin.  I gave  the  man  a prescription  for  32 
methadone  tablets,  10  milligrams  each. 

In  four  days  the  young  man  returned  to  my 
office  for  another  prescription.  He  was  now  clean- 
shaven and  his  clothes  were  nicely  pressed.  He 
was  composed  and  did  not  have  the  gaunt,  haunt-  ■ 
ing  expression  seen  on  his  first  visit.  I gave  him  t 
the  second  prescription  for  32  tablets.  At  the  end  ; 
of  four  days  he  was  back  in  the  office  again,  sa)dng  ! 
that  he  could  not  be  taken  at  Jackson  for  two  or  } 
three  weeks  and  that  he  had  seen  IMr.  Weinstein,  i 
who  is  in  charge  of  the  Jackson  clinic.  Mr.  Wein-  | 
stein  informed  me  the  man  had  been  in  the  night  , 
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before,  for  the  first  time;  it  was  true  that  they 
could  not  take  him  in  for  two  or  three  weeks.  I 
asked  Mr.  Weinstein  what  I could  do  in  the 
meantime  to  help  this  man  and  he  stated  that  the 
only  thing  he  knew  to  do  was  to  call  the  Federal 
Narcotics  Bureau  and  get  their  advice. 

I described  the  problem  to  Mr.  Acri  of  the 
Bureau  and  asked  him  for  any  information  he 
could  give  me  on  what  the  law  was  and  what  my 
rights  were  and  what  I could  do  to  help  this  ap- 
parently deserving  man.  Mr.  Acri  thanked  me 
very  much  for  calling  and  telling  him  what  I had 
done.  He  informed  me  that  the  statutes  definitely 
stated  that  it  was  contrary  to  law  to  prescribe  a 
narcotic  to  an  addict  except  for  definite  medical 
reasons.  He  suggested  that  the  only  thing  he  knew 
that  I could  do  was  to  have  the  man  apply  to  the 
State  Attorney  for  admission  to  the  National  In- 
stitute of  Mental  Health  Clinical  Research  Center 
at  Lexington,  Kentucky. 

Reluctantly  I informed  this  young  man  of  the 
information  I had  received  and  of  how  my  hands 
were  completely  tied  I)y  law  and  that  any  prescrip- 
tions I wrote  from  now  on  would  be  illegal  and 
if  the  pharmacist  filled  them  he  would  also  be  in 
an  untenable  position.  I talked  to  the  pharmacist 
and  he  said  that  he  would  not,  under  any  condi- 
tion, fill  any  more  prescriptions  as  he  had  done 
all  he  could  possibly  do  within  the  law.  The  young 
mem  was  quite  upset  and  disappointed.  He  said 
he  would  now  have  to  go  and  pay  the  exorbitant 
prices  of  the  peddlers. 

^^’hat  a tragedy ! Here  was  a young  man  whom 
I believe  was  actually  trying  to  get  off  of  heroin 
and  the  druggist  felt  too  that  he  was  most  deserv- 
ing, yet  our  hands  were  tied  by  law  and  we  had 
to  turn  him  over  to  the  wolves  until  he  could,  in 
due  course  of  time,  be  taken  in  at  the  Jackson 
Memorial  Hospital  clinic  for  help. 

A few  days  later  I was  describing  the  problem 
of  this  young  addict  to  a group  of  friends  and 
one  of  them  said  he  knew  a Father  Harrison  who 
was  doing  considerable  work  along  this  line 
and  suggested  that  I get  in  touch  with  him.  I went 
to  see  Father  Harrison  at  his  office,  “The  Spec- 
trum,” which  translated  means  “comprehensive 
drug  program  that  has  as  many  facets  as  a spec- 
trum,” and  told  him  my  story,  asking  him  what 
I could  have  done  or  what  I could  do  now.  He 
stated  that  he  had  spent  many  years  studying  this 
problem  and  was  so  sorry  I had  not  been  in  touch 
with  him  earlier,  as  he  could  have  taken  this 
young  man  over,  indicating  he  was  able  to  help 


such  persons  apply  to  the  Jackson  Hospital  clinic 
and  also  help  them  get  into  the  Lexington  Center. 

I suggested  to  Father  Harrison  that  it  seemed 
to  me  he  was  derelict  in  his  duties  in  not  letting 
me  and  the  other  doctors  of  Florida  know  about 
his  excellent  work  so  that  when  such  problems 
confronted  us  as  physicians  we  could  seek  his 
advice.  Father  Harrison  stated  that  he  would  be 
so  happy  if  I could  make  that  remark  on  television 
and  let  him  answer  it  on  television  because  he  had 
found  it  most  difficult  to  get  before  the  general 
public  and  the  doctors  in  that  he  did  not  have  the 
influence  with  the  press  that  other  workers  in  this 
field  seem  to  have.  I a.sked  Father  Harrison  to 
write  his  suggestions  and  what  he  might  be  able 
to  do  to  help  these  addicts  or  to  advise  physicians 
what  to  do  when  they  are  confronted  with  the 
problem  we  have  outlined. 

► Dr.  Stewart,  3384  Mary  Street,  Miami  33133. 

Help  for  the  Drug  Addict 

'Fhf;  Rev.  Frederick  C.  Harrison  Jr. 

When  Dr.  Stewart  told  me  of  his  experience 
with  this  addict,  I had  a number  of  mixed  feelings. 
My  immediate  reaction  was  that  the  addict  had 
played  the  old  game  with  the  doctor  which  we  call 
“making  a doctor” — and  the  doctor  had  been 
beaten  by  the  junkie’s  game. 

On  the  other  hand,  the  doctor,  in  my  opinion, 
was  doing  what  he  really  thought  was  right,  in 
helping  a troubled  patient — and  he  certainly  did 
do  the  right  thing  by  checking  out  the  legality  of 
his  actions  when  the  patient  twice  returned.  How- 
ever, clinically,  it  was  something  that  did  not 
really  help  the  addict.  All  it  did  was  place  in  the 
addict’s  possession  quantities  of  an  addictive  drug 
which  he  was  incapable  of  using  responsibly.  This 
is  why  we  have  methadone  clinics  for  such  pur- 
poses. 

It  was  also  rather  upsetting  to  think  that  Dr. 
Stewart  did  not  know  about  existing  programs  for 
rehabilitation  of  narcotic  addicts,  because  so  often 
in  large  communities  the  news  media  fail  to  com- 
municate the  reality  of  such  a complex  problem. 
Their  main  interest  is  in  selling  newspapers,  and 
to  sell  newspapers  they’ve  got  to  have  exciting, 
interesting  stories  about  the  right  people.  I make 
this  kind  of  an  indictment  of  the  news  media 
about  the  drug  problem,  since  they  do  make  drugs 
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exciting  and  mysterious,  forgetting  that  we  are 
dealing  with  human  life,  and  that  drug  addiction 
is  something  which  destroys  human  life.  There- 
fore, when  Dr.  Stewart  indicted  me  for  not  letting 
our  experience  and  our  resources  be  known  and 
available  to  the  community,  I felt  that  that  indict- 
ment should  be  shifted  to  the  news  media. 

The  program  entitled  SPECTRUM  has  been 
in  operation  in  Dade  County  for  about  18  months. 
We  are  under  contract  with  the  National  Institute 
of  Mental  Health,  which  means  we  have  some 
HEW  funds.  We  started  out  with  one  office, 
a part-time  secretary,  and  one  patient  being  re- 
turned from  Lexington  on  the  NARA  program 
(Narcotic  Addict  Rehabilitation  Act  of  1966).  We 
now  have  a contract  for  60  patients,  plus  an  addi- 
tion to  our  contract  permitting  us  to  do  an  evalua- 
tion and  examination  of  another  60  patients  prior 
to  admittance  to  Le.xington.  We  also  have  a thera- 
peutic community,  called  SPECTRUIM  House, 
using  the  existential  concept  of  Dr.  Efrem 
Ramirez.  The  therapeutic  community  has  proved 
to  be  the  most  effective  form  of  treatment  of  the 
hard-core  addict.  We  also  have  a staff  of  ex- 
addicts who  have  been  through  the  process,  and 
we  have  many  years  of  experience  in  counseling 
and  guidance  to  offer  the  community.  Our  ex- 
perience is  also  extended  to  training. 

In  addition  to  those  whom  we  can  help  with 
federal  funds,  we  offer  the  same  comprehensive 
in-depth  program  as  to  counseling,  vocational 
rehabilitation,  individual  and  group  therapy,  and 
social  services  to  an\"  clients  who  come  to  us.  This 
is  the  in-community  facet  of  our  program  and  by 
far  contains  the  largest  segment  of  clients.  We 
make  no  charge  for  counseling  or  any  other  phase 
of  the  program,  but  since  any  funds  for  this  ser\'- 
ice  must  come  from  the  community,  we  cannot 
offer  housing,  clothing  and  subsistence  allowances 
to  everyone  in  this  group. 

Therefore,  SPECTRUM  comprises  three  large 
segments:  those  clients  under  the  NARA  pro- 
gram, the  in-community  clients,  and  those  in  resi- 
dence in  SPECTRUM  House.  In  between  all  of 
those,  we  do  many  hours  of  workshop  training 
with  junior  and  senior  high  school  groups,  adult 
groups,  and  service  organizations.  The  only  one 
of  these  phases  which  is  federally  funded  is  the 
N.\R.\  program.  For  all  others,  we  must  look  to 
the  community  for  support,  especially  for  SPEC- 
TRUM House. 

We  think  it  is  important  that  we  face  the 
reality  that  medicine  alone,  and  traditional  psy- 
chotherapy, is  not  the  answer  to  the  treatment  of 


this  problem.  We  need  these  as  components,  along 
with  many  modalities,  which  means  that  the  medi- 
cal profession  and  the  psychiatrists  themselves 
need  to  broaden  their  experience.  About  the  only 
experiences  they  have  had  with  narcotic  addicts 
have  been  those  of  failure,  and  there  are  reasons 
for  this,  since  their  treatment  was  restricted  to 
their  own  field. 

We  have  something  going  in  terms  of  a com- 
prehensive form  of  treatment,  and  we  would  like  to 
give  it  away  to  the  state  of  Florida.  In  order  to 
do  this,  we  need  the  help  of  the  news  media  as 
well  as  that  of  the  medical  profession. 

In  some  sense,  the  drug  addict  is  a highly 
distilled  symbol  of  our  entire  civilization — with 
more  of  the  weaknesses,  cinxieties,  pains  and  fear 
which  every  sensitive  human  being  experiences. 
Because  “using  drugs”  is  only  the  symptom  and 
not  the  problem,  and  because  it  is  impossible  to 
have  sufficient  law  enforcement  to  insure  us  of  a 
genuinely  drug-free  environment,  we  must  strive 
to  reduce  the  addict’s  desire  and  need  for  drugs, 
so  that  there  will  be  no  market  for  this  illegal 
traffic. 

There  are  ways  of  treating  these  people  when 
they  come  to  the  doctor’s  office,  but  the  doctor 
needs  to  know  what  he  is  dealing  with.  As  was 
said  earlier,  a narcotic  addict  is  a master  at  play- 
ing games.  And  of  course,  in  this  case,  the  name 
of  the  game  is  “Make  the  doctor  feel  guilty,  so  I 
get  what  I want.”  There  are  forms  of  treatment 
available  in  which  the  doctor  can  make  a referral 
and  take  a stand.  The  doctor  is  also  going  to 
have  to  take  a stand  to  force  our  community  and 
those  in  positions  of  political  responsibility  to 
make  decisions  that  are  going  to  deal  with  the 
problem  and  not  just  offer  band-aid  services  to  let 
the  public  know  they  are  “doing  something.” 

When  an  addict  comes  to  a doctor  and  he 
knows  that  he  is  an  addict,  the  doctor’s  attitude 
should  be — “Who  is  in  the  business  of  dealing 
with  addicts?” — and  then  send  him  to  those  peo- 
ple. SPECTRUM,  located  at  900  S.  E.  First  Ave- 
nue, Miami,  is  one  of  those  agencies.  Some  others 
are:  Operation  Re-Entry,  on  Miami  Beach;  Oper- 
ation Self-Help,  Inc.,  Miami  and  if  the  addict  in- 
dicates a desire  to  enter  the  NARA  program,  he 
should  be  sent  to  the  Assistant  United  States  At- 
torney’s office  in  the  Federal  Post  Office  Building, 
Miami,  who  will  arrange  a hearing  before  a Dis- 
trict Judge  and  have  him  voluntarily  committed 
to  Lexington. 

And  when  an  addict  says,  “Well,  doctor,  if  you 
don’t  give  me  the  prescription  I’m  going  to  have 
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to  go  out  and  steal” — doctor,  that’s  just  part  of 
the  game.  The  physician  then  has  a responsibility 
to  say  “No” — and  refer  him  to  a treatment  pro- 
gram. If  there  were  enough  “no’s”  by  the  physi- 
cians, we  would  probably  have  the  addicts  lined 
up  at  our  doors  for  treatment,  because  it’s  been 
our  experience  in  the  state  of  Florida  that  the  phy- 
sicians are  one  of  the  major  sources  of  drugs  for 
the  addict — and  of  course,  it’s  all  legal. 

We  have  tried  to  reach  the  physicians  with  this 
information,  but  we  have  not  been  successful,  as 
doctors  are  very  busy  people  who  do  not  have 
time  to  attend  workshops  conducted  by  the  people 
who  really  know  what  it  is  all  about — the  ex-ad- 
dicts. Comprehensive  and  lasting  rehabilitation 


is  a very  expensive  matter.  There  are  no  cheap 
short-cuts,  but  rehabilitation  is  not  as  expensive 
as  the  cost  of  maintaining  an  addict’s  habit  over 
the  years.  The  upwards  of  4,500  known  addicts 
in  the  state  of  Florida  are  presently  supplying 
themselves,  through  illegal  activities,  with  millions 
of  dollars’  merchandise  annually  to  support  their 
addiction.  Comprehensive  rehabilitation  programs 
and  continuing  education  are,  in  reality,  the  most 
economical  way  of  doing  away  with  addiction.  It 
can  be  done — but  the  physician’s  help  is  sorely 
needed. 

^ Fr.  Harrison,  900  S.E.  First  Avenue,  Miami 
33131. 


The  Squeaky  Wheel 
Matthew  E.  Morrow,  M.D. 


There  is  an  old  saying  that  goes  something  like 
this:  “A  fig  for  those  by  laws  protected;  Liberty 
is  a wonderful  thing.  Churches  were  made  to 
please  the  priest  and  palaces  but  to  please  the 
king.”  I have  heard  many  teachers  complain  that 
schools  are  built  to  glorify  the  architect  and  please 
the  board  but  that  no  one  had  ever  used  their 
years  of  experience  in  the  classroom  to  rectify  age- 
old  errors.  It  is  apparent  from  the  literature  that 
this  holds  true  with  hospitals  as  well.  In  the  “Cur- 
rent Status  of  Intensive  Coronary  Care,”  Dr-  Kit- 
chell  points  out  that  the  average  architect’s  ideas 
often  do  not  fit  the  physician’s  needs  for  a cor- 
onary unit,  and  this  is  the  area  of  my  interest 
today.  But  this  is  a “slide”  lecture,  so  let  us  con- 
sider the  first  slide. 

SLIDE  :^I.  This  depicts  a Saturday  night  in  an 
emergency  room,  familiar  to  any  doctor.  Your  at- 
tention is  first  called  to  the  violent  fight  going  on 
between  a drunk  and  several  police  officers  aided 
(?)  by  some  employees  of  the  emergency  room. 
Although  there  is  no  sound  accompanying  this 
slide,  I’m  sure  your  sonic  recall  is  good  enough  to 
hear  the  volume  and  tone  if  not  some  of  the  actual 
words.  Close  by  you  can  see  two  accident  victims 
whose  moans  and  groans  are  all  but  drowned  out 
by  the  hysterical  screaming  of  their  families, 
friends  and  neighbors  who  carefully  gathered 
around  them  obstructing  any  possible  medical  care 


— even  as  they  demand  that  “Something  be  done 
now!”  And  this  patient  to  the  right  on  our  slide  is 
quiet  now,  but  she  was  rushed  into  the  emergency 
ward  amidst  great  urgency  and  confusion.  Now 
“couched  supine,  her  beauty  lily-white,”  carefully 
coiffured  and  made  up  .^he  lies  stoically  in  her 
very  best  silk  gown.  You  all  recognize  her.  She’s 
the  one  who  took  the  overdose  of  pills — hers  and  a 
friend’s. 

Among  others  you  will  recognize  in  this  first 
slide  are  the  elderly  emaciated  patient  with  an  old 
stroke  fresh  from  a nursing  home,  the  frightened 
child  with  a cut  thumb  and  his  even  more 
frightened  parent  or  two — or  three — the  convul- 
sive, the  nervous  and  so  forth.  But  wait.  You  miss- 
ed the  quiet  middle-aged  (25-65)  man  in  the  center 
of  this  bedlam.  He  has  chest  pain,  and  he’s  learned 
already  that  even  minor  effort  increases  the  crush- 
ing sensation  that  seems  to  radiate  to  his  jaw  and 
down  his  left  arm  and  causes  him  to  sweat  more 
and  breathe  more  heavily.  So  he  lies  perfectly 
still  and  quiet,  although  his  eyes  may  be 
wide  with  horror  of  the  surrounding  scene. 

SLIDE  #11.  This  is  a close-up  of  the  patient  we 
almost  missed.  The  drunks  will  be  dried  out,  bleed- 
ers controlled,  and  the  frightened  child  will  go 
home  with  his  still  frightened,  often  hostile,  par- 
ents, but  the  quiet  one  has  become  eternally  quiet. 
The  only  sounds  we  could  hear,  if  we  had  a sound 
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track,  would  be  the  stifled  sobs  of  the  family  he 
has  just  left  behind. 

SLIDE  #III.  This  is  a good  coronary  care  unit 
and  you  can  see  that  it  is  orderly,  cheerful  and 
quiet.  The  patients  appear  relaxed,  contented  and 
although  the  supervising  nurse  can  see  all  of  them 
they  are  aware  only  that  their  dignity  and  privacy 
is  secure.  This  slide  is  reassuring  to  you  as  doctors, 
too,  because  the  trained  personnel  know  what  to 
do  about  serious  arrhythmias  and,  more  important, 
can  prevent  them  almost  entirely.  The  patients 
you  see  here  are  the  so-called  “good  risk”  ones 
who  shouldn’t  die. 

SLIDE  #IV.  This  slide  is  a picture  of  the  usual 
coronarj’  care  unit.  The  physical  plant  is  the  same 
one  you  just  saw  and  I assure  you  the  other  facili- 
ties and  the  specially-trained  nurses  are  just  as 
good.  But,  we  see  here  patients  with  strokes,  heart 
failure,  emphysema  and  yes,  this  one  has  uncon- 
trolled upper  G.I.  bleeding  and  this  one  has 
asthma.  Perhaps  they  need  medical  intensive  care 
but  they  are  making  this  unit  ineffectual.  No 
matter  how  cheerfully  decorated  and  well  lighted 
this  unit  is  there  is  a feeling  of  impending  disaster 
and  foreboding,  and  each  death  and  every  emer- 
gency takes  its  toll  on  the  coronary  statistics  of 
such  a ward. 

SLIDE  iiV.  Here  in  slide  five  \’ou  have  a better 
coronary  unit.  It  is  precisely  the  same  unit  we 
viewed  in  the  third  slide.  There  is  an  additional 
anteroom,  however,  and  this  is  for  patients  like  the 
quiet  one  we  almost  missed  in  slide  one.  The  pa- 
tient is  brought  here  promptly,  usually  by  a res- 
cue squad,  without  waiting  for  the  emergency 
room  to  quiet  down  (after  the  squeaky  wheels  got 
their  oil)  to  be  seen  and  even  before  admission 


papers  are  properly  filled  out  and  signed — both  in 
the  emergency  room  and  then  the  admission  office. 
All  of  us  know  that  the  early  hours  of  infarction 
are  perhaps  the  most  important,  and  the  survival 
rate  is  in  direct  relationship  to  the  promptness  of 
treatment,  so  this  slide  should  make  us  feel  better. 

Since  the  first  coronary  care  units  were  started 
some  six  years  ago  much  has  been  learned  and 
recorded  but  there  has  been  an  amazing  lack  of 
addition  (or  summing  up)  of  the  various  new 
items  presented  to  us.  It  has  always  been  harder 
to  change  an  established  format  than  find  some- 
thing entirely  new.  In  fact  the  physicists  will  prob- 
ably discover  the  quarks  that  are  thought  to  exist 
beyond  the  subatomic  particle  before  we  have  a 
really  good  coronary  care  unit  which  obviously 
should  be  on  the  first  floor  with  a special  entrance 
best  located  at  or  by  a common  emergency  room 
entrance.  It  should  be  under  the  command  of  a 
physician  who  has  the  authority  to  treat  any  pa- 
tient, admitted  promptly,  and  talk  to  the  attending 
doctor  later,  from  the  time  the  patient  arrives  at 
the  emergency  coronary  anteroom  until  he  is 
discharged  from  the  unit. 

In  the  meantime,  the  emergency  room  should 
have  at  least  a few  well  equipped  and  sound- 
proofed rooms  where  the  quiet  ones  can  be  taken. 
There  should  be  a continuing  course  in  coronary 
care  so  that  emergency  room  personnel  are  always 
up-to-date  in  caring  for  them.  Perhaps  this  alone 
will  assure  the  “good  risk”  patient  a better  chance 
of  getting  to  the  coronary  care  unit  with  a mini- 
mum of  delay.  Which  slide  depicts  your  coronary 
unit?  Which  slide  represents  the  unit  to  which  you 
would  like  to  be  admitted  when  j'ou  have  your 
coronar}'? 


Title  XIX  (Medicaid) 


Dr.  James  A.  Bax,  Secretary 

Department  of  Health  and  Rehabilitative  Services 

State  of  Florida 

Dear  Dr.  Bax: 

.\t  a recent  meeting  of  the  IMadison  County 
Medical  Society,  we  had  an  opportunity  to  discuss 
the  information  received  from  your  office  concern- 
ing Title  XIX  (Medicaid).  We  were  quite  un- 
happy with  the  program  as  presently  planned,  and 
have  no  special  desire  to  participate.  Your  letter 
states  that  a ph}'^sician  may  discontinue  participa- 


tion in  the  program  at  any  time.  This  seems  to  be 
an  oversimplification  of  the  problem.  No  one  has 
yet  told  us  where  there  is  a physician  nearby  who 
is  willing  to  participate  in  the  program  and  who 
will  take  those  patients  referred  by  us  if  we  do  not 
participate. 

We  are  particularly  unhappy  with  three  aspects 
of  the  program.  First,  we  think  it  unfortunate  that 
the  legislature  appropriated  funds  “quite  inade- 
quate” to  support  the  program,  thus  e.xpecting 
physicians  to  subsidize  the  program,  rather  than 
allow  all  taxpayers  to  share  in  the  cost. 
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Second,  the  requirement  that  a telephone  call 
must  be  made  for  each  patient  visit  to  the  office, 
each  admission  to  the  hospital,  and  each  visit  to  a 
patient’s  home  or  to  the  emergency  room  seems  to 
be  a most  unusual,  inefficient,  and  burdensome 
method  of  billing.  Evidently  the  program  was  set 
up  for  the  physician  who  sees  an  occasional  Medi- 
caid patient,  not  for  the  office  that  sees  such  pa- 
tients several  times  daily.  Since  sick  patients  have 
to  be  seen  anyway,  why  is  “prior  authorization” 
needed? 

Third,  we  object  stenuously  to  the  require- 
ment that  the  physician  sign  your  request  for  pay- 
ment form,  stating  that  “I  will  accept  payment  by 
the  Division  of  Family  Services  as  payment  in  full 
for  services  rendered.”  We  must  reserve  the  right 
to  determine  our  own  fees.  If  we  did  not  do  this, 
we  would  not  stay  in  business  in  an  area  such  as 
this  where  there  are  more  than  2,000  patients 
receiving  welfare  aid  in  a county  of  less  than 
15,000  population.  Again,  please  tell  us  where  we 
can  find  a physician  who  is  willing  to  take  over  all 
of  these  patients  and  treat  them  for  nothing,  or  for 
one-fourth  or  one-half  usual  physician’s  fees? 

W.  J.  Bibb,  M.D.,  President 
Madison  County  Medical  Society 


Dear  Dr.  Bibb: 

This  will  acknowledge  receipt  of  your  letter 
in  which  you  enumerated  some  of  the  dissatisfac- 
tions of  the  Madison  County  Medical  Society  with 
Florida’s  Title  XIX  (Medicaid)  program.  We 
especially  appreciate  this  type  of  constructive 
criticism,  and  every  effort  will  be  made  to  respond 
clearly  and  with  equal  candor.  An  attempt  will  be 
made  to  discuss  each  of  the  problem  areas  in  order 
of  your  presentation. 

First,  you  explained  that  the  legislature  appro- 
priated funds  “quite  inadequate”  to  support  the 
program,  thus  still  expecting  physicians  to  subsi- 
dize the  program,  rather  than  allow  all  taxpayers 
to  share  the  cost.  The  appropriations  for  Medi- 
caid are  for  only  a six-months  program,  and  by 
legislative  intent,  provide  a most  minimum  pro- 
gram for  a specified  group  of  people,  the  state 
categorical  welfare  recipients.  It  was  never  in- 
tended that  this  initial  program  would  completely 
cover  the  recipients’  needs  for  physician  services. 


hospitalization,  or  any  of  the  other  services  in- 
cluded in  the  plan.  One  might  view  this  initial 
effort  as  a trial  period  for  developing  and  refining 
the  necessary  machinery  to  effectively  administer 
this  extremely  complex  operation. 

In  reviewing  the  overall  Medicaid  appropria- 
tion, it  should  be  kept  in  mind  that  the  funds  for 
physician  services  of  approximately  $2.6  million 
are  not  significantly  out  of  line  with  the  funds 
available  for  the  other  types  of  health  care  in  the 
plan,  nor  is  the  jihysician  percentage  of  the  total 
appropriation  inappropriate  when  compared  to  the 
funding  of  other  state  Medicaid  programs  or  when 
compared  to  national  expenditures  for  private 
health  care.  Although  a disproportionate  amount 
of  the  total  physician  appropriation  in  Florida 
could  conceivably  be  used  for  supplementing 
Medicare  payments  for  the  aged,  evidence  to  date 
on  utilization  indicates  that  this  will  not  be  the 
case. 

Prior  to  January  1,  1970,  the  state  categorical 
recipient  was  provided  certain  limited  health  care 
by  the  Division  of  Family  Services  under  several 
of  the  Social  Security  titles.  Physicians’  services 
were  not  among  those  services  so  provided.  Effec- 
tive January  1,  1970,  all  existing  health  care  for 
these  individuals  was  consolidated  under  Title 
XIX,  and  several  additional  services  were  added 
to  include  those  rendered  by  a physician.  The  $2.6 
m.illion,  while  inadequate  for  complete  physician 
care  at  usual  and  customary  charges,  would  appear 
to  provide  considerable  relief  since  there  were  no 
funds  for  this  purpose  before  January  1,  1970. 
While  there  may  be  merit  to  your  suggestion  that 
physicians  are  having  to  subsidize  this  program,  it 
should  be  remembered  that  all  providers  of  services 
are  in  the  same  manner  so  affected.  Also,  it  could 
be  logically  argued  that  physicians  are  subsidizing 
care  for  the  welfare  recipient  under  Title  XIX  in 
an  amount  of  $2.6  million  less  than  any  previous 
six  months  in  the  past. 

Your  second  concern  relates  to  the  requirement 
of  “prior  authorization”  by  a phone  call  for  each 
visit  or  admission  which  you  describe  as  an  ineffi- 
cient and  burdensome  method  of  billing.  You  state 
that  the  program  was  set  up  for  the  physician  who 
sees  an  occasional  Medicaid  patient,  not  for  the 
office  that  sees  such  patients  several  times  daily. 
You  ask  why  “prior  authorization”  is  needed  at  all 
since  the  patients  have  to  be  seen  anyway. 

We  understand  and  appreciate  your  dissatis- 
faction with  the  “prior  authorization”  by  phone 
procedure  for  each  visit.  It  is  rather  obvious  that 
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this  requirement  might  be  burdensome  where  large 
numbers  of  recipients  are  seen  in  one  office;  how- 
ever, it  was  never  intended  that  the  operation 
would  be  more  convenient  for  one  t\pe  physician 
than  another  and  it  was  therefore  not  designed 
with  this  in  mind.  The  procedures  were  developed 
as  a result  of  deep  concern  b\'  both  the  legislative 
and  executive  branches  of  government.  Medicaid 
program  operations  throughout  the  nation  have 
been  chiefly  characterized  by  a lack  of  fiscal  con- 
trol. Since  1965,  state  after  state  with  iMedicaid 
programs  found  themselves  in  deep  financial  diffi- 
culty after  brief  periods  of  operation  in  spite  of 
elaborate  utilization  review  mechanisms  and  other 
restraints.  In  most  instances,  these  expenditure 
problems  were  never  known  or  detected  until  long 
after  the  fact,  simply  because  health  care  utiliza- 
tion and  costs  are  extremely  difficult  to  project  and 
states  generally  have  had  very  poor  systems  for 
early  reporting. 

In  view  of  the  experience  of  other  states  and  in 
\iew  of  the  legislature’s  provision  for  a most  mini- 
mum program,  the  Department  of  Health  and 
Rehabilitative  Services,  through  the  Division  of 
Family  Services,  adopted  the  present  system  of 
“prior  authorization”  as  a means  of  avoiding  the 
serious  fiscal  problems  so  common  in  most  Medi- 
caid programs.  We  are  fully  aware  that  these  pro- 
cedures do  make  certain  demands  on  the  pro\id- 
ers.  While  serving  well  the  cause  of  fiscal  responsi- 
bility, they  are.  by  no  means,  infallible,  and  re- 
finement and  improvement  are  essential.  It  is 
especialh'  important  that  we  find  ways  of  simplih’- 
ing  the  program  to  better  accommodate  physicians, 
and  especially  those  who  see  large  numbers  of 
recipients,  such  as  the  situation  in  your  county. 
We  would  welcome  the  Madison  County  Medical 
Society’s  assistance  in  this  regard. 

Your  third  and  last  objection  pertains  to  the 
statement  on  the  billing  form  which  reads,  “I  will 
accept  pa\Tnent  by  the  Division  of  Familj"  Ser\’ices 
as  payment  in  full  for  services  rendered.”  This 
particular  regulation  applies  to  all  services  under 
Medicaid  except  nursing  home  care,  where  for  a 
brief  period  there  can  be  supplemental  pa\Tnents. 
While  your  objection  to  this  regulation  is  under- 
standable and  reasonable,  the  requirement  is  based 
on  federal  policies  which  have  been  unsuccessfully 
challenged  many  times  in  the  p2ist.  However,  we 
would  have  no  objection  to  challenging  this  re- 
quirement once  again. 

With  respect  to  Madison  County,  we  do  not 
clearly  comprehend  two  aspects  of  your  situation. 


First,  how  have  physician  services  for  these  same 
welfare  recipients  been  provided  for  in  the  past? 
Secondly,  how  does  the  availability  of  funds, 
where  none  previously  existed,  create  a financial 
problem  for  the  physicians?  Perhaps  with  some 
better  understanding  of  these  questions  we  could 
be  in  an  enlightened  position  regarding  your 
problems. 

Again,  accept  our  thanks  and  appreciation  for 
your  timely  remarks.  You  can  be  assured  that  we 
shall  diligently  seek  to  find  ways  to  make  the 
program  more  attractive  and  acceptable  to  the 
practicing  physician.  It  is  fully  understood  that 
the  effectiveness  of  Medicaid  directly  relates  to  the 
interest  and  involvement  of  the  practicing  physi- 
cian in  Florida  and  you  can  be  assured  that  your 
remarks  are  significantly  important  to  us. 

James  A.  B.ax,  Ph.D.,  Secretary 
Dep.artment  of  Health  .and  Rehabilitative 

Services 

Tallahassee 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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Our  Mail 


Dear  Editor: 

As  a constant  reader  of  the  Journal,  one  who 
admires  both  the  professional  quality  of  its  con- 
tent and  the  beauty  of  its  make-up,  I should  like 
to  call  your  attention  to  an  omission.  It  may  be 
of  little  moment  to  you  but  it  is  important  to  our 
membership.  I speak  of  the  omission  of  our  orga- 
nization from  the  table  of  “Florida  Organizations 
of  Medical  Interest-lVIeetings  and  Officers.” 

Ours  is  the  Florida  component  society  of  the 
Industrial  Medical  Association.  The  F.I.M.A.  has 
been  in  formal  existence  for  more  than  six  years. 
The  list  of  officers  is  printed  at  the  left  of  the 
letterhead.  Our  next  meeting  will  be  in  West  Palm 
Beach  in  October  1970.  The  Journal  very  kindly 
publi.shed  the  notice  of  our  1968  meeting  in  the 
September  and  October  1968  issues.  I will  send 
you  the  exact  information  on  our  next  meeting 
well  in  advance,  again  requesting  publication. 
Meanwhile  we  would  greatly  appreciate  favorable 
consideration  of  our  request  for  monthly  listing  in 
the  Journal  as  a Florida  “Organization  of 
Interest.” 

Joseph  A.  Baird,  M.D- 
Secretary-Treasurer 
Florida  Industrial  Medical  .Association 

Bradley 


Dear  Dr.  Baird: 

We  appreciate  very  much  your  letter  calling 
our  attention  to  the  omission  of  the  Florida  Indus- 
trial Medical  Association  from  the  list  entitled 


“Florida  Organizations  of  Medical  Interest — Aleet- 
ings  and  Officers”  in  the  Alarch  issue  of  the 
Journal. 

We  thought  you  might  like  to  know  that  the 
criterion  we  have  followed  for  including  the  names 
of  state  specialty  societies  in  this  list  is  that  they 
must  be  recognized  officially  as  approved  specialty 
groups  by  the  .Association’s  Board  of  Governors. 
.A  check  of  our  records  reveals  that  the  Florida 
Industrial  Medical  .Association  applied  for  such 
recognition  in  1968  and  that  the  Board  of  Gov- 
ernors approved  the  application  subject  to  the 
amendment  of  your  group’s  bylaws  to  require 
membership  in  the  FM.A  of  your  members  to  con- 
form with  standard  FM.A  policy  regarding  spe- 
cialty groups.  Because  there  has  been  no  response 
on  this  question  from  your  association  subsequent 
to  that  time,  the  official  recognition  still  is  pending. 

In  your  letter  you  also  mentioned  that  the 
Journal  published  a notice  of  your  1968  meeting 
in  our  list  of  “FM.A  .Approved  Postgraduate  Meet- 
ings.” This  we  were  very  happy  to  do  in  that  the 
P'lorida  Industrial  Medical  .A.ssociation  applied  for, 
and  received,  approval  of  the  FM.\  Committee  on 
Postgraduate  Education  for  its  Second  Industrial 
Health  Conference  held  October  18-19,  1968  in 
Tampa. 

Thank  you  very  much  for  calling  this  matter 
to  our  attention.  The  Journal  is  anxious  to  assist 
your  organization  in  every  possible  way  and  we 
hope  you  will  keep  us  informed  of  your  activities. 

Franz  Stewart,  M.D. 

PIditor 
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Not  just  the  tough  cases... 


Depend  on  Candeptin"  (candicidin) 
as  the  agent  of  first  choice  in 
all  Candida  cases. 


Symptoms  subside 
in  48  to  72  hours! 

Itching,  burning,  discharge, 
and  malodor  disappear  rapidly... 
patient’s  embarrassment,  too. 

Avoids  the 
disappointment 
of  ^‘the  cure 

that  didn’t  take.” 

Candeptin  is“cidal”as  well  as‘‘static," 
It  IS  100  times  more  potent  in  vitro 
than  nystatin, 2 and  it  has  achieved 
culture-confirmed  cure  rates  of 
90%  and  more^  (even  in  notoriously 
difficult-to-treat  pregnant  patients))'^-'’ 

And  two  weeks  does  it. 

Usually,  Candeptin  cures  m 
a single  14-day  course  of  therapy. ^ 


the  fortnight  fungicide 

Candeptin^ 

candiciclin 

Vaginal  Tablets/Ointment 

Formula:  CANDEPTIN  Vaginal  Ointment  con- 
tains a dispersion  of  candicidin  powder  equiva- 
lent to  0 6 mg  per  gm.  orO  06%  candicidin  activity 
in  U.S.P.  petrolatum.  3 mg.  of  candicidin  is  con- 
tained in  5 gm.  of  ointment  or  one  applicatorful. 
CANDEPTIN  Vaginal  Tablets  contain  candicidin 
powder  equivalent  to  3 mg.  (0.3%)  candicidin  ac- 
tivity dispersed  in  starch,  lactose  and  magnesium 
Stearate. 

Indications:  Vaginal  moniliasis  due  to  Candida 
albicans  and  other  Candida  species. 
Contraindications:  Patient  sensitivity  to  any 
of  the  components.  During  pregnancy  manual 
tablet  insertion  may  be  preferred  since  the  use  of 
the  ointment  applicator  or  tablet  inserter  may  be 
contraindicated. 

Caution:  Clinical  reports  of  sensitization  or  tem- 
porary irritation  with  CANDEPTIN  Vaginal  Oint- 
ment or  Vaginal  Tablets  have  been  extremely 
rare  To  avoid  reinfection,  it  is  recommended  that 
the  patient  refrain  from  sexual  intercourse  during 
treatment  or  the  husband  wear  a condom. 
Dosage:  One  vaginal  applicatorful  of  CAN- 
DEPTIN Ointment  or  one  Vaginal  Tablet  is 
inserted  high  in  the  vagina,  twice  a day.  in  the 
morning  and  at  bedtime,  for  14  days.  Treatment 
may  be  repeated  if  symptoms  persist  or  reappear. 
Dosage  forms:  CANDEPTIN  Vbginal  Ointment 
IS  supplied  in  75  gm.  tubes  with  applicator  (14- 
day  regimen  requires  2 tubes).  CANDEPTIN  Vag- 
inal Tablets  are  packaged  in  boxes  of  28.  in  foil, 
with  inserter— enough  for  a full  course  of  treat- 
ment. Store  under  refrigeration. 

Federal  law  prohibits  dispensing  without  pre- 
scription. CANDEPTIN  is  a registered  trade-mark 
of  Julius  Schmid,  Inc. 

References:  1.  Olsen,  J.  R:  Journal-Lancet 
85  287  (July)  1965.  2.  Lechevalier,  H.:  Antibiotics 
Annual  1959-1960.  New  York.  Antibiotica,  Inc., 
1960.  pp.  614-618.  3.  Giorlando,  S.  W , Torres.  J.  F„ 
and  Muscillo,  G Am.  J.  Obst.  & Gynec.  90  370 
(Oct.  1)  1964  4.  Friedel.  H.  J.:  Maryland  M.  J. 
15  36  (Feb  ) 1966 


Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York.  N.Y.  10019 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  j.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 

August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 


YOUR  PATRONAGE 
HAS  MADE  OUR  GROWTH  POSSIBLE 

Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

4111  Carmichael  Ave.  32207 
(904)  359-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

St.  Petersburg  call  862-0332  direct  line 
to  Tampa  office 

Clearwater  call  446-0487  direct  line 
to  Tampa  office 


A COMPLETE  BUSINESS  SERVICE 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  FLORIDA 


233  Fourth  Ave,  N.E. 
St.  Petersburg,  Fla.  33701 
Phone  898-5074 


1855  Hillview  Street 
Sarasota,  Florida 
Sarasota  Phone  958-4493 
4771  Bilmark 
Ft.  Myers,  Florida 
Ft.  Myers  Phone  936-3162 


417  Executive  Building 
1175  N.E.  125th  St. 
Miami,  Florida  33125 
Dade  Phone  751-2101 
Broward  Phone  523-0286 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


Brief  Summary  of  Prescribing  Information- 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  dkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salntensiif 

hydroflumethiazide,  50  mg./ reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  therapy 
that  is  ea^to  live  with; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for; 
Easy-to-live-with  control. Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

♦Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-ti^liveivith  cost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
'^bconomical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

Salatensiif 

hydroflomethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


If  they  remember  “then”.. ^ 
they  may  need  Mediatric  now. 

Their  world  has  made  history— and  they’re  afraid  they 
may  have  too.  They  are  the  “getting  old’’  patients  who 
may  not  be  quite  sick,  nor  yet  quite  well.  They  probably 
complain  of  too  easy  fatigue,  of  vague  aches  and  pains 
often  without  any  evidence  of  organic  disease.  You  know 
it’s  an  inexorable  partof  aging— and  only  an 
improvement  in  symptoms  can  be  expected.  MEDIATRIC 
is  designed  to  help. . . 


The  need  for  metabolic  support ... 

MEDIATRIC  provides  the  gonadal  steroids  ' 
[PREMARIN®  (conjugated  estrogens-equelj 
orally  active,  natural  estrogens,  and  meth  1 
testosterone]  for  physiologic  and  metabo 
benefits. 

The  need  for  mood  elevation . . . 

MEDIATRIC  provides  methamphetamine\i 
impart  a gentle  emotional  uplift  and  comt; 
apathy. 

The  need  for  nutritional  support... 

MEDIATRIC  provides  specially  selected 
nutritional  supplements  to  help  meet  the  et 
requirements  of  the  elderly  individual. 

The  need  for  dosage  convenience . . . 

Only  a single  Tablet  or  Capsule  (or  3 
teaspoonfuls  of  Liquid)  daily  to  minimize 
skipped  doses. 


3njugated  estrogens-equine 

Each 

MEDIATRIC® 
Tablet  or 
Capsule 
contains: 

Each  15  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC® 
Liquidt 
contains: 

(PREMARIN®) 

0.25  mg. 

0.25  mg. 

ethyltestosterone 

2.5  mg. 

2.5  mg. 

ethamphetamine  HCI 

1.0  mg. 

1.0  mg. 

yanocobalamin 

2.5  meg. 

1.5  meg. 

hiamine  HCI 

— 

5.0  mg. 

hiamine  mononitrate 

10.0  mg. 

— 

iboflavin 

5.0  mg. 

— 

iacinamide 

50.0  mg. 

— 

yridoxine  HCI 

3.0  mg. 

— 

alcium  pantothenate 

20.0  mg. 

— 

errous  sulfate  exsic. 

30.0  mg. 

— 

scorbic  acid 

100.0  mg. 

tains  15%  alcohol— some  loss  unavoidable. 

tablets,  capsules,  liquid, 

IdllCIll  Iw  Steroid-nutritional  compound 

ay  help  a little,  or  a lot. 


BRIEF  SUMMARY 

Indication:  For  use  in  aging  patients  of  both  sexes. 
Contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

Side  Effects:  In  addition  to  withdrawal  bleeding, 
breast  tenderness  or  hirsutism  may  occur. 
Suggested  Dosage:  Male  and  female— I Tablet  or 
Capsule  or  3 teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous  stimulation  of 
breast  and  uterus,  cyclic  therapy  is  recommended 
{3  week  regimen  with  1 week  rest  period— 
Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  A careful  check  should  be  made  on 
the  status  of  the  prostate  gland  when  therapy  Is 
given  for  protracted  intervals. 

Supplied:  No.  752— MEDIATRIC  Tablets,  in  bottles 
of  100  and  1,000.  No.  252— MEDIATRIC  Capsules, 
in  bottles  of  30,  100,  and  1,000.  No.  910— 
MEDIATRIC  Liquid,  in  bottles  of  16  fluidounces. 


Ayersfc 


AYERST  LABORATORIES 
NewYork.N.Y.  10017 


# * 


SEE  YOU 


AT  THE  NINETY-SIXTH 


FLORIDA  MEDICAL 


ASSOCIATION 


ANNUAL  MEETING 


MAY  6-10,  1970 


DIPLOMAT  HOTEL 


HOLLYWOOD-BY-THE-SEA 


FLORIDA 


THERE  WILL  BE 


SOMETHING  FOR 


EVERYONE.  PLAN 


TO  ATTEND. 


Synthraid” 

(sodium  levothyroxine) 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  rej 
ment  therapy  for  diminished  or  absent  thyroid  function  resif 
from  primary  or  secondary  atrophy  of  the  gland,  congenital  dJ 
surgery,  excessive  radiation,  or  antithyroid  drugs.  Indication 
SYNTHROID  (sodium  levothyroxine)  Tablets  include  myxeo 
hypothyroidism  without  myxedema,  hypothyroidism  in  pregnl 
pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothj 
ism,  simple  (non-toxic)  goiter,  and  reproductive  disorders  assoc 
with  hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Inje 
is  indicated  in  myxedematous  coma  and  other  thyroid  dysfunc 
where  rapid  replacement  of  the  hormone  is  required.  When 
tient  does  not  respond  to  oral  therapy,  SYNTHROID  (sodiuml 
thyroxine)  injection  may  be  administered  intravenously  to  avoiil 
question  of  poor  absorption  by  either  the  oral  or  the  intramus| 
route. 


Precautions:  As  with  other  thyroid  preparations,  an  overdc 
may  cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycd 
vomiting  and  continued  weight  loss.  These  effects  may  begin  I 
four  or  five  days  or  may  not  become  apparent  for  one  to  three  w| 
Patients  receiving  the  drug  should  be  observed  closely  for  sigl 
thyrotoxicosis.  If  indications  of  overdosage  appear,  disconj 
medication  for  2-6  days,  then  resume  at  a lower  dosage  lev^ 
patients  with  diabetes  mellitus,  careful  observations  should  be  r 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage  req 
ments.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiend 
Addison's  Disease  (chronic  subcortical  insufficiency),  Simmoij 
Disease  (panhypopituitarism)  or  Cushing’s  syndrome  (hyperaJ 
alism),  these  dysfunctions  must  be  corrected  prior  to  and  di| 
SYNTHROID  (sodium  levothyroxine)  administration.  The 
should  be  administered  with  caution  to  patients  with  cardiovasJ 
disease;  development  of  chest  pains  or  other  aggravations  of] 
diovascular  disease  requires  a reduction  in  dosage. 


Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction 


Side  effects:  The  effects  of  SYNTHROID  (sodium  levothyro;! 
therapy  are  slow  in  being  manifested.  Side  effects,  when  the! 
occur,  are  secondary  to  increased  rates  of  body  metabolism:  svl 
ing,  heart  palpitations  with  or  without  pain,  leg  cramps,  and  weT 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  obseij 
Myxedematous  patients  with  heart  disease  have  died  from  at 
increases  in  dosage  of  thyroid  drugs.  Careful  observation  oil 
patient  during  the  beginning  of  any  thyroid  therapy  will  aler'l 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  followejj 
a more  gradual  adjustment  upward  will  result  in  a more  acci| 
indication  of  the  patient's  dosage  requirements  without  the  apfi 
ance  of  side  effects. 


Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHF^ 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately! 
grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a sii 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  wit 
.Myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  maj 
Increased  by  0.1  mg.  every  30  days  until  proper  metabolic  balan  ■ 
attained.  Clinical  evaluation  should  be  made  monthly  and  f 
measurements  about  every  90  days.  Final  maintenance  dosage® 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema,  star® 
dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  toS 
mg.  after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  w£;s.' 
The  daily  dose  may  be  further  increased  at  two-month  intervalbf 
0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0.1-1.0g 
daily).  I 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg  .3 
mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  IrP 
tion:  500  meg.  lyophilized  active  ingredient  and  10  mg.  of  ManrJl, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chlcls 
Injection,  U.S.P.,  as  a diluent. 


SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  admS-j 
tered  intravenously  utilizing  200-400  meg.  of  a solution  contaiiid 
100  meg.  per  ml.  If  significant  improvement  is  not  shown  the  folH 
ing  day,  a repeat  injection  of  100-200  meg.  may  be  given.  | 


FLINT  LABORATORIES 


DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053 


ixposes  a 


^ n the  Embankment.  Two  figures  emerge  into  silhouette  against  a 
1<  I street  lamp.  The  flare  of  a match  reveals  the  profile  of  Sherlock 
• es.  As  he  lights  his  calabash,  his  companion  speaks: 

I;  ove.  Holmes,  that  amazing  intuition  of  yours  has  proved  right 
i . What  we’re  looking  for  is  a single  entity.  I thought  we  were 
;rig  with  several  others— even  twins.  But  now— I’d  say  we’ve 
« /ered  a double  agent.” 
r me  more,  Watson,  and  be  quick  about  it!” 

V ;on  withdraws  a folded  paper  from  inside  his  greatcoat,  and 
a aloud  from  it): 

f key  to  the  whole  cypher  is  SYNTHROID  (sodium  levothy- 
):  e)”. . . 

Sh!  Watson,  not  so  loud!  You’ll  alert  our  quarry.” 

^>on  continues):  “A  single  entity  that  serves  two  functions.” 

^ laster  stroke,  Watson.” 

Flow  along.  Holmes.  In  the  neighborhood  of  95%  of  the  circulat- 
i(  lyroid  hormone  is  levothyroxine— T4  as  you  call  it.  T^  is  bound 
J yroxine-binding  proteins  in  the  serum.  It  becomes  available  only 
r:  jally  to  tissue  cells— as  free  thyroxine.” 


□n  _ . 
ouble  agent 

“Is  that  why  there’s  such  a smooth,  predictable  response,  Watson?” 
“Quite!  With  agent  T^,  SYNTHROID,  the  chances  of  a precipitous 
rise  in  metabolic  rate  are  lessened.” 

“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid  hormone — because 
‘free’  thyroxine  (that  is,  thyroxine  not  bound  to  protein)  is  active  at 
the  tissue  level.  It  is  gradually  released  from  thyroxine-binding  pro- 
teins. Each  daily  dose  of  SYNTHROID  is  mostly  bound  to  thyroid- 
binding proteins,  and  slowly  released  as  ‘free’  thyroxine— the  form  in 
which  it  is  metabolically  active.” 

“Magnificent,  Watson!  So  protein-bound  thyroxine  is  the  major  form 
of  circulating  thyroid  hormone,  and  it  is  released  as  ‘free’  thyroxine. 
And  that’s  why  SYNTHROID  is  able  to  simulate  the  normal  process 
so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the  physician,  too. 
Because  its  dosage  is  more  precisely  controllable,  and  because  re- 
sponse is  so  smooth  and  predictable,  the  doctor  gets  fewer  phone  calls 
in  the  wee  hours  from  agitated  patients.  Both  parties  get  more  sleep!” 
“Comforting,  my  dear  doctor,  to  know  that  SYNTHROID,  the 
‘single  agent,’  cleverly  does  the  job  of  two.” 


Synthroid"(sodium  levothyroxine) 


nobody  builds 
a better  boat 


BOATS 

INCOKPORATED 

Tarpon  Springs,  Fla.  33589 


V26  Americana  Now  4 great  models;  Fly-Bridge  Cruisei 

Hardtop  Cruiser  s 5-Sleeper  Sedan  Cruiser  s Convertible  Cnot  shou/i 


Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 

chancroid 

diphtheria 

endocarditis 

genitourinary 

infections 

gonorrhea 

granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AchrO‘V 


99 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


idications:  Hypersensitivity  to 
line. 

In  renal  impairment,  since 
icity  is  possible,  lower  doses 
:ated;  during  prolonged  therapy 
serum  level  determinations, 
namic  reaction  to  sunlight  may 
hypersensitive  persons, 
nsitive  individuals  should 
posure;  discontinue  treatment 
iscomfort  occurs, 
ons:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young 
infants.  yellow-brown  staining; 

enamel  hypoplasia.  Blood— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  L/ver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


Achromycin  V 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


484-9 


9^(!0Ucia 

^Uecllcad 


meetings 


National  and  Regional 
Meetings  Held  in  Florida 


FMA  Approved 
Postgraduate  Meetings 


xMAY 

13-16  Greater  Miami  Pediatric  Society  Seminar, 
Jackson  Memorial  Hospital,  Miami.  For 
information:  Retha  Schiess,  IM.D.,  7001 

Galloway  Rd.,  Miami  33143. 


SEPTEMBER  ' 

27-28  Society  of  Pediatric  Radiology,  Deauvillt' 
Hotel,  Miami  Beach.  Sec.:  John  L.  Gwinn 
M.D.,  Children’s  Hospital,  4650  Sunsei! 
Blvd.,  Los  .\ngeles,  Cal.  90027. 

29-Oct.  2 American  Roentgen  Society,  Deauvilloi 
Hotel,  Miami  Beach.  Ex.  Sec.:  Ted  F ' 
Leigh,  IM.D.,  Emory  University  Clinic,  .At- 
lanta, Ga.  30322. 


14-16  Current  Cancer  Concepts,  Alount  Sinai 
Hospital  .Auditorium,  IMiami  Beach.  For 
information:  Public  Relations  Office, 

Mount  Sinai  Hospital,  4300  .Alton  Rd., 
Miami  Beach  33140. 


OCTOBER 

25-28  .American  Clinical  and  Climatological  .Asso- 
ciation, Ponte  Vedra  Club,  Ponte  A’edra. 
Sec.:  J.  Edwin  Wood,  M.D.,  Box  157,  Uni- 
versity of  Virginia  Hospital,  Charlottesville,' 
Va.  22901. 


JUNE 

8-13  Fourth  .Annual  Workshop  in  Electrocardio- 
graphy, Hamilton,  Bermuda.  For  infor- 
mation: Henry  J.  L.  Alarriott,  AI.D.,  St. 
.Anthony’s  Hospital,  St.  Petersburg,  Fla. 
33705. 

NOVEMBER 

19-20  Seminar  in  Obstetrics  and  Gynecology,  J. 
Hillis  Miller  Health  Center,  University  of 
Florida,  Gainesville.  For  Information:  Div. 
of  Postgraduate  Education,  Box  758,  J. 
Hillis  Aliller  Health  Center,  Gainesville 
32601. 


DECEMBER 

10-12  Eleventh  Biennial  Cardiovascular  Seminar 
on  Coronary  .Artery  Disease,  Sheraton- 
Four  .Ambassadors  Hotel,  IMiami.  For  in- 
formation: Arthur  Gosselin,  M.D.,  Chm., 
Heart  .Association  of  Greater  Miami,  5080 
Biscayne  Blvd.,  Miami  33137. 


NOVEMBER 

3-  8 .American  Society  of  Clinical  Hypnosis,  i 
Eden  Roc  Hotel,  Miami  Beach.  Ex.  Sec.: 
F.  D.  Nowlin,  800  Washington  .Ave.,  S.E.,i 
Mirmeapolis,  Minn.  55414. 

17-22  Pan  .American  Medical  .Association,  Holly- 
wood Beach  Hotel,  Hollywood  Beach.  Dir.: 
Joseph  J.  Eller,  M.D.,  745  Fifth  .Ave.,  New 
York,  N.  Y.  10022. 


DECEMBER  ^ 

7-10  Southern  Surgical  .Association,  Boca  Raton  j 
Hotel,  Boca  Raton.  Ex.  Sec.:  D.  C.  Sabis-| 
ton  Jr.,  IM.D.,  Duke  University  Medical  I 
Center,  Durham,  N.C.  27706.  j 

I 

10-12  Cardiovascular  Seminar  on  Coronary  Dis-| 
ease,  Sheraton  Four  .Ambassadors  Hotel,] 
Miami.  Pgm.  Dir.:  Mrs.  Jo  Baxter,  5080 
Biscayne  Blvd.,  Miami  33137. 
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I nutritional 
nport  in 

Idisorders 


(eroccar 

=TS 

totency  B-complex  and  C 
itritional  support 

LABLE  ONLY  ON  Rx 

3ins  water-soluble  vitamins  only 

dosage  provides  full 
ipeutic  amounts 

I patient  acceptance 

for,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
wrhich  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


—The  lowest  priced  tetracycline— nystatin  combination  available— 


TUCKER  HOSPITAL,  INC. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


J.AMES  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
C.ATHERINE  T.  R.AY,  M.D. 


Weir  Tucker,  M.D. 
Edw.ard  W.  Gamble,  III,  M.D. 
Gerard  W.  Atkinson,  M.D. 
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Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW.  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


uroica 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


P.  L DODGE  MEMORIAL  HOSPITAL 

M.  G.  Isaacson,  M.D. 

Aledical  Director 
1861  N.W.  South  River  Drive 
Miami,  Florida 
Phone  642-3555 

A nonprofit-voluntary  hospital  for  the  treat- 
ment of  nervous  and  mental  disorders  and  the 
problems  of  drug  addiction  and  alcoholic  habit- 
uation. Modern  diagnostic  and  treatment  proce- 
dures including — Psychotherapy.  Insulin  & Elec- 
troshock. when  indicated.  Adequate  facilities  for 
recreation  and  out-door  activities.  Admissions 
are  made  without  regard  to  race,  color  or  na- 
tional origin. 

Information  on  request 

Member  NAPPH.  American  Psychiatric  Assn..  & 
American  Hospital  Assn. 
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physicians  wnnred 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  R.  C. 
Thompson,  Hartow  Memorial  Hospital,  Bartow,  Fla. 

FAMILY  I’HYSICIAN  WANTED  to  join  estab- 
lished family  phj-sician  (pediatrics  and  general  medi- 
cine) in  rapidly  growing  residential  area  AAGP  mem- 
ber or  eligible  preferred.  Lovely  waterfront  community 
with  excellent  professional  atmo.'phere.  Will  guarantee 
S20,000  first  year.  Contact:  Fied  O.  Smith,  M.D.,  1015 
Bartelt  Rd.,  Tarpon  Springs.  Fla.  335S9. 

GENERAL  PRACTITIONER  WANTED:  For 

private  practice,  pleasant  surroundings  in  Jack.«onville 
area.  Seventy-five  bed  county  hospital  adjacent  to 
modern  office  building  with  two  colleagues.  Write 
C-S42,  P.O.  Box  2411,  Jack>on\’ille,  Fla  32203. 

IMMEDIATE  OPENING:  GP  desires  office  asso- 

ciate. Salary  and  percentage  with  minimum  guarantee 
of  $24,000  per  year.  Adequate  office  space  with  two 
excellent  area  hospitals.  Central  Florida  location  mid- 
way between  two  coasts.  Phone  (813)  453-3121  or 
write  C-917,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

FAMILY  PHYSICIAN  W.AXTED  to  join  an  estab- 
blished  two-man  professional  association.  $30,000 
guaranteed  first  year  earnings  plus  liberal  fringe  bene- 
fits of  a professional  corporation.  Partnership  agree- 
ment after  one  year.  New  60-bed  JC.AH-approved 
and  110-bed  E.C.F.  adjacent  to  office.  Randall  Jen- 
kins, iM.D.,  Inverness,  Fla.  32650.  Phone  (904) 
726-2351. 

WANTED:  M.D.  to  do  general  practice  in  fast 

growing  community  to  join  corporate  group  with 
profit-sharing  and  pension  trust  fund.  Have  60-bed 
JCAH  hospital.  Guaranteed  salary  $24, OCX).  Must 
have  Florida  license.  Contact  John  M.  Canakaris, 
M.D.,  Box  727,  Bunnell,  Florida  32010.  Phone  (904) 
437-3354. 

GENER.AL  PRACTITIONER:  For  opening  in 

long  established  multispecialty  group.  Must  have  Flor- 
ida license  and  completed  military'  obligation.  Contact 
Jerome  J.  CoSey,  M.D.  or  John  F.  Kerw'ick,  Business 
Manager,  Holly'wood  Clinic,  P.O.  Box  2308,  Holly- 
wood, Fla.  33022.  Phone  (305)923-4646 

FLORIDA  KEYS  PR.ACTICE  OPPORTUNITY 
for  young,  vigorous  G.P.  Delightful  resort  community 
with  time  to  enjoy  same.  Challenging,  busy,  reward- 
ing, sophisticated,  teaching-oiented  cFnic  pmrtice  with 
36-bed  JC.AH  hospital — I.C.U.  and  C.C.U.  Need  asso- 
ciate. Salary  open.  Advancement,  partnership  possi- 
bilities. Many  extras.  Write  Lloyd  Damsey,  M.D., 
2805  US  —1,  Marathon,  Fla.  33050. 

as 


W.ANTED:  GP  as  third  man  in  partnership.  Gen- 

eral practice  including  some  Ob.  Boynton  Beach  area, 
lower  East  coast.  Phone  (305)  732-2701. 

W.UNTED:  General  practitioner  associate.  Florida 

license  required.  Plan  to  retire  in  six  or  seven  years. 
Write  Jerome  N.  .\marante.  M.D.,  4835  Hollywood 
Blvd.,  Hollywood,  Fla.  33021. 


Specialists 

INTERNIST  W.ANTED:  For  private  practice  1 

netting  $24,000  yearly.  Pleasant  surroundings  in  Jack-  ' 
sonv'ille  area.  Sev'enty-five  bed  county  hospital  ad-  : 
jacent  to  modern  office  building  v.iih  two  colleagues.  * 
Write  C-871,  P.O.  Box  2411,  Jacksonville,  Fla.  32203  ' 

INTERNIST  W.ANTED:  Will  con  i«!er  inlernisi- 

partner,  well-established  practice,  C.  V.  Bush,  M.D.,  ! 
F.ACS,  4337  Seagrape  Drive,  Lauderdale-by-the-Sea,  i 
Fla.  33308. 

PSYCHLATRIST  WANTED-NEEDED:  To  con- 
tinue county  solo  nine-j’ear  practice  terminated  by 
sudden  death.  Office,  furniture,  files,  p.rtients  ready,  |i 
waiting.  Local  hospital  psychiatric  facility  newly  com-  i 
pleted.  Contact  Mrs.  Frederick  L.  Patry,  5912  River-  J 
vriew  Blvd.  W.,  Bradenton,  Fla.  33505 

W.ANTED:  Ob-Gy'n.  quahfied  or  certified  man  to 
join  a two-man  group  practice  in  Jacksonville.  Florida 
license  required.  Write  C-945,  P.  O.  Box  2411,  Jack- 
sonville, Fla.  32203. 

W.ANTED:  General  surgeon  for  association  with 

mixed  group  in  central  Florida.  Salary  plus  percentage; 
all  expenses  paid;  share  coverage.  Contact  W.  T.  ( 
Steele,  M.D.,  Bond  CUnic,  Winter  Haven,  Fla.  33880. 
Phone  (813)  293-1191. 

I.NTERNIST  W.A.NTED:  Board  qualified  or  cer- 
tified to  join  two  other  internists  in  private  practice 
in  Miami  Beach.  Salaiy  for  first  year  with  eventual 
full  partnership.  Write  (T-918,  P.  O.  Box  2411,  Jackson- 
ville, Fla.  32203. 


Miscellaneous 

j 

W.ANTED:  Pediatrician,  internist,  anesthesiologist, 

general  practitioner  in  27-man  multispecialty  group 
located  Florida  Gulf  coast.  Progressive,  rapidly  grow- 
ing community  with  abundance  of  recreational  and 
cultural  opportunities.  Clinic  affiliated  with  200-bed 
accredited  hospital  with  immediate  and  long  range  ex- 
pansion plans.  No  inv'estment  required.  Contact  D.  M. 
Schroder,  .Adm.,  Mease  Hospital  and  Clinic,  Dunedin, 
Fla.  33528. 

PHYSIATRIST  OR  PHYSICLAN  trained  in  phys- 
sical  medicine  and  rehabilitation,  full  time,  to  head  , 
department  of  new  128-bed  facility.  Salary  op>en.  Call 
(904)  791-0241  or  write  Cathedral  Health  Center, 
333  East  Ashley  St.,  J acksonv'ille,  Fla.  32202. 

EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  internist,  ENT,  and 

dermatologist.  Write  C-901,  P.O.  Box  2411,  Jackson- 
ville, Fla.  32203. 
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PHYSICIANS  WANTED:  General  practice  and 

internal  medicine  group  in  North  Miami  desires  an  as- 
isociate.  Salary  leading  to  full  partner-hip.  Corporate 
benefits.  Contact  Val  Bloch,  M.D.,  12570  N.E.  7th 
.\ve.,  North  Miami,  Fla.  33161. 

IMMEDIATE  OPENING;  For  Florida  licensed 
physicians  for  the  emergency  room  department.  Excel- 
lent working  conditions;  salary  open;  fringe  benefits. 
Contact  Mr.  Kenneth  Wood,  Administrative  Assistant, 
Memorial  Hospital,  Hollywood,  Fla.  33021. 

ADDITIONAL  PHYSICIANS  NEEDED;  For  as- 
sociation, group  or  solo  practice.  Fields  of  practice 
in  short  supply;  GP,  allergy,  dermatology,  geriatrics, 
internal  medicine,  obstetrics  and  pathology.  Two  hos- 
pitals in  county  of  rapid  growth.  Contact  Carl  N. 
Reilly,  M.D.,  304  Nesbit  St.,  Punta  Gorda  339SO. 
Phone  (813)639-1758. 

PRIVATE  EMERGENCY  SERVICE  PHYSI- 
CIANS; Applications  from  Florida  licensed  physicians 
are  being  considered  to  fill  vacancies.  Duties  include 
direct  patient  care  to  private  patients,  and  participation 
in  the  education  and  supervision  of  residents  and 
interns  assigned  to  emergency  service.  Submit  resume 
to  Assistant  Director,  -Ambulatory  Services,  Mount 
Sinai  Hospital  of  Greater  Miami,  Miami  Beach,  Fla. 
33140. 

WANTED;  Full  time  emergency  room  physicians. 
350-bed  JC.AH  hospital.  Piedmont,  North  Carolina. 
Guaranteed  minimum,  ER  facilities  new  in  1968,  office 
in  hospital,  furnished  if  desired.  For  details  contact; 
Charles  Keaton,  -Asst.  Dir.  Professional  Services  or 
Wayne  -A.  Cline,  M.D.,  Chief  of  Staff,  Rowan  Me- 
morial Hospital,  612  Mocksville  -Ave.,  Salisbury,  N.  C. 
28144. 


Locum  tenens 

WANTED;  Physician  with  Florida  license  for 
general  practice  only  from  July  20  through  .August  8. 
Six  hour  day.  Four  bedroom  house  available.  J.  S. 
Karow,  M.D.,  7930  North  Trail,  Sarasota,  Fla.  33580. 


situations  wanted 

GENERAL  SURGEON;  Board  certified,  licensed 
m Florida  1968.  Desires  association  with  another 
surgeon  or  group  in  a coastal  city  of  central  or 
southern  Florida.  Write  C-855,  P.O  Box  2411,  Jack- 
sonville, Fla.  32203. 

PATHOLOGIST;  Fully  qualified,  active,  experi- 
enced, age  40,  native  U.S.,  Florida  licensed,  would  like 
directorship  of  laboratory  in  hospital  desiring  its  own 
pathologist.  Write  C-940,  P.O.  Box  2411,  Jacksonville, 
Fla.  32203. 


POSITION  WANTED;  Vascular  surgeon,  board 
certified,  desires  association  or  group  practice.  Licensed 
in  Florida,  military  obligations  completed.  Write 
C-929,  P.O.  Box  2411.  Jacksonville,  Fla.  32203. 

ORTHOPEDIC  SURGEON;  Completing  residency 
December  1970  desires  information  on  community 
openings  or  orthopedic  association.  Write  Wylie  T. 
Scott,  M.D.,  704-15th  Ave.,  S.W.,  Rochester,  Minn. 
55901.  Phone  (507)  288-1925. 


practices  available 

E-XCELLE.NT  PRACTICE  OPPORTUNITY: 
G.P.  leaving  for  residency.  Fully  equipped,  plush  office 
in  beautiful  residential  suburb  of  Fort  Lauderdale,  in 
fastest  growing  area  of  the  country.  Phone  731-7038. 

FOR  S.ALE:  Well  established  internal  medicine 

practice  and  office  building  in  excellent  location  in 
North  Miami.  Facilities  adequate  for  one  or  more 
physicians.  Write  11015  N.E.  8th  Ct.,  Miami,  Fla. 
33161. 

ORLA-NDO,  FLORIDA,  FAMILY  PRACTICE; 
Well-established  in  growing  area.  -Available  July  1, 
1970.  Florida  license  required.  Leaving  for  residency. 
Give  experience.  Reply  to  C-946,  P.O.  Box  2411,  Jack- 
sonville, Fla.  32203. 


real  estate 

FOR  LE.ASE;  Physician’s  suite.  Lake  Wales,  at- 
tractive two-office  building,  ideal  for  subspecialist, 
general  practitioner  or  dentist,  approximately  1,000  sq. 
ft.,  consultation  room,  2-3  examining  rooms,  reception 
room  to  be  shared  with  established  dentist.  Physician 
recently  retired — immediate  occupancy  possible.  Write 
or  phone;  B.  R.  Tinkler,  M.D.,  1152  Ci-cle  Drive, 
Lake  Wales,  Fla.  33853.  Phone  (813)  676-1824. 

FOR  S-ALE;  -A  complete  office  equipped  for  one 
general  practitioner  or  more.  I am  a member  of  a 
group  of  ten  doctors,  all  in  the  same  building,  all  with 
individual  practices — no  partnerships.  In  fast  growing 
area.  Write  Box  333,  Clearwater,  Fla.  33515. 

OFFICE  SPACE  .A\’.AILABLE:  Located  on  Uni- 
versity Boulevard  across  street  from  Memorial  Hospital, 
Jacksonville.  Ideal  for  physician’s  suites.  Will  build 
to  specification.  Contact  Eli  Sleiman,  867  W'aterman 
Rd.,  S.,  Jacksonville  Fla.  32207.  Phone  398-5179  or 
396-3807. 

DOCTOR’S  SUITES  BUILT  TO  SPECIFICA- 
TION on  Lone  Star  Road  and  Mill  Creek  Road, 
Jacksonville.  Professional  building  located  in  lapidly 
expanding  center.  Terms  can  be  arranged.  Contact  Eli 
Sleiman,  867  Waterman  Rd.,  S.,  Jacksonville,  Fla. 
32207.  Phone  398-5179  or  396-3807. 

FOR  YOUR  OFFICE  SPACE  NEEDS  in  any 
section  of  the  city  call  Eli  Sleiman,  867  Waterman 
Rd.,  S.,  Jacksonville,  Fla.  32207.  Phone  398-5179  or 
396-3807. 

CHOICE  DOCTOR’S  LOCATIO-N  for  three  or 
four  office  medical  building  on  University  Boulevard 
one  block  from  -Atlantic  Boulevard.  Will  sell  property 
or  design  and  build  for  you  to  own.  -Also  have  loca- 
tion on  University  Boulevard  three  quarters  mile  south 
of  Jacksonville  University.  Call  John  McMullen, 
(904)  353-0946,  8;30  to  5;00  weekdays. 

EXCELLENT  OFFICE  SPACE  AVAILABLE;  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


The  Florida  Medical  -Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 


J.  FLORIDA  M.A./MAY  1970 


69 


HOSPITAL 

/Formerly  Hill  Crest  Sanitarium^ 


7000  5TH  AVENUE  SOUTH 
Box  2896,  Woodlawn  Station 
Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered 
independent  hospital  for 
intensive  treatment  of 
nervous  disorders . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  43 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 

In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  A.  Beeton,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTORS; 

James  K.  Ward.  M.D.,  F.A.P.A. 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRI- 
VATE  PSYCHIATRIC  HOSPITALS  . . . 
ALABAMA  HOSPITAL  ASSOCIATION  . . . 
BIRMINGHAM  REGIONAL  HOSPITAL 
COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals. 

gjiM  c»cst 

HOSPITAL 

BKMINGHAM,  ALABAMA 


Anderson  Surgical  Supply  Co. 

Established  1916 

Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 

TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 


/ Convention 

QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 

J Press 

TY7h.\tever  your  first  requisites  may  be,  we 
” always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 

Jy  2111  North  Liberty  St. 

/ Jacksonville,  Florida 

work  — and  at  the  same  time  provide  the  service 

/ 32206 

desired.  Let  Convention  Press  help  solve  your 

printing  problems  by  intelligently  assisting  on  all 
details. 
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from  the  discord  of  anxiety ...  to  emotional  harmony 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows; 

INDICATIONS:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

CONTRAINDICATIONS:  Patients  with  known  hypersensitivity  to  the  drug. 
WARNINGS:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards. 

PRECAUTIONS:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  1 0 mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six.  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

ADVERSE  REACTIONS:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope, has 
been  reported.  Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido  — all  infrequent 
and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  protracted  therapy. 


with  the  aid  of  antianxiety 

Librium'' 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 


In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees  of 
excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  disease. 
In  properly  individualized  main- 
tenance dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunctive 
therapy  in  psychophysiologic 
disorders.  In  long  clinical  ex- 
perience, Librium  has  demonstrated 
a wide  margin  of  safety. 


Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 
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Tepanir  Ten-tab 


(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  v^eight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  potients  susceptible  to  drug  abuse. 

Warning:  Although  generally  sofer  than  the  amphetamines,  use  with  great  caution  In 
patients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentiol  benefits  outweigh  potentlol  risks. 
Adverse  Reactions;  Rarely  severe  enough  to  require  discontinuotion  of  therapy,  un- 
pleasont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  chorocteristlc  of  sympothomimetic  agents.  It  may 
occasionolly  couse  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  controst,  CNS  depression  has  been  reported.  !n  o few  epile(>s  ■ 
on  increase  In  convulsive  episodes  hos  been  rep>orted.  Sympathomimetic  cort  j 
voscu/of  effects  reported  Include  ones  such  os  tochycardia,  precordial  p . f 
arrhythmia,  palpitotion,  ond  increosed  blood  pressure.  One  published  ref*  I 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  offer  Ingestiotf  ’■ 
diethylpropion  hydrochloride;  this  was  an  isoloted  experience,  which  hos  not  t"! 
reported  by  others.  Af/ergic  phenomena  reported  include  such  conditions  os  f . ^ 
urticaria,  ecchymosis,  and  erythema.  Gcstrointes/ino/  effects  such  os  diorrl!, 
constipotlon,  nausea,  vomiting,  end  obdominol  discomfort  hove  been  report. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  me  v 
depression,  ogronolocyfosis,  ond  leukopenic.  A variety  of  miscelloneous  adv  2 - 

reoctions  hove  been  reported  by  physicions.  These  include  complaints  such  os  ■ 
mouth,  headoche,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decreed 
libido,  dysuria,  and  pK^lyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  foblets:  One  75  mg.  to  t 
doily,  swollov/ed  whole,  in  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  tablet  ^ 
times  doily,  one  hour  before  meals.  If  desired,  on  additional  toblet  moy  be  gtve^ 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is;t 
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recommended. 


I ® 

Lactinex 

TABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^’2>3-‘*>5,6,7,8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


(LX-OS) 
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For  women  who  are  diabetic  or  debilitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 


IMIt^UUIl  Weld 

eliminated  last  week 


Intestinal  monilial  overgrowth 

has  appeared 
this  week 


When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungal  effectiveness 
of  nystatin -it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 
Deciostatin’300 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracycl  ines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


Demethylchlortetracycline  HCI  300  mg  aned 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 

intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin- 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney-rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol  0.005  mg. 

Methyltestosterone 1.25  mg 

L-lysine  100  mg. 

Glutamic  Acid  Hydrochloride 60  mg. 

Ferrous  Nicotinate 17.85  mg. 

Equivalent  to  Nicotinic  Acid 12.5  mg. 

Ferrous  Iron 2.82  mg. 

Vitamin  A 2.500  U.  S.  P.  Units 

Vitamin  D 250  U.  S.  P.  Units 

Thiamine  Mononitrate  2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg. 

Folic  Acid  0.125  mg. 

Vitamin  B-12  1.5  meg. 

Methionine  12  mg. 

Choline  Bitartrate  15  mg. 

Inositol 10  mg. 

Calcium  Pantothenate 2.5  mg. 

Pyridoxine  0.25  mg. 

Copper  (from  Copper  Sulfate) 0.25  mg. 

Zinc  (from  Zinc  Oxide) 0.25  mg. 

Iodine  (from  Potassium  Iodide) 0.25  mg. 

Calcium  (from  Dicalcium  Phosphate)  . 72.5  mg 

Phosphorus  (from  Dicalcium 

Phosphate)  55  mg. 

Potassium  (from  Potassium  Sulfate)  . . 2.5  mg. 

Manganese  (from  Manganese  Sulfate)  0.5  mg. 


Magnesium  (from  Magnesium  Sulfate)  0.5  mg. 


As  the  “middle  years"  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testand-B,  as  an  anabolic  stimulant  in  male  and  female 
climacteric,  senile  vaginitis,  decreased  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 
aging.  The  androgen/estrogen  combination,  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

ACTION  AND  USES— DOSAGE;  1 tablet  after  breakfast  and  supper,  or  as 
required.  In  females,  3-week  courses  of  therapy  are  recommended  fol- 
lowed by  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  period.  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend  to  develop  excessive  hair  growth  or  other  signs  of  masculinization. 
CONTRAINDICATIONS:  Patients  in  whom  estrogen  or  androgen  therapy 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  prostate, 
and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30.  100.  and  500  tablets.  Rx  only.  Also  available: 
Testand-B  injection  . . vials  of  10  cc. 

Testand-B 

A hormonal,  nutritional  supplement 
Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  1 1001 
Pioneers  in  Geriatric  Research 
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ASTHMA 

EMPHYSEMA 


optional 

therapy 


nuCduaneA 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylUne; 
21  mg.  phenobarbital  (Warning;  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylhne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  gre  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vfe  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIN' 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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INFORMATION  FOR  AUTHORS 

Manuscripts  submitted  for  publication  in  the  Journal 
of  the  Florida  Medical  Association  should  be  double  or 
triple  spaced  on  white  bond,  including  title  page,  illustra- 
tion legends,  tables  and  table  headings,  footnotes  and 
references.  Only  original  papers  not  previously  published 
are  considered  for  publication.  Manuscripts  submitted  for 
publication  are  subject  to  review  and  approval  by  the 
Journal  Publications  Committee.  All  manuscript  pages 
should  be  numbered  consecutively.  Within  the  manuscript, 
numbers  one  to  ten  should  be  spelled  out  except  when 
used  for  units  of  measurement;  for  numbers  above  ten, 
arabic  numerals  should  be  used.  Borland’s  Medical  Dic- 
tionary and  Webster’s  International  Dictionary  may  be 
used  as  standard  references.  Scientific  (generic)  names  for 
drugs  should  be  used  when  possible.  Copyright  or  trade 
names  should  be  capitalized  when  used.  Submit  original 
manuscript  and  two  copies.  Copying  by  electrostatic  dry 
process  (not  wet  process)  is  preferred  to  tissue  copies. 
Retain  one  additional  copy  in  your  office  for  proofreading. 
All  material  is  submitted  with  the  understanding  it  b 
subject  to  editing. 

Titles  should  be  short,  specific  and  clear.  Omit  phrases 
such  as  “The  Use  of,”  or  “Observations  on.”  If  paper 
was  presented  at  a meeting,  indicate  name  of  organization, 
city,  month,  day  and  year. 

Photographs  should  be  submitted  as  5x7  glossy  prints, 
untrimmed  and  unmounted;  number  each  photograph 
lightly  on  the  back  with  pencil  and  indicate  top. 

Line  art  such  as  charts,  graphs  and  medical  illustra- 
tions should  be  submitted  as  India  ink  drawings  on  white 
gloss  paper;  remember  to  make  detaUs  large  enough  to 
allow  for  photographic  reduction. 

It  b a policy  of  the  Journal  that  authors  pay  for  any 
cuts  used  to  illustrate  their  papers. 

References  should  conform  to  the  style  of  the  Index 
Medicus:  name  of  author,  title  of  article,  name  of  pub- 
lication with  volume,  page  numbers,  month  and  year. 
Example:  McCollough,  N.  C.:  Emergency  Room  Treat- 
ment of  Venomous  Snakebite,  J.  Florida  M.  A.  55:317- 
318  (April)  1968.  References  should  be  typewritten,  dou- 
ble or  triple  spaced,  beginning  on  a new  sheet  of  paper 
entitled  “References.”  Number  references  in  the  text  in 
order  of  citation  and  prepare  bibliography  in  the  same 
order.  Use  superscript  arabic  numerals  to  cite  references. 
Authors  are  responsible  for  the  accuracy  of  bibliographies. 
The  Journal  Publications  Committee  reserves  the  right 
to  pass  upon  the  publication  of  any  bibliography.  Un- 
usually lengthy  bibliographies  may  be  referred  to  at  the 
end  of  the  text  with  the  statement  “References  are  avail- 
able from  the  author  upon  request.” 

OTHER  INFORMATION 

Subscription  price:  $7.00  per  year;  single  number,  70 
cents.  Volumes  begin  with  the  January  bsue.  Subscrip- 
tions may  commence  at  any  time.  Back  numbers,  when 
available,  may  be  obtained  at  a slightly  increased  cost 
based  upon  age  and  availability.  Address  Journal  of  the 
Florida  Medical  Association,  P.O.  2411,  735  Riverside 
Avenue,  Jacksonville,  Fla.  32203.  Telephone  (904)  356- 
1571. 

Microfilm  editions  available  beginning  with  the  1967 
volume.  Address  inquiries  to  University  Microfilm,  300 
North  Zeeb  Road,  Ann  Arbor,  Mich.  48106. 

Display  advertising  rates,  as  periodically  published  by 
the  State  Medical  Journal  Advertising  Bureau,  Inc.,  Chi- 
cago, of  which  the  Journal  is  a subscriber,  are  available 
upon  request. 

Classified  advertising  rates  are  $5.00  per  insertion  for 
ads  of  25  words  or  less  and  20  cents  for  each  additional 
word. 

Deadline  for  all  material  is  the  first  of  the  month 
preceding  month  of  publication.  Acceptance  of  advertising 
is  contingent  upon  approval  of  the  Journal  .Advertising 
Committee. 
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JUNE  COVER 

Out  of  the  hills  of  Habersham  and 

Through  the  valleys  of  Hall,  wrote 

Sidney  Lanier  of  the  mighty  Chattahoochee. 

Past  Georgia  and  .Alabama  to  the  Jim  Woodruff 
Dam;  Now  Florida’s  Apalachicola  flows  home  to 
the  Gulf. 


.Apalachicola  River  at  Fort  Gadsden  near  Sumatra. 
Photo  courtesy  Florida  Park  Service. 
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YOUR  PATRONAGE 
HAS  MAOE  OUR  GROWTH  POSSIBLE 

Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

4111  Carmichael  Ave.  32207 
(904)  359-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

St.  Petersburg  call  862-0332  direct  line 
to  Tampa  office 

Clearwater  call  446-0487  direct  line 
to  Tampa  office 


A COMPLETE  BUSINESS  SERVICE 


(I 

Tt 

8 

e 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 

PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 

Ft.  Myers 
Phone:  332-6721 


it  nee  ifjz 


C/4  NS 


Winter  Park 
Phone:  645-1150 

Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 

Jacksonville 
Phone:  387-3261 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


Brief  Summary  of  Prescribing  Information- 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications;  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  dkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin" 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORFES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  thenii^ 
that  is  ea^to  live  with; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 


for  brief  summary  of  prescribing  information) 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-live  with  cost  of  therapy.  The  one  to  two 

tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


SaliitensiH' 

hydroflumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


■ r" 


Altliougli  tinea  versicolor  is  not  a seri- 
ous disease  it  is  chronic  and  recurrent 
and  specific  treatment  is  cosmetically 
important.  “Of  the  wide  variety  of 
compounds  recommended  for  the  treat- 
ment of  tinea  versicolor,  sodium  thio- 
sulphate still  remains  the  standard.”* 
However,  when  sodium  thiosulfate  is 
administered  alone  it  decomposes 
rapidly  and  produces  an  offensive  odor. 
These  disadvantages  have  been  largely 
eliminated  by  the  development  of 
TINVER  Lotion,  which  contains 
sodium  thiosulfate  and  salicylic  acid 
in  MICEL  A®  base.t 

TINVER— the  likable  lotion 
for  tinea  versicolor— is  clini- 
cally effective,  cosmetically 
acceptable,  and  easy  to  apply. 

It  produces  rapid,  visible 
improvement  without  the 
objectionable  features  of  oil}" 
pastes  and  odorous  solutions. 

Patient  acceptability  encour- 
ages continued  theraj)}’  with- 
out interruption.  TINVER  is 


practical  and  economical  for  long-term 
therapy. 

Indicat  ions : For  topical  use  in  the 
treatment  of  tinea  versicolor. 
Precautions:  If  signs  of  irritation  or 
sensitivity  develop,  discontinue  use. 
Do  not  use  on  or  about  the  eyes. 
Dosage  and  Administration : Thor- 
oughly wash,  rinse,  and  dry  the  affected 
area  before  applying  medication.  Apply 
a thin  film  of  the  lotion  twice  a day,  or 
as  directed.  Although  diagnostic  evi- 
dence of  the  tinea  versicolor  may  dis- 
appear in  a few  days,  it  is  advisable  to 
continue  treatment  for  a much 
longer  period.  Clothing  should 
be  boiled  to  prevent  reinfection. 

Supply:  5 oz.  polyethylene 
squeeze  bottle. 

♦McClarin,  W.  M.,  and  Knox,  J.  M.; 
Cutis  3:619  (June)  1967. 

tThe  MICEL  A®  base  is  a thixotropic 
gel  of  colloidal  alumina  with  unique 
compounding  properties.  The  base 
dries  to  an  invisible  film  that  holds 
ingredients  on  the  skin  without 
powdering  or  flaking. 


Tiiiver  Lotion 

Sodium  thiosulfate  USP  25%,  salicylic  acid  USP  1%,  isopropyl  alcohol 
NF  10%,  and  propylene  glycol  USP,  in  a MICEL  A base  of  menthol 
USP,  disodium  edetate,  colloidal  alumina,  and  purified  water  USP. 

BARNES-HIND  LABORATORIES 

Subsidiary  of  Barnes-Hind  Pharmaceuticals,  Inc. 

Sunnyvale,  Calif.  94086 


S^toYldci 

Medical  . president’s  page 


Are  There  Alternatives  to  Government  Medicine? 


Well,  FMA  has  to  break  in  a new  President.  It  really  shouldn’t  be  too  much  trouble;  Henry 
Babers  has  been  whipping  me  into  shape  for  the  last  year,  and  Henry  wields  a mean  lash.  We’ve 
really  had  only  one  point  of  conflict.  In  the  interest  of  economy  in  our  travels  we  two  have  on  occa- 
sion roomed  together.  Henry  talks  in  his  sleep — but  I can’t  understand  him.  He  says  I snore  on 
both  inspiration  and  e.xpiration. 

More  seriously,  many  have  strongly  criticized  the  leadership  of  .\M.\  and  FM.\  for  not  having 
ready  an  alternative  plan  to  Medicare  and  Medicaid.  In  reality,  we  were  offered  Hobson’s  choice: 
either  H.E.W.’s  plan  for  socialized  medicine,  or  one  of  our  own — but  both  must  be  government  medi- 
cine. As  long  as  Congress,  and  therefore  supposedly  the  populace,  believes  that  all  defects  in  the 
private  enterprise  system  must  be  solved  by  federal  intervention,  gradual  but  relentless  governmental 
subsidy  and  control  shall  ensue — not  just  in  medicine,  but  in  all  segments  of  our  economy. 

We  had  a plan:  the  private  practice  of  medicine,  with  voluntary  free  care  for  the  indigent,  and 
voluntary  prepaid  health  insurance.  It  had,  and  has,  manifest  faults,  most  of  which  are  correctible  with- 
in the  overall  plan.  In  spite  of  loaded  and  fallacious  statistics  to  the  contrary,  it  is  probably  the  best 
plan  for  medical  care  yet  devised.  This  plan  was  rejected  on  the  assumption — usually  fallacious 
— that  federal  intervention  would  solve  all  problems.  Now  we  are  faced  with  the  spectre  of  a vast 
extension  of  the  socialization  of  medicine. 

We  have  four  alternatives:  we  may  bow  to  the  supposedly  inevitable;  we  may  attempt  to  mod- 
ify the  proposed  extensions  to  make  them  less  noxious,  a temporary  expedient  at  best;  we  may  offer 
alternative  but  still  socialistic  schemes  of  medical  care;  finally,  and  most  difficult,  we  may  attempt 
to  convince  the  American  public  and  Congress  that  federal  intervention  is  not  the  sole  solution  to 
problems;  that  we  as  a nation  still  believe  in  a system  of  free  enterprise;  that  we  as  a people  do  not 
desire  dependence  on  the  state  from  the  cradle  to  the  grave,  and  that  the  socialization  of  medicine  is 
only  one  step  in  the  socialization  of  a nation. 

Criticism  of  the  AMA  in  this  instance  is  silly.  Any  private  enterprise  plan  was  doomed  to  rejec- 
tion; any  national  scheme  was  anathema  to  most  doctors.  And  now,  unless  we  can  somehow  succeed  in 
the  last-named  alternative,  the  current  socialistic  philosophy  will  inexorably  lead  to  a socialistic 
conclusion. 
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A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 


Synthroid*  | 

(sodium  levothyroxine)  ' 

ii 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specificJ()|j 
ment  therapy  for  diminished  or  absent  thyroid  function  i)nl 
from  primary  or  secondary  atrophy  of  the  gland,  congenita  el 
surgery,  excessive  radiation,  or  antithyroid  drugs.  Indica'  4 
SYNTHROID  (sodium  levothyroxine)  Tablets  include  my 
hypothyroidism  without  myxedema,  hypothyroidism  in  pre 
pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypt 
ism,  simple  (non-toxic)  goiter,  and  reproductive  disorders  as 
with  hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  I 
is  indicated  in  myxedematous  coma  and  other  thyroid  dysf 
where  rapid  replacement  of  the  hormone  is  required.  Wh 
tient  does  not  respond  to  oral  therapy,  SYNTHROID  (sodii 
thyroxine)  injection  may  be  administered  intravenously  to  a j 
question  of  poor  absorption  by  either  the  oral  or  the  intran  e 
route. 

Precautions:  As  with  other  thyroid  preparations,  an  ov6  n 
may  cause  diarrhea  or  cramps,  nervousness,  tremors,  tact  i 
vomiting  and  continued  weight  loss.  These  effects  may  be  i; 
four  or  five  days  or  may  not  become  apparent  for  one  to  thre  n 
Patients  receiving  the  drug  should  be  observed  closely  for  )i 
thyrotoxicosis.  If  indications  of  overdosage  appear,  disal 
medication  for  2-6  days,  then  resume  at  a lower  dosage  n 
patients  with  diabetes  mellitus,  careful  observations  should  r 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage  q 
ments.  If  hypothyroidism  is  accompanied  by  adrenal  insuffic  c 
Addison's  Disease  (chronic  subcortical  insufficiency),  Simit 
Disease  (panhypopituitarism)  or  Cushing’s  syndrome  (hyp  u 
alism),  these  dysfunctions  must  be  corrected  prior  to  andi 
SYNTHROID  (sodium  levothyroxine)  administration.  T 
should  be  administered  with  caution  to  patients  with  cardio  5' 
disease;  development  of  chest  pains  or  other  aggravation: if 
diovascular  disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarcr 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levotti 
therapy  are  slow  in  being  manifested.  Side  effects,  whenlt 
occur,  are  secondary  to  increased  rates  of  body  metabolisnl 
ing,  heart  palpitations  with  or  without  pain,  leg  cramps,  ani« 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  oi 
Myxedematous  patients  with  heart  disease  have  died  frorni 
increases  in  dosage  of  thyroid  drugs.  Careful  observatio| 
patient  during  the  beginning  of  any  thyroid  therapy  will  .Ir 
physician  to  any  untoward  effects.  •T 

In  most  cases  with  side  effects,  a reduction  in  dosage  foll/i 
a more  gradual  adjustment  upward  will  result  in  a more  if 
indication  of  the  patient’s  dosage  requirements  without  theb 
ance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNI 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximcr 
grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  | 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism! 
(Myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily,  anc,i 
increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bill 
attained.  Clinical  evaluation  should  be  made  monthly  if 
measurements  about  every  90  days.  Final  maintenance  dosj 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema,  < 
dose  should  be  0.025  mg.  daily.  The  dose  may  be  increase'g 
mg.  after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  tw^\ 
The  daily  dose  may  be  further  increased  at  two-month  intf.i 
0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (O.'j. 
daily).  ’ 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  O.F'ji 
mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of  100  and  5(j 
tion:  500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Kjr 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  I 
Injection,  U.S.P.,  as  a diluent.  [ 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  .| 
tered  intravenously  utilizing  200-400  meg.  of  a solution  col 
100  meg.  per  ml.  If  significant  improvement  is  not  shown  thf( 
ing  day,  a repeat  injection  of  100-200  meg.  may  be  given.  T 

FLINT  LABORATORIES  ' 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 


n the  Embankment.  Two  figures  emerge  into  silhouette  against  a 
1 street  lamp.  The  Hare  of  a match  reveals  the  profile  of  Sherlock 
es.  .As  he  lights  his  calabash,  his  companion  speaks: 

'love.  Holmes,  that  amazing  intuition  of  yours  has  proved  right 
. What  we're  looking  for  is  a single  entity.  I thought  we  were 
ig  with  several  others— even  twins.  But  now— I'd  say  we've 
»ered  a double  agent.” 
me  more,  Watson,  and  be  quick  about  it!” 

son  withdraws  a folded  paper  from  inside  his  greatcoat,  and 
aloud  from  it): 


"Is  that  why  there’s  such  a smooth,  predictable  response,  VN'atson?” 
"Quite!  With  agent  Tj,  SYNTH ROID,  the  chances  of  a precipitous 
rise  in  metabolic  rate  are  lessened.” 

"But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid  hormone — because 
■free’  thyroxine  (that  is,  thyroxine  not  bound  to  protein)  is  active  at 
the  tissue  level.  It  is  gradually  released  from  thyroxine-binding  pro- 
teins. Each  daily  dose  of  SYNTHROID  is  mostly  bound  to  thyroid- 
binding proteins,  and  slowly  released  as  'free'  thyroxine — the  form  in 
which  it  is  metabolically  active.” 


key  to  the  whole  cypher  is  SYNTHROID  (sodium  levothy- 
le)”. . . 

h!  Watson,  not  so  loud!  You’ll  alert  our  quarry.” 

son  continues):  “A  single  entity  that  serves  two  functions.” 

laster  stroke,  Watson.” 

iow  along.  Holmes.  In  the  neighborhood  of  95%  of  the  circulat- 
lyroid  hormone  is  levothyroxine— T^  as  you  call  it.  T4  is  bound 
yroxine-binding  proteins  in  the  serum.  It  becomes  available  only 
aally  to  tissue  cells— as  free  thyroxine.” 


“.Magnificent,  Watson!  So  protein-bound  thyroxine  is  the  major  form 
of  circulating  thyroid  hormone,  and  it  is  released  as  ‘free’  thyroxine. 
.And  that’s  why  SY  .NTHROID  is  able  to  simulate  the  normal  process 
so  artfully.  Q.E.D.” 

"Not  so  fast.  Holmes.  SYNTHROID  works  for  the  physician,  too. 
Because  its  dosage  is  more  precisely  controllable,  and  because  re- 
sponse is  so  smooth  and  predictable,  the  doctor  gets  fewer  phone  calls 
in  the  wee  hours  from  agitated  patients.  Both  parties  get  more  sleep!” 
“Comforting,  my  dear  doctor,  to  know  that  SYNTHROID,  the 
‘single  agent,’  cleverly  does  the  job  of  two.” 


Synthroid  (sodium  levothyroxme) 


..  I' 


Does  the  antianxiety  agent  you  now  prescrib 


...assure  you  of  smooth, 
predictable  action? 

...have  a 30-year 
safety  record? 

, 

...minimize  side 
effect  surprises? 

...consider  your  j 

patient’s  pocketbo(| 

here’s  one  that  does! 


No  wonder  thousands  of  physicians  turn  to  the 
relaxing  sedative  effect  of  Butisol  Sodium:  to  help 
the  usually  well-adjusted  patient  cope  with  tempo- 
rary stress... or  to  relieve  the  anxiety  associated 
with  hypertension,  coronary  disorders,  premen- 
strual tension,  surgical  procedures,  functional  Gl 
disorders,  and  the  strains  of  aging. 

The  prompt  yet  gentle  daytime  sedative  action 
of  Butisol  Sodium  is  often  all  that’s  needed  to  help 
these  patients  meet  their  daily  demands ...  as  well 
as  to  provide  them  with  a good  night’s  sleep  with- 
out resorting  to  hypnotic  doses.  And  Butisol 
Sodium  costs  only  about  half  as  much  as  common- 
ly prescribed  sedative  tranquilizers.* 


Contraindications:  Porphyria  or  sensitivity  to  barbitati 
Precautions:  Exercise  caution  in  moderate  to  severe  (Dal 
disease.  Elderly  or  debilitated  patients  may  rear  wi 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedativda 
levels,  skin  rashes,  “hangover”  and  systemic  distur  na 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.o3 
mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 
Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  10  mj 
Elixir,  30  mg.  per  5 cc.  (alcohol  7%).  Buticaps®  [Caiuli 
Butisol  Sodium  (sodium  butabarbital)]  15  mg.,  3'rtij 
50  mg.,  100  mg. 


*Based  on  surveys  of  average  daily  prescription  costs. 


SODIUM® 

(SODIUM  BUTABARBITAL) 

( McNEIL  I 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


hat  she  really  needs,  Doctor,  is  a shot  of  penicillin!' 


le.  Maybe  not.  In  any  case  she  needs  something  to 
al  her  sneezing,  watery  eyes  and  runny  nose.  And  for 
children  over  six,  IMovahistine®  LP  can  be  depended 
provide  fast  relief  from  summer  colds  and  allergy. 

; continuous-release  tablets  have  a vasoconstrictor- 
stamine  formulation  that  begins  working  in  minutes, 
continues  to  provide  relief  for  hours.  A single  Nova- 
e LP  tablet,  morning  and  evening,  can  keep  most 


ig  patients  free  of  symptoms  all  day  and  all  night.  Use 

r'aiitlr\n  In  InHIv/IHiisIc 


Novahistine’ 


with  caution  in  individuals 
with  severe  hypertension, 
diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention. 
Caution  ambulatory  patients 
that  drowsiness  may  result. 


LP 


decongestant 

(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 


THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


TROCINATF 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  ner\'ous  system  and  it  is 
not  mydriadc.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  (7-  Lrol. 
73:487-93) 

PRESCRIBING  INFORM.\TION 

W.\RNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  rela.xes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  rela.xing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOS.\GE:  400  mg.  Nlay  be 
repeated  in  4 hours,  .\fter  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMO.ND,  VIRGI.NI.^  23217 


iDr  nutritional 
,'upport  in 
G.l.disorders 


^rocfsa: 


FABLETS 
ligh  potency  B-complex  and  C 
for  nutritional  support 


AVAILABLE  ONLY  ON  Rx 

contains  water-soluble  vitamins  only 

b.i.d.  dosage  provides  full 
therapeutic  amounts 

good  patient  acceptance 

no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Bij. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Rocho  Inc 
Nutley.  New  Jersey  07110 


"Mommy, 

I don’t  feel 
so  good... 


LABORATORIES  DIVISION 

New  York,  N Y 10017 


Young  heads  and  stomachs  often  can’t  manage  the 
pace  of  hurry-up-and-stop  for  the  light .. . 
or  going  up  hill,  down  hill,  and  around  the  curve. 

All  too  quickly  a pleasant  drive  can  become 
an  upsetting  trip.  Motion  sickness  makes  chiidren— 
and  their  parents— absoiuteiy  miserabie. 

You  can  help  make  young  patients 
better  passengers  with 


(MECLIZINE  HCI) 


Bonine  protects  most  patients— young  or  old— 


against  nausea  and  vomiting  up  to  24  hours 
with  a single  dose.  Pleasant-tasting  Bonine  tablets 
are  chewable.  They  can  be  taken  anytime, 
anywhere,  without  water.  In  difficult  cases, 
multiple  daily  doses  may  be  necessary 
for  maximum  response. 

Precautions:  Although  the  incidence  of  drowsiness  and  atropine-like  side 
effects  such  as  dry  mouth  and  blurring  of  vision  is  low,  the  physician  should 
alert  the  patient  to  the  need  tor  due  precautions  when  engaging  in  activities 
where  alertness  is  mandatory.  Use  in  women  of  childbearing  age:  In  weigh- 
ing potential  benefits  vs.  risk  in  women  of  childbearing  age,  consider  the 
fact  that  a review  of  available  animal  data  reveals  that  meclizine  exerts  a 
teratogenic  response  in  the  rat.  In  one  study  a dose  of  50  mg. /kg. /day  (50 
times  the  maximum  recommended  human  dose)  produced  cleft  palate  in  2 
of  87  fetuses  when  administered  to  the  rat  at  critical  times  during  the  first 
15  days  of  gestation.  At  doses  of  125  mg. /kg. /day,  meclizine  will  produce 
100%  incidence  of  cleft  palate  in  the  rat.  At  doses  of  25  mg. /kg. /day,  de- 
creased calcification  of  the  vertebrae  and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts  disagree  as  to  whether  this  is  a 
teratogenic  response.  While  available  clinical  data  are  inconclusive,  scien- 
tific experts  are  of  the  opinion  that  this  drug  may  possess  a potential  for 
adverse  effects  on  the  human  fetus.  Consequently,  consideration  should  be 
given  to  initial  use  of  a nonphenothiazine  agent  that  is  not  suspected  of 
having  a teratogenic  potential.  In  any  case,  the  dosage  and  duration  of 
treatment  should  be  kept  to  a minimum. 

Supply:  25  mg.  scored  tablets. 

More  detailed  professional  information  available  on  request. 


relieved  wHh 

MEASURIN  q.  8h.  dosage 


Double-Strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write; 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


$REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available;  Bottles  of  12,  36  and  60  tablets. 


SUSTAINED 
REIEASE 
VITAMIN  C 


CEVI- 

500  mg.  capsules  maintai 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordjnary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC^  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


n optimal  levels 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Summer  time. ..monilia  time! 

No  wonder  you  see  so  many  more  cases  of  vaginal 
moniliasis  during  this  season.  A damp,  warm 
bathing  suit  provides  a perfect  breeding  ground  for 
fungal  invaders.  But  your  patients  need  not  suffer 
the  pain,  the  embarrassment  and  the  discomfort 
of  these  stubborn  infections.  Nor  the  disappointment 
which  comes  when  they  find  “the  cure  didn’t  take.” 

Candeptin  avoids  disappointment. 

With  Candeptin,  you  and  your  patients  have 
reason  for  confidence.  A single,  1 4-day  course 
of  therapy  with  Candeptin  is  usually 
to  eradicate  the  invader,  while  rapidly 
itching,  burning,  discharge  and  malodor. 

And  Candeptin  is  “cidal”  as  well  as  “static”; 

100  times  more  potent  than  nystatin  in  vitro, 
it  has  achieved  culture-confirmed  cure  rates  of 
90%  and  more  (even  in  notoriously  difficult 
pregnant  patients ) . Why  not  maximize  your 
chances  of  success  by  adopting  effective,  well- 
tolerated  Candeptin  as  your  agent  of  first  choice? 

Agent  of  first  choice 

Candeptin 

candicidin  CIal  tablets/ontment 


the  fortnight 
fungicide  for 

PRIVAn 
ENEMY  NO  j 


CdTl(iGptiri®CM^o\c\Dn 

I Formula: 

I Candeptin  Vaginal  Ointment 
contains  a dispersion  of 
candicidin  powder  equivalent 
to  0.6  mg.  per  gm.  or  0.06% 
candicidin  activity  in  U.S.P. 
petrolatum.  3 mg.  of  candicidin 
is  contained  in  5 gm.  of  ointment 
or  one  applicatorful.  Candeptin 
Vaginal  Tablets  contain 
candicidin  powder  equivalent  to 
3 mg.  (0.3%)  candicidin  activity 
dispersed  in  starch,  lactose  and 
magnesium  stearate. 

Indications: 

Vaginal  moniliasis  due  to  Candida 
albicans  and  other  Candida  species. 

Contraindications: 

Patient  sensitivity  to  any  of  the 
components.  During  pregnancy 
manual  tablet  insertion  may  be 
preferred  since  the  use  of  the 
ointment  applicator  or  tablet 
inserter  may  be  contraindicated. 

Caution: 

Clinical  reports  of  sensitization 
or  temporary  irritation  with 
Candeptin  Vaginal  Ointment  or 
Vaginal  Tablets  have  been 
extremely  rare.  To  avoid  re- 
infection, it  is  recommended  that 
the  patient  refrain  from  sexual 
intercourse  during  treatment 
or  the  husband  wear  a condom. 

Dosage: 

One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one 
Vaginal  Tablet  is  inserted  high 
in  the  vagina,  twice  a day, 
in  the  morning  and  at  bedtime, 
for  14  days.  Treatment  may  be 
repeated  if  symptoms  persist 
or  reappear. 

Dosage  forms: 

Candeptin  Vaginal  Ointment 
is  supplied  in  75  gm.  tubes  with 
applicator  ( 14-day  regimen 
requires  2 tubes).  Candeptin 
Vaginal  Tablets  are  packaged 
in  boxes  of  28,  in  foil,  with 
inserter— enough  for  a full 
course  of  treatment.  Store  under 
refrigeration. 

Federal  law  prohibits  dispensing 
without  prescription.  CANDEPTIN 
is  a registered  trade-mark  of 
Julius  Schmid,  Inc. 


JULIUS  SCHMID 
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New  York,  N.Y.  10019 
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^TriGcUad  1 meetings 

National  and  Regional 
Meetings  Held  in  Florida 

SEPTEMBER 

27-28  Society  of  Pediatric  Radiology,  Deauville 
Hotel,  Miami  Beach.  Sec.:  John  L.  Gwinn, 
M.D.,  Children’s  Hospital,  4650  Sunset 
Blvd.,  Los  Angeles,  Cal.  90027. 

29-Oct.  2 American  Roentgen  Society,  Deauville 
Hotel,  Miami  Beach.  Ex.  Sec.:  Ted  F. 
Leigh,  M.D.,  Emory  University  Clinic,  At- 
lanta, Ga.  30322. 

OCTOBER 

25-28  American  Clinical  and  Climatological  Asso- 
ciation, Ponte  Vedra  Club,  Ponte  Vedra. 
Sec.:  J.  Edwin  Wood,  M.D.,  Box  157,  Uni- 
versity of  Virginia  Hospital,  Charlottesville, 
Va.  22901. 

NOVEMBER 

3-  8 American  Society  of  Clinical  Hypnosis, 
Eden  Roc  Hotel,  Miami  Beach.  Ex.  Sec.: 
F.  D.  Nowlin,  800  Washington  Ave.,  S.E., 
Minneapolis,  Minn.  55414. 

17-22  Pan  American  Medical  Association,  Holly- 
wood Beach  Hotel,  Hollywood  Beach.  Dir.; 
Joseph  J.  Eller,  M.D.,  745  Fifth  Ave.,  New 
York,  N.  Y.  10022. 


DECEMBER 

7-10  Southern  Surgical  Association,  Boca  Raton 
Hotel,  Boca  Raton.  Ex.  Sec.:  D.  C.  Sabis- 
ton  Jr.,  M.D.,  Duke  University  Medical 
Center,  Durham,  N.C.  27706. 

10-12  Cardiovascular  Seminar  on  Coronary  Dis- 
ease, Sheraton  Four  Ambassadors  Hotel, 
Miami.  Pgm.  Dir.:  Mrs.  Jo  Baxter,  5080 
Biscayne  Blvd.,  Miami  33137. 
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L-Dopa  Therapy  in  Parkinson’s  Disease 

Melvin  Greer,  M.  D. 


Therapeutic  advances  in  neurology  have  re- 
cently been  highlighted  by  the  use  of  L-Dopa  in 
the  treatment  of  Parkinson’s  disease.  In  this  re- 
I view  an  historical  chemical  summary  provides 
I the  background  information  for  the  administration 
j of  the  drug  and  offers  an  interpretation  of  the 
I therapeutic  results. 

i Central  Nervous  System  Neurohormones 

j Many  chemical  mediators  or  neurohormones 

; are  known  or  presumed  to  be  involved  with  neural 
impulse  transmission.  These  include  acetylcholine 
! (ACH),  gamma  amino  butyric  acid  (GABA), 
i histamine,  serotonin  and  the  catecholamines, 
• norepinephrine  and  dopamine.  ACH  is  a simple 
j straight  chain  aliphatic  compound  which  is  con- 
i sidered  to  be  the  major  agent  concerned  with  cen- 
tral excitatory  impulses.  Neurophysiological  stu- 
i dies  indicate  that  such  impulses  are  decreased 
by  the  application  of  GABA;  however,  this  natu- 
rally occurring  CNS  compound  may  not  be  neces- 
sarily the  major  centrally-acting  inhibitory  agent. 
The  beneficial  responses  seen  in  Parkinson’s  dis- 
ease patients  after  treatment  with  the  anticholiner- 
I gic  drugs  suggests  that  there  is  a chemical  imbal- 
ance in  this  disease  in  which  motor  excitatory  im- 
; pulses  are  not  modified  by  motor  inhibitory  im- 
pulses from  the  basal  ganglia.  Other  experiments 
imputing  disturbance  in  the  presumed  inhibitory 
i role  of  the  basal  ganglia  over  excitatory  motor 
activity  include  the  observation  that  Tremorine, 
a drug  known  to  induce  tremor  in  the  experimental 
animal,  increased  the  cerebral  concentration  of 
ACH  concomitant  with  the  appearance  of  this 
dyskinetic  movement  disorder.^  Furthermore,  the 
administration  of  atropine,  an  anticholinergic  drug, 
could  significantly  decrease  the  clinical  response 
as  well  as  lower  ACH  production. 

The  role  of  catecholamine  compounds  in  the 
transmission  of  autonomic  nervous  system  im- 


Dr.  Greer  is  Professor  of  Medicine  and  Chief,  Section  of  Neurol- 
ogy, University  of  Florida  College  of  Medicine  and  Veterans 
Administration  Hospital,  Gainesville. 


pulses  is  recognized  by  the  clinician  who  is  ac- 
quainted with  the  hypertensive  and  gastrointes- 
tinal reactions  associated  with  the  release  of  these 
substances  by  tumors  of  neural  crest  origin,  pheo- 
chromocytoma  and  neuroblastoma.^  In  the  cen- 
tral nervous  system  norepinephrine  is  found  in 
high  concentrations  in  those  anatomical  portions 
of  the  brain  related  to  autonomic  neural  function. 
In  the  hypothalamus,  there  exists  greater  than 
ten  times  the  amount  found  in  the  cortex. ^ Dopa- 
mine, the  other  major  catecholamine  fraction 
found  in  the  CNS,  has  a unique  distribution  as 
well;  this  compound  occurs  in  high  concentra- 
tions in  the  corpus  striatum.  In  the  caudate  nu- 
cleus, for  example,  the  concentration  of  this  com- 
pound is  more  than  50  times  greater  than  the 
cortex  per  gram  of  tissue. ^ 

The  hypothesis  exists  that  dopamine,  the  ma- 
jor neurohormone  involved  in  the  extrapyramidal 
motor  system,  functions  as  a modifier  or  inhibitor 
of  motor  activity. 

Dopamine  Metabolism  in  Parkinson’s  Disease 

Knowledge  of  neuroanatomical  relationships, 
presumed  central  neurophysiological  motor  balance 
mechanisms,  and  the  hypotheses  created  from 
neurochemical  and  neuropharmacological  data  was 
then  applied  to  the  neurological  disease.  The  re- 
port of  decreased  levels  of  dopamine  in  the  corpus 
striatum  of  patients  dying  from  Parkinson’s  dis- 
ease was  a critical  beginning.'*  Subsequent  papers 
substantiated  this  finding  in  addition  to  demon- 
strating that  decreased  levels  of  dopamine  were 
found  only  in  the  contralateral  corpus  striatum  of 
patients  with  unilateral  Parkinson’s  disease. ^ 

Formaldehyde  vapor  histochemical  staining 
techniques  offered  a correlation  between  the  neuro- 
pathological  and  the  chemical  findings  in  this 
disease.®  Normally  a dopamine  fluorescent  path- 
way is  detected  between  the  substantia  nigra  and 
the  corpus  striatum  by  this  unique  tool.  Animal 
experiments  involving  stereotactic  procedures 
demonstrated  that  destruction  of  the  substantia 
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nigra  led  to  a loss  of  dopamine  fluorescent  staining 
in  the  corpus  striatum."  This  would  imply  a simi- 
lar disruption  of  the  pathway  and  depletion  of 
dopamine  in  the  basal  ganglia  in  Parkinson’s  dis- 
ease were  the  substantia  nigra  altered.  Of  course, 
it  still  does  not  answer  the  question  pertaining  to 
the  etiology  or  pathogenesis  of  substantia  nigra 
malfunction. 

Other  indirect  studies  designed  to  assess  the 
nature  of  dopamine  metabolism  in  Parkinson’s 
disease  were  contradictory  in  elucidating  the  role 
of  this  catecholamine.  The  urinar\^  excretion  of 
dopamine  in  these  patients  was  said  to  be  reduced 
hy  some  authors,*  while  others  found  that  the  ex- 
cretion of  dopamine  metabolites  was  normal  in 
comparison  with  control  groups.®  Since  only  2% 
of  the  bod}’’s  dopamine  concentration  is  found  in 
the  brain  a general  malfunction  of  the  metabolism 
of  this  amine  would  have  to  exist  to  perceive  an 
altered  urinar\'  excretion  of  the  compound  or  its 
metabolites.  Indeed,  such  may  be  the  case  in  pa- 
tients suffering  from  the  so-called  Shy-Drager  syn- 
drome, a variant  of  Parkinson’s  disease  character- 
ized by  a dyskinetic  motor  disorder  in  which  h\-po- 
tension  and  other  signs  of  sjnnpathetic  neural  d}^s- 
function  exist.^® 

Nevertheless,  other  pharmacological  data  sup- 
ported the  concept  of  impaired  catecholamine  ac- 
tivity as  a significant  factor  related  to  Parkinson’s 
disease.  Reserpine,  an  agent  which  depletes  the 
brain  stores  of  dopamine,  as  well  as  other  psycho- 
pharmacologic  tranquilizer  drugs  in  the  promazine 
family  which  alter  the  CXS  intracellular  metabo- 
lism of  catecholamines  cause  the  s^miptoms  of 
Parkinson’s  disease  when  administered  in  high 
dosage. Elimination  of  these  drugs  or  lowering 
the  dosage  most  often  results  in  the  disappearance 
of  these  s^miptoms.  Treatment  with  anticholiner- 
gic drugs  improves  the  motor  disability  and  allows 
continued  tranquilizer  therapy,  if  warranted. 
Moreover,  the  dystonic  reaction  occasionally  seen 
within  one  to  two  days  after  institution  of  proma- 
zine drugs  can  be  dramaticall}"  reversed  by  the  in- 
travenous administration  of  one  of  the  anticho- 
linergic drugs.  Dihydroxjphenylalanine  (DOPA), 
the  metabolic  precursor  of  dopamine,  effectively 
reverses  the  reserpine  motor  response.12  The  ir- 
reversible side  effects  of  akathisia  or  continued  in- 
voluntary movements  of  the  extremities  and  mouth 
seen  in  the  elderly  after  the  chronic  administration 
of  such  drugs  has  been  resistant  to  all  forms  of 
anticholinergic  or  antihistamine  therapy. 

Measurements  of  other  relevant  biochemical 


compounds  in  the  extrapyramidal  regions  of  the 
Parkinson’s  brain  revealed  no  alteration  in  the 
content  of  dopa  decarboxylase  and  monoamine 
oxidase,  two  critical  enz}Tnes  concerned  with 
the  formation  and  degradation  of  dopamine.  The 
basal  ganglia  concentration  of  homovanillic  acid, 
the  major  terminal  metabolite  of  dopamine,  was 
subnormal  in  Parkinson’s  brains;  however,  the 
ratio  of  homovanillic  acid  to  dopamine  was  higher 
than  in  other  patients,  implying  that  dopamine  is 
adequately  metabolized  in  situ.i* 

Drug  Treatment  of  Parkinson’s  Disease 

The  pathological  findings  in  Parkinson’s  dis- 
ease, the  most  common  of  the  degenerative  dis- 
eases affecting  the  extrap3Tamidal  motor  system, 
have  never  satisfactorily  explained  the  clinical 
features  exhibited  by  the  patient  to  a greater  or 
lesser  degree  during  life;  tremor,  rigidity,  and 
bradykinesia.  In  many  instances  a loss  of  pig- 
ment (melanin)  and  general  neuronal  change  in 
the  substantia  nigra  may  be  seen;  however,  this  is 
not  a consistent  finding.  The  brain  of  the  post- 
encephalitic Parkinson’s  disease  patient  is  more 
likely  to  demonstrate  this  loss  of  melanin  whereas 
the  classical  or  idiopathic  Parkinson’s  disease  brain 
may  manifest  minor  cellular  alteration  in  the  basal 
ganglia,  having  no  correlation  with  the  clinical 
findings  which  may  have  been  equally  as  severe. 
Grave  doubt  is  cast  upon  the  so-called  arterio- 
sclerotic form  of  Parkinson’s  disease  as  being  an 
entity  distinguishable  from  the  classical  type.  An 
unusual  variant  of  this  illness  is  the  Parkinson- 
Dementia  Complex  described  as  an  endemic  illness 
in  Guam. Here,  in  addition  to  the  motor  impair- 
ment the  patient  exhibits  progressive  mental  dete- 
rioration. The  neuropathological  findings  in  this 
illness  have  included  features  typical  of  Alz- 
heimer’s disease.15 

To  all  intents  and  purposes,  treatment  of  Park- 
inson’s disease  had  been  based  on  empiric  observa- 
tions beginning  with  the  response  noted  after  the 
administration  of  the  belladonna  alkaloids.  Re- 
finement of  this  basic  agent  led  to  the  development 
of  more  expensive,  although  not  necessarily  more 
efficacious  drugs,  the  anticholinergic  compounds. 
Among  these  agents  commonly  given  to  patients 
include  Artane,®  Pagitane®  and  Akineton.®  By 
and  large  the  salutory  effect  has  been  a reduction 
of  rigidit}^  as  the  major  response  to  treatment  with 
these  agents. 

-\rtane®  (trihexphenid3'l) 

Pagitane®  (cj'crimine) 

Tofranil®  (imipramine  hydrochloride) 

Akineton®  (biperiden) 
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Another  class  of  drugs  is  the  antihistamines 
including  Benadryl®  and  Disipal,®  which  seem  to 
offer  benefit  to  the  patient  with  tremor.  Xo  drug 
appears  to  alter  the  bradykinesia  significantly. 
Combinations  of  both  the  anticholinergic  and  anti- 
histamine drugs  are  commonly  employed  in  mod- 
ern practice  in  varying  doses  depending  upon  the 
patients’  tolerance.  Dryness  of  the  mouth,  blurred 
vision,  confusional  states  and  urinary  retention  in 
the  male  patient  are  signs  of  anticholinergic  over- 
dosage to  be  considered.  Likewise  some  element  of 
sleepiness  may  be  apparent  with  increasing  doses 
of  the  antihistamines.  Both  “psychic  energizers” 
including  the  amphetamines,  as  well  as  the  anti- 
depressants such  as  Tofranil,®  have  been  given  to 
effect  a specific  improvement  in  motor  action  as 
well  as  to  combat  the  depression  and  stimulate  the 
patient  who  is  aware  that  he  has  an  illness  which  is 
progressive  and  incurable.  Other  drugs  which 
have  been  administered  to  patients  with  variable 
claims  of  success  include  the  non-halogenated  phe- 
nothiazines  including  Parsidol®  and  Pacatal,®  and 
muscle  relaxants  such  as  Myanesin.®!®  The  ob- 
servation of  the  “tremor-potentiating  effect”  of 
adrenalin  also  led  to  the  use  of  Propranalol,  a 
beta-receptor  antagonist  which  was  thought  not  to 
be  of  value  in  the  treatment  of  Parkinson’s  dis- 
ease.i"^ 

More  recently  amantadine-HCl,  administered 
to  a Parkinson’s  disease  patient  because  of  a flu- 
like illness,  w'as  reported  to  be  of  benefit  in  modi- 
fying the  dyskinesia.  Although  the  paper  reporting 
a favorable  response  on  a group  of  patients  treated 
with  this  drug  was  initially  received  with  enthu- 
siasm the  positive  results  were  not  as  long  lasting 
nor  as  successful  as  was  originally  claimed.^®  The 
similarity  of  this  drug’s  chemical  structure  to  that 
of  atropine  implies  that  its  effect  may  be  achieved 
in  the  manner  similar  to  anticholinergic  agents.^* 

From  1960  clinical  trials  with  Dopa  in  the 
treatment  of  Parkinson’s  disease  were  only  partial- 
ly successful  if  at  all.  4,5,12,13  Dopamine,  pre- 
sumed to  be  the  functional  neurohormone,  could 
not  be  administered  since  its  passage  through  the 
blood-brain-barrier  is  impeded;  therefore  its  pre- 
cursor, Dopa,  was  given  intravenously  as  well  as 
orally.  The  D-isomer  was  potentially  hepatotoxic, 
hematotoxic  and  felt  to  be  of  no  value.  L-Dopa 
initially  resulted  in  only  transient  improvement 
when  given  or  ally. 

Subsequent  studies  proved  the  efficacy  of  this 

Parisidol®  (ethopropazine) 

Pacatal®  (mepazine) 

Myanesin®  (mephenesin) 

Librium®  (chlordiazepoxide  HCe) 


drug  when  given  in  large  doses  over  a prolonged 
period. -0*21  The  remarkable  improvement  in  pa- 
tients to  whom  as  much  as  16  Gm.  was  adminis- 
tered orally  provided  the  impetus  for  additional 
clinical  investigative  w’ork  in  the  field.  Double 
blind  studies  confirmed  these  observations^s.ss 
and  clinical  investigations  are  underway  currently 
in  many  institutions  to  assess  the  efficacy  of 
L-Dopa  as  conditional  requirements  prior  to  its 
approval  by  the  Food  and  Drug  Administration. 
Among  the  most  important  findings  is  the  fact  that 
the  clinical  benefits  achieved  are  said  to  have 
persisted  as  long  as  the  drug  was  administered,  in 
one  series  of  patients  up  to  two  years. 21  The  im- 
plication is  that  an  agent  is  now  available  which 
not  only  can  offer  immediate  benefit  to  the  patient 
but  can  prevent  the  progression  of  the  illness. 

In  our  institutions  100  patients,  ranging  in  age 
from  42  to  78  years,  have  undergone  continuous 
daily  treatment  since  January,  1969.  We  confirm 
the  experience  of  others  who  acknowledge  a mod- 
erate to  marked  improvement  in  approximately 
40%  and  a slight  to  moderate  improvement  in  an 
additional  40%.  The  drug  was  given  as  well  to 
those  who  had  undergone  thalamotomy  and  the 
improvement  ratio  was  identical  compared  to 
those  not  having  surgery.  The  only  restrictions 
were  that  the  drug  could  not  be  administered  to 
women  in  the  child-bearing  age  or  to  patients  with 
other  serious  medical  illnesses,  wide  angle  glau- 
coma, dementia  or  psychoses.  Certain  drugs  such 
as  sympathomimetic  amines,  antihypertensives, 
barbiturates  or  psychoactive  drugs  were  to  be 
avoided  or  used  with  extreme  caution.  Previously 
administered  anticholinergic  and  antihistamine 
drugs  could  be  continued.  Certain  patients  ap- 
preciated the  withdrawal  of  these  latter  drugs  be- 
cause they  were  thought  to  be  deleterious  rather 
than  beneficial.  Others  felt  that  these  additional 
drugs  helped.  In  either  event  the  use  of  L-Dopa 
was  definitely  superior. 

Our  schedule  calls  for  a loading  dose  of  250 
mg.  four  times  daily  with  increments  of  0.5  Gm. 
every  two  to  three  days  to  a maximum  of  8.0  Gm. 
daily.  Experience  has  taught  us  that  the  aged, 
the  chronically  debilitated  and  the  patient  whose 
illness  has  extended  for  more  than  five  years 
may  be  unable  to  tolerate  either  the  speed  of 
dosage  increase  or  the  maximum  allowable  dose. 
In  those  who  could  tolerate  the  schedule  a subjec- 
tive improvement  described  as  a “loosening”  was 
described  after  seven  to  ten  days.  To  the  observer 
this  was  interpreted  as  a lessening  of  the  brady- 
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kinesia;  the  patient  was  able  to  move  spontaneous- 
ly with  less  effort  in  arising  from  a chair,  in  rolling 
over  in  bed,  in  turning  while  walking  and  in  climb- 
ing stairs.  Lessened  rigidity,  as  gauged  bj"  resist- 
ance to  passive  extremity',  trunk  and  neck  move- 
ment, was  evident  concomitantly  or  within  three  or 
four  days  later.  Tremor  was  likewise  improved  at 
the  same  time.  However,  the  degree  of  improve- 
ment was  not  as  significant  with  respect  to  tremor 
as  it  was  in  regard  to  rigidity  and  bradykinesia. 
Most  patients  achieved  maximum  improvement  in 
their  s\Tnptomatolog\’  within  four  to  six  weeks 
after  the  start  of  treatment  and  maintained  their 
dosage  level  between  3 and  5 Gm.  daily.  In  ap- 
proximately half  the  patients  over  70  or  those  who 
were  seriously  handicapped,  a significant  initial 
improvement  was  followed  by  a disappointing 
regression  after  two  months  or  so.  Raising  or 
lowering  the  dosage  offered  no  improvement.  In 
general,  patients  who  were  only  mildly  affected 
exhibited  marked  improvement  whereas  of  those 
significantly  affected  less  than  half  the  patients 
demonstrated  moderate  to  marked  improvement. 
This  is  consistent  with  the  reports  from  others. 2* 

The  side  effects  of  nausea,  vomiting  and 
anorexia  prevented  many  patients  from  increasing 
their  total  L-Dopa  intake.  Often  the  ingestion  of 
food  with  the  capsule  relieved  some  of  the  unto- 
ward reactions;  however,  this  could  not  always  be 
achieved.  Anti-nausea  medication  offered  little. 
In  these  patients  increments  of  an  additional  250 
mg.  ever\’  four  to  five  da}’s  was  the  maximum 
tolerated.  ^Mental  changes  including  states  of  con- 
fusion and  disorientation  particularly  in  the  elderly 
and  marked  agitation  in  all  age  groups  were  also 
evident  during  treatment.  Lowering  the  dose  im- 
proved the  condition  although,  in  three  patients, 
even  the  administration  of  anti-anxiety  medication 
(Librium®)  did  not  allow  us  to  administer  as  little 
as  100  mg.  daily  without  causing  this  reaction. 

During  the  phase  of  drug  administration,  when 
maximum  improvement  was  acknowledged  by  the 
patient,  his  family  and  the  obser\'er,  other  side 
effects  were  reported.  The  male  patient  exhibited 
sexual  desires  which  had  been  dormant  for  years. 
Two  male  patients  over  50  experienced  erections 
which  they  stated  they  could  not  achieve  since  the 
onset  of  Parkinson’s  disease  five  to  ten  years  pre- 
viously. Others  described  a restlessness,  an  almost 
involuntary  desire  to  do  things  in  a more  active 
manner,  and  a garrulousness  which  was  disturbing 
to  themselves  as  well  as  others.  Psychological  re- 
actions of  an  aggressive  variety  were  also  reported 


in  which  the  patient’s  family  would  describe  the 
patient  as  being  intolerant  of  others’  behavior, 
hostile  and  abusive  in  language  and  action.  In 
most  instances  it  was  acknowledged  that  this 
behavior  had  been  evident  to  a lesser  extent  dur- 
ing the  patient’s  premorbid  life. 

After  an  average  of  two  to  three  months  of 
therapy  other  dyskinetic  phenomena  appeared  in 
the  majority  of  our  patients  who  received  5 Gm. 
or  greater  daity.  Chewing  movements  of  the 
tongue,  dystonia  of  the  neck,  choreiform  move- 
ments and  muscle  spasm  in  the  extremities  and 
continuous  shuffling  movements  of  the  legs  were 
interpreted  as  being  evidence  of  Dopa  over- 
dosage. In  one  patient  who  had  previously  under- 
gone a thalamotomy  ipsilateral  dystonic  move- 
ments of  the  extremities  was  evident.  Lowering  the 
drug  dosage  improved  these  reactions;  however, 
there  was  some  regression  in  the  salutor\-  motor 
effects  witnessed  previously.  The  administration 
of  pjTidoxine,  a coenzN’me  important  in  the  meta- 
bolic pathways  of  Dopa,  was  ineffective.^s  Coin- 
cident treatment  with  anticholinergics,  thought  by 
some  to  have  a sxmergistic  effect,  was  of  no  value 
in  altering  the  acquired  dyskinesia.  Antihista- 
mines were  likewise  of  no  definite  benefit.  The 
reinstitution  of  Dopa  at  the  previous  level  caused  \ 
a return  of  these  undesirable  movements  which  i 
significantly  voided  some  of  the  beneficial  re- 
sponses described  initially.  This  frustrating  experi-  i 
ence  was,  again,  most  evident  in  the  elderly  or  the  ^ 
patient  who  was  significantly  disabled.  Occasional- 
ly the  gradual  increase  in  L-Dopa  permitted  the 
patient  to  achieve  a positive  motor  response  while 
avoiding  the  overdose  dyskinesia.  In  others  the 
chewing  movement  spontaneous!}^  disappeared  ^ 
without  altering  total  dosage.  Other  side  effects  i 
which  caused  our  patients  some  concern  included 
postural  hvpotension,  treated  by  elastic  stockings, 
and  cardiac  arrhythmias.  These  reactions  have 
contributed  to  secondary  medical  problems  in 
other  patient  series.22.23  Another  interesting  ob- 
servation was  the  occasional  urinary  excretion  of  | 
homogentisic  acid  by  some  patients.  Reassurance 
that  this  represented  a normal  metabolic  reaction 
in  their  body  prevented  an  extensive  urological 
investigation  for  hematuria.  Excretion  of  this 
compound  in  the  sweat  has  also  been  noted. 

]Monitoring  vital  organ  function  was  achieved  1 
by  means  of  weekly,  then  monthly,  hemograms,  I 
urinalyses,  blood  urea  nitrogen,  liver  fimction  I 
tests,  and  electrocardiograms.  Other  tests  included  ! 
blood  sugar  determinations,  thyroid  function  I 


26 


VOLUME  57  NUMBER  6 


studies  and  Coombs  test.  No  significant  abnormal- 
ities were  detected  in  our  series  of  patients. 

Prognosis 

As  with  other  drugs  whose  purpose  is  to  alter 
the  metabolic  state  of  the  body  by  replacing  a 
deficiency,  variation  in  clinical  response  is  not 
unexpected.  Whether  the  benefits  derived  in  the 
treatment  of  Parkinson’s  disease  with  L-Dopa 
persist  indefinitely  remains  to  be  seen.  The  need 
for  high  levels  of  Dopa  to  achieve  the  effect  has 
led  to  animal  experiments  with  dopa  decarboxylase 
enzyme  inhibitors  such  as  N-(DL-seryl)-N^ 
(2,3,4-trihydroxybenzyl)  hydrazine  which  in- 
creases the  endogenous  level  of  Dopa.25.26. 27  xjjg 
untoward  effects  of  high  doses  of  Dopa,  such  as 
its  presumed  effect  on  the  vomiting  center  of  the 
brain, 28  may  be  avoided  by  the  concomitant  use 
of  such  enzyme  inhibitors  which  would  permit 
administration  of  lower  doses  of  L-Dopa  to  achieve 
high  cerebral  dopa-levels  and  a positive  motor 
response. 

The  possibility  that  other  compounds  derived 
from  the  metabolic  degradation  of  dopamine  may 
play  an  Important  neurotransmitter  role  offers 
new  directions  for  investigation.  Dopa  has  been 
administered  to  patients  with  other  types  of  dys- 
kinetic  movement  disorders  such  as  dystonia  mu- 
sculorum deformans, 2 9 progressive  supranuclear 
palsy  and  hereditary  tremor  without  beneficial 
effect.  One  concept  implies  that  rather  than  a de- 
ficiency state,  there  exists  an  imbalance  in  favor 
of  higher  concentrations  of  dopamine  in  certain 
diseases  of  basal  ganglia  origin  such  as  Hunting- 
ton’s chorea.  21  Here  the  therapeutic  effect  is  to 
be  achieved  by  decreasing  intracerebral  dopamine 
with  the  use  of  reserpine-like  agents  or  drugs 
which  inhibit  the  cerebral  decarboxylation  of  Dopa 
to  dopamine.  Favorable  response  to  such  drug 
administration  has  not  been  confirmed  by  others 
including  work  performed  at  our  institutions. 

Mental  changes  noted  also  have  led  to  the  use 
of  Dopa  in  the  treatment  of  depression  and  the 
initial  response  from  investigators  heis  been  favor- 
able.5o 

If  one  were  to  make  an  analogy  with  the 
results  of  insulin  therapy  in  the  diabetic,  the  use  of 
Dopa  in  the  treatment  of  Parkinson’s  disease  of- 
fers rewards  that  are  certainly  of  direct  clinical 
benefit  but  also  provide  the  key  for  pursuing  vital 
answers  to  the  chemical  questions  underlying  neu- 
ral function.  So,  too,  with  insulin  and  diabetes 
mellitus,  the  exact  pathogenesis  of  Parkinson’s  dis- 
ease remains  an  enigma  but  the  prognosis  is  alter- 
ed dramatically. 
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The  Treatment  of  Parkinsonism 
With  L-Dopa  and  Amantadine 

Jacob  Green,  M.D. 


Paralysis  agitans,  first  described  by  James 
Parkinson  in  1817,  is  a s>Tnptom  complex  due  to 
widespread  lesions  in  the  basal  ganglia  and  cere- 
bral cortex.  It  is  characterized  clinically  by  a 
variety  of  signs,  chiefly,  mask-like  facies,  dysar- 
thria. alternating  tremors,  stooped  posture,  abnor- 
malities of  the  gait,  cog^vheel  rigidity  of  the  mus- 
cles, slowness  and  poverty  of  movement,  diminu- 
tion of  associated  movements  and  symptoms  of 
dysfunction  of  the  autonomic  nervous  system. ^ 

Much  interest  has  been  generated  in  the  treat- 
ment of  Parkinsonism  by  Cotzias,  et  al,  who  re- 
ported in  1967  complete,  sustained,  disappearance 
or  marked  amelioration  of  the  manifestations  of 
Parkinsonism  in  a small  series  of  patients  treated 
with  4 to  16  Gm.  of  L-Dopa.^  This  was  further 
corroborated  by  Cotzias,  et  al,  in  a later  paper  in 
which  the  entire  (larger)  series  of  patients  treated 
with  L-Dopa  improved. ^ Schwab,  reporting  in 
May  1969  on  the  use  of  amantadine  in  the  treat- 
ment of  Parkinson’s  disease,-^  suggested  that  it 
could  also  be  used  in  the  treatment  of  Parkinson- 
ism. 

This  study  was  undertaken  to  evaluate,  by  ob- 
jective means,  the  response  to  L-Dopa  in  Park- 
insonian patients.  Later  in  the  study,  amantadine 
was  added  to  the  L-Dopa  when  maximum  doses 
were  achieved  in  a number  of  patients. 

Materials  and  Methods 

The  ages  of  the  23  selected  patients  in  this 
study  varied  from  50  to  77,  and  the  duration  of 
symptoms  ranged  from  six  months  to  42  years. 

Five  constructional  tests  were  designed  as  an 
objective  means  of  testing  the  patients’  response 
to  medication.  The  tests  were  varied  in  their  ad- 
ministration on  a once-per-day  to  once-per-week 
basis  to  minimize  the  “practice  effect.”  Tests  were 
administered  in  serial  fashion,  beginning  with  the 
copying  of  a cross,  triangle  and  circle.  The  patient 
was  then  requested  to  write  “This  is  a beautiful 
day”  in  his  usual  hand  and  at  the  bottom  of  the 
page.  The  second  test  consisted  of  diagonally  in- 
tersecting the  page  with  two  lines,  drawn  with  the 


right  hand.  The  third  and  fourth  tests  were,  re- 
spectively, bisecting  the  page  with  right  and  then 
left  hand.  The  fifth  test  consisted  of  the  standard 
instructions  for  the  “Goodenough  Draw-A-Person 
Test. The  patient  used  the  No.  2 standard  lead 
pencil  and  a piece  of  blank,  white  8 x 1 1 typing 
paper  (Figs.  1,  2,  3a,  3b,  4a,  4b). 

The  “Goodenough  Draw-A-Person  Test”  was 
thought  to  be  of  particular  value  because  of  infer- 
ential evidence  suggesting  that  this  was  not  only 
a measurement  of  the  patient’s  ability  to  overcome 
tremor,  slowness,  and  poverty  of  movements,  and 
interference  with  voluntary  movements  but,  in  ad- 
dition, it  could  also  be  used  as  a measurement  of 
the  individual’s  personality  and  adjustment.® 

Medical  Evaluation 

Each  patient  underwent  a complete  general 
medical  and  neurological  examination.  Routine 
laboratory  studies  included  CBC  urinalysis,  pro- 
thrombin time,  calcium,  phosphorus,  glucose, 
BL'N,  uric  acid,  cholesterol,  total  protein,  albumen, 
total  bilirubin,  alkaline  phosphatase,  LDH  and 
SGOT.  In  addition,  EKG’s  and  EEG’s  were  ob- 
tained along  with  skull  and  chest  x-rays.  These 
studies  were  repeated  on  several  occasions,  prior 
to  and  during  treatment  with  L-Dopa  and  later 
treatment  with  L-Dopa  and  amantadine  in  com- 
bination. 

Administration  of  Medication 

The  dosage  schedule  of  250  mg.  daily  incre- 
ments of  L-Dopa  was  begun  and  increased  until 
the  dose  of  3 to  7 Gm.  was  reached  by  the  end  of 
the  third  hospital  week.  .Amantadine,  a relatively 
new  prophylactic  agent  for  influenza,i®-i*  was 
added  when  the  maximal  effect  of  L-Dopa  was  ap- 
parently achieved  in  a number  of  the  patients. 

Results 

Each  of  the  major  manifestations  of  Parkin- 
sonism was  graded  on  a 0-4  plus  basis:  4 being 
severe,  3 moderate,  2 mild,  1 present,  0 absent. 
These  included:  tremor,  rigidity,  bradykinesia 
(mainly  manifested  as  gait  disturbance  and  inter- 
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ference  with  voluntary  movements),  and  brady- 
phrenia  (slowness  of  thought  and  formation  of 
ideational  material).  Table  1 depicts  the  results 
before  and  after  treatment  with  L-Dopa  and  the 
effect  of  amantadine  where  it  was  used.  In  addi- 
tion, results  as  to  the  effectiveness  in  the  improve- 
ment of  drawings  are  also  listed. 

Review  of  results  showed  that  after  treatment 
21  of  the  23  patients  were  clearly  improved.  Later 
losses,  including  three  who  refused  to  continue  in 
the  study  and  one  who  died,  reduced  the  total 
number  of  improved  patients  to  17  out  of  23. 
These  are  the  patients  treated  initially  with  L- 
Dopa.  Of  the  patients  treated  with  amantadine  in 
addition  to  L-Dopa,  clear-cut  clinical  improve- 
ments relating  to  this  compound  were  noted.  In 
five  patients,  further  improvement  could  not  be 
clearly  related  to  addition  of  amantadine  but  was 
suspected  subjectively. 

Improvement  in  constructional  tests  occurred 
in  13  of  the  23  patients  who  received  L-Dopa. 
These  improvements  primarily  manifested  them- 
selves in  improved  handwriting  and  self-image. 
Significantly,  five  of  the  13  patients  added  hands 
to  self-figures  that  initially  had  no  hands. 

Serious  complications  were  noted  in  two  of  the 
23  patients.  The  serious  side  effects  included  the 
sudden  demise  of  one  patient  (No.  9)  who  con- 
tinually lost  weight  after  three  months  on  the 
medication.  Although  autopsy  confirmation  was 
not  available,  pulmonary  embolus  was  suspected. 
Another  patient  (No.  5)  experienced  profuse  di- 
aphoresis requiring  IV  replacement  therapy  for  a 
three-day  period.  Initial  management  included 
discontinuation  of  L-Dopa  and  administration  of 
pyridoxine. 

Several  patients  (Nos.  2,  5,  7,  13,  15,  17)  ex- 
perienced an  induced  form  of  tremor  which  was 
primarily  noted  at  the  intermediate  joints  rather 
than  the  usual  “distal”  tremor  of  Parkinsonism. 
This  was  easily  controlled  in  all  cases  by  a reduc- 
tion of  medication. 

Relatively  minor  side  effects  were  almost  uni- 
versal nausea  and  some  vomiting  with  rapidly 
increasing  doses  of  medication.  This  was  easily 
managed  by  a lower  dose  schedule  and  a longer 
period  of  induction.  Two  patients,  however,  (No. 
7,  15)  stopped  L-Dopa  because  of  continued  G.I. 
upset. 

Dyskinetic  and  dystonic  facial  movements  oc- 
curred in  several  patients  (Nos.  5,  7,  13,  17). 
This  was  controlled  in  most  instances  by  reduc- 


tion of  dosage.  Orthostatic  hypotension  was  a 
problem  in  only  one  patient  in  the  series  (No.  18). 
Prophylactic  use  of  elastic  stockings  was  instituted 
in  all  patients  and  further  difficulties  were  not 
experienced. 

Insomnia  was  a frequent  occurrence.  In  one 
patient  (No.  6),  the  severity  of  this  symptom 
required  almost  total  administration  of  the  medi- 
cine at  night.  This  paradoxically  relieved  the  in- 
somnia. He  did,  however,  later  discontinue  use 
of  L-Dopa  because  of  emotional  lability. 

Therapeutic  Effects 

Above  and  beyond  the  marked  improvement  of 
rigidity  in  bradykinesia  was  the  clear-cut  improve- 
ment in  bradyphrenia.  Of  a long-term  analysis, 
this  was  the  single  item  noted  by  the  patient’s 
family  and  physician  to  be  clearly  helped  in  al- 
most every  single  patient  treated  with  L-Dopa. 
Seventeen  of  the  23  patients  were  improved. 

Discussion 

It  is  suggested  by  the  results  presented  herein 
that  the  major  beneficial  effects  of  L-Dopa  therapy 
in  the  treatment  of  Parkinsonism  lie  in  the  realm 
of  “bradyphrenia,”  marked  psychomotor  retarda- 
tion noted  in  Parkinsonism.  This,  indeed,  clearly 
extends  to  the  realm  of  the  “formulation  and  ex- 
pression of  the  patient’s  thought.”  Although  ad- 
mittedly a subjective  analysis,  the  most  marked 
and  consistent  effect  of  L-Dopa  was  to  increase  the 
speed  and  clarity  of  the  patient’s  communication 
skills.  As  reported  by  Godwin, et  al,  patients 
and  their  families  all  reported  subjective  decrease 
in  their  “disability.” 

Effectiveness  of  amantadine  was  judged  to  be 
slight  in  this  study.  Adequate  controls,  however, 
were  not  instituted  to  clearly  delineate  the  effec- 
tiveness, or  relative  ineffectiveness,  of  this  prepara- 
tion in  combination  with  L-Dopa.  As  suggested  in 
the  Journal  of  the  American  Medical  Association 
editorial  of  May  19,  1969, 20  the  action  of  aman- 
tadine may  well  be  synergistic  with  L-Dopa.  Five 
patients  seemingly  Improved;  whether  or  not  it 
was  due  to  increasing  L-Dopa  effect  or  the  addition 
of  amantadine  could  not  be  clearly  determined. 

It  is  also  suggested  from  the  results  presented 
that  constructional  tests,  at  least  in  the  manner 
used  in  this  setting,  were  inadequate  to  clearly 
evaluate  patients’  total  progress  towards  socio- 
logical recovery.  It  is  suggested,  however,  that 
more  finite  tests  of  communicative  skills  might 
more  clearly  reflect  improvement  in  this  realm. 
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Table  1. — Symptoms 


Clixic.m.  Ex-amin'ation  Constructional 


Patient 

Sex 

.\ge 

DUR.ATION 

Prior  to  Rx 

.After  L-Dopa 

Tasks 

1. 

M ' 

66 

20 

Tremor:  2 

1 

Rigidity:  2 

0 

Improved  self 

Bradykinesia;  2 

0 

image 

Bradyphrenia:  2 

0 

2. 

M 

60 

42 

Tremor:  3 

1 

Improved 

Rigidity:  2 

0 

clearly 

Bradvkinesia:  2 

0 

Bradyphrenia:  1 

0 

•L 

M 

51 

10 

Tremor:  0 

0 

No  change 

Rigidity:  1 

0 

Bradvkinesia:  3 

1 

Bradyphrenia:  1 

0 

4. 

M 

56 

6 

Tremor:  3+ 

2+ 

Handwriting 

Rigidity:  0 

0 

improved  also 

Bradykinesia:  1 

0 

Bradyphrenia:  0 

0 

S. 

F 

58 

10 

Tremor:  3 

2 

Marked  improve- 

Rigidity:  3 

2 

ment 

Bradykinesia:  4 

2 

Bradyphrenia:  2 

1 

6. 

M 

50 

3 

Tremor:  3 

2 

No  change 

Rigidity:  2 

1 

Bradvkinesia:  2 

1 

Bradyphrenia:  2 

1 

7. 

F 

57 

7 

Tremor:  1 

0 

.Added  hands 

Rigidity:  3 

1 

Bradvkinesia:  3 

0 

Bradyphrenia:  2 

1 

8. 

M 

56 

2 

Tremor;  0 

0 

No  change 

Rigiditv;  2 

1 

Bradykinesia;  1 

0 

Bradyphrenia:  1 

0 

9. 

F 

64 

4 

Tremor:  1 

1 

Improvement; 

Rigidity:  4 

2 

.Added  hands 

Bradykinesia:  4 

3 

Bradyphrenia:  3 

2 

10. 

M 

62 

6 mos. 

Tremor:  0 

0 

No  change 

Rigidity:  2 

1 

Bradykinesia:  3 

1 

Bradyphrenia:  2 

1 

11. 

F 

68 

54 

Tremor:  4 

1 

No  real  change 

Rigidity:  1 

0 

Bradvkinesia:  2 

0 

Bradyphrenia:  2 

1 

12. 

M 

69 

21 

Tremor:  3 

1 

Poor  cooperation, 

Rigidity : 1 

0 

slight  improvement 

Bradvkinesia;  0 

0 

Bradyphrenia:  1 

0 

13. 

F 

71 

6 

Tremor:  3 

1 

Improved  clearly 

Rigidity:  3 

1 

Bradykinesia:  4 

2 

Bradyphrenia:  1 

1 

14. 

M 

71 

40 

Tremor:  4 

4 

No  change 

Rigidity:  1 

1 

Bradvkinesia:  1 

1 

Bradyphrenia:  1 

1 

♦Comment  of  Patient  after  withdrawal  of  drug 


Amantadine* 


Has  not  missed 
it 


Has  not  missed 
it 


Not  used 


No  effect 


Possibly  of 
some  help 


No  effect 


Of  slight 
benefit 


Of  slight 
benefit 


Definite 

effect 


Initially 
beneficial ; 
After  D/  C, 
not  missed 

Definite 

improvement 


Doubtful 


Some  effect? 


Not  tested 
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15. 

F 

65 

20 

Tremor:  3 

0 

Improved,  added 

Not  tested 

Rigidity:  3 

0 

hands 

Bradykinesia:  3 

1 

Bradyphrenia:  2 

1 

16. 

M 

67 

2 

Tremor:  0 

0 

No  change 

Not  used 

Rigidity:  1 

1 

Bradykinesia:  3 

3 

Bradyphrenia:  1 

1 

17. 

F 

67 

2 

Tremor:  2 

1 

Improved 

Of  some 

Rigidity:  4 

2 

effect 

Bradykinesia:  4 

3 

Bradyphrenia:  3 

2 

18. 

M 

77 

4 

Tremor:  2 

1 

No  change 

No  effect 

Rigidity:  2 

1 

Bradykinesia:  2 

1 

Bradyphrenia:  2 

1 

19. 

M 

69 

4 

Tremor:  1 

1 

Marked  improve- 

No clear 

Rigidity:  4 

2 

ment  with  hands 

effect. 

Bradykinesia:  3 

2 

Previously 

Bradyphrenia:  3 

2 

treated 

20. 

F 

52 

4 

Tremor:  0 

0 

Unchanged 

Not  used 

Rigidity:  1 

0 

Bradykinesia:  2 

0 

Bradyphrenia:  1 

0 

21. 

M 

71 

6 

Tremor:  2 

2 

Improved 

No  effect 

Rigidity:  3 

2 

Bradykinesia:  3 

2 

Bradyphrenia:  3 

2 

22. 

F 

70 

S 

Tremor:  2 

1 

Improved, 

Used  initially. 

Rigidity:  2 

1 

added  hands 

Definite  effect 

Bradykinesia:  2 

1 

Bradyphrenia:  2 

1 

23. 

M 

75 

12 

Tremor:  3 

3 

Slight  improvement 

Not  used 

Rigidity:  2 

1 

Bradykinesia:  1 

1 

Bradyphrenia:  2 

1 

Fig.  1. — Before  and  after  treatment. 


Fig.  2. — Before  and  after  treatment. 
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Fig.  3a. — Before  and  after  treatment  (right  hand). 


Fig.  3h. — Before  and  after  treatment  (left  hand). 


Fig.  4a. — Before  and  after  treatment.  Note  addition  of 
arms.  ^uUl! 


Summan-  and  Conclusions 

Clear  improvement  was  shown  in  17  of  23 
patients  treated  with  L-Dopa  or  L-Dopa  and 
amantadine  in  combination.  Addition  of  amanta- 
dine hydrochloride  appeared  to  be  of  some  definite 
benefit  when  added  to  the  course  of  L-Dopa  in 
only  two  of  16  patients  treated  with  both  agents. 

Lack  of  adequate  controls  suggests,  however, 
that  further  evaluation  of  the  effectiveness  of 
amantadine  should  be  carried  out. 


Fig.  4b. — Before  and  after  treatment.  Note  addition  of 
hands  ten  days  later. 


Of  the  23  patients  treated  with  L-Dopa,  two 
serious  reactions,  including  one  death,  were  ex- 
perienced. 

Constructional  tests  de\'ised  and  used  in  this 
study  were  deemed  an  inadequate  measurement  of 
total  patient  improvement. 

The  single,  most  striking  improvement  noted 
in  all  patients  was  increased  SF>eed  of  thought  and 
ability  to  communicate.  It  is  suggested  that 
brad^phrenia  has  been  one  of  the  least  recognized 
and  p>erhaps  most  limiting  factors  in  Parkinson- 
ism. It  is  further  suggested  that  the  major  effect 
of  L-Dopa  is  to  reduce  this  one  single  sociological 
limiting  impairment  in  these  patients. 

These  results  indicate  that  further  investi- 
gation should  be  carried  out  in  Parkinsonism  and 
the  chemotherapy  thereof. 
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Ecthyma  Gangrenosum 
Complicating  Pseudomonas  Bacteremia 


Rare  Survival 


Robert  Pickard,  M.D.  and  Roberto  Llamas,  M.D. 


Pseudomonas  aeruginosa  bacteremia  with 
severe  hypotension  and  cutaneous  lesions  of 
ecthyma  gangrenosum  is  almost  always  fatal. 

This  is  a report  of  a rare  instance  of  apparent 
survival  from  this  syndrome. 

Report  of  Case 

The  patient  was  a 72-year-old  white  man  admitted  to 
the  hospital  on  September  18,  1965  after  being  found  in 
the  street  disoriented  as  to  time  and  place,  confabulating 
and  unable  to  stand.  No  history  was  obtainable. 

The  rectal  temperature  was  99  F.,  blood  pressure 
180/100  mm.  Hg.,  pulse  rate  88  per  minute  and  respiratory 
rate  IS  per  minute. 

There  was  no  evidence  of  head  trauma,  and  his  neck 
was  supple.  There  was  bilateral  impairment  of  ocular 
motility  and  nystagmus  on  lateral  gaze.  Funduscopic 
examination  revealed  narrowing  of  the  arterioles.  No 
bruits  were  heard  over  the  carotid  arteries. 

The  patient  could  neither  count  nor  add  and  subtract. 
There  was  a coarse  intention  tremor  of  hand  movements. 
He  was  unable  to  stand  with  eyes  closed.  Vibratory  sense 
was  absent  in  both  ankles.  Tendon  reflexes  were  sym- 
metrically hypoactive.  The  edge  of  the  liver  was  palpable 
three  centimeters  below  the  right  costal  margin  in  the 
mid-clavicular  line  and  the  urinary  bladder  four  centi- 
meters over  the  pubic  symphysis. 

The  remainder  of  the  physical  examination  was  unre- 
markable. 

The  laboratory  reported  hemoglobin  16.4  Gm.%; 

hematocrit  50%;  white  blood  cell  count  7,400;  erythrocyte 
sedimentation  rate  27  mm. /hour  (Westergren) ; blood  urea 
nitrogen  19  mg.%;  serum  chloride  96  mEq. /liter;  sodium 
140  mEq. /liter;  potassium  2.9  mEq. /liter,  and  carbon 
dioxide  24  mEq. /liter;  serum  bilirubin  1.11  mg.%;  serum 
phosphorus  3.8  mg.%;  alkaline  phosphatase  2.6  Bodansky 
Units;  SCOT  35  units/ml.;  SGPT  15  units/ml.;  total 
protein  4.7  Gm.%;  plasma  albumin  1.41  Gm.%,  gamma 
globulin  1.05  Gm.%;  urinalysis:  white  blood  cells  5-6 
and  red  blood  cells  2-3  per  high  powered  field,  and  urine 
protein  25  mg.%. 

The  clinical  impression  at  time  of  admission  was 
Wemicke-Korsakoff  syndrome  and  urinary  retention. 


From  the  departments  of  Medicine  and  Surgery,  University  of 
Miami  School  of  Medicine  and  Veterans  Administration  Hos- 
pital, Miami.  Dr.  Pickard  is  in  the  Division  of  Otolaryngology 
of  the  Department  of  Surgery,  and  Dr.  Llamas  is  assistant  pro- 
fessor of  medicine,  University  of  Miami  School  of  Medicine, 
Miami. 


A lumbar  spinal  puncture  was  performed  with  an 
opening  pressure  of  215  mm.  cerebrospinal  fluid  and  a 
closing  pressure  of  200  mm.  The  spinal  fluid  was  clear 
and  colorless  with  a protein  of  40  mg.%  and  a reactive 
VDRL. 

Intravenous  fluid,  thiamine  and  multivitamin  therapy 
was  begun.  A Foley  catheter  was  in.serted  and  500  cc. 
urine  obtained.  There  was  no  change  in  clinical  status 
after  12  days  of  this  treatment.  On  the  13th  hospital  day, 
he  pulled  out  the  catheter  and  was  found  completely  un- 
responsive in  bed.  The  blood  pressure  was  80/40  mm.Hg., 
respiratory  rate  40  per  minute  and  labored,  pulse  rate 
140  per  minute  and  rectal  temperature  103.4  F. 

The  clinical  impression  was  gram  negative  septicemia 
with  shock.  A catheter  was  again  inserted  and  1,555  cc. 
urine  drained.  During  the  next  24  hours  the  urine  output 
was  725  cc.  Because  of  increasing  respiratory  difficulty, 
a tracheostomy  was  performed. 

At  that  time  the  patient’s  hemoglobin  was  12.6  Gm.%, 
hematocrit  40%,  and  white  blood  cell  count  19,000  with 
a predominance  of  polymorphonuclear  leukocytes.  Urinal- 
ysis revealed  red  and  white  blood  cells  too  numerous  to 
count.  The  blood  urea  nitrogen  was  37  mg.%. 

After  multiple  cultures  of  the  patient’s  blood,  tracheal 
secretions  and  urine,  300  mg.  hydrocortisone  was  intra- 
venously administered.  During  the  first  24  hours  the  pa- 
tient also  received  5 million  units  of  acqueous  penicillin, 
1 Gm.  Chloromycetin,  400  mg.  hydrocortisone,  and  1.75 
mg.  digoxin  by  intravenous  injection. 

During  the  next  48  hours  the  patient’s  general  condi- 
tion improved  although  he  remained  severely  obtunded. 
His  blood  pressure  increased  to  100/60  mm.Hg.,  the  pulse 
rate  decreased  to  120  per  minute  and  respirations  to  30 
per  minute.  Urine  output  was  2,000  cc./24  hours.  The 
rectal  temperature  remained  103  F. 

On  the  15th  hospital  day,  vesicular  skin  lesions,  some 
with  central  areas  of  black  necrosis,  were  noted  on  the 
patient’s  left  ear,  left  cheek  and  internal  aspects  of  both 
thighs.  Microscopic  examination  of  biopsy  of  these  lesions 
revealed  necrosis  of  the  dermis  and  thrombosis  of  blood 
vessels  with  gram  negative  rods  compatible  with  bacteria 
(Fig.  1). 

Three  blood  cultures,  three  urine  cultures,  two  sputum 
cultures,  and  two  skin  lesion  cultures  grew  Pseudomonas 
aeruginosa,  sensitive  in  vitro  to  Coly-Mycin  and  moder- 
ately sensitive  in  vitro  to  Chloromycetin,  but  resistant  to 
all  other  antibiotics. 

On  the  16th  hospital  day,  the  therapeutic  regimen 
was  changed  to  intramuscular  Coly-Mycin,  240  mg.  every 
other  day.  By  the  18th  day,  the  patient  was  much  more 
alert  and  responsive.  His  blood  pressure  had  increased  to 
140/80  mm.Hg.,  pulse  rate  had  decreased  to  100  per  min- 
ute and  rectal  temperature  to  101  F. 
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During  the  next  ten  days  while  being  treated  with 
Coly-Mycin,  the  patient  made  slow,  steady  progress  and 
1 gradually  became  afebrile.  On  the  20th  hospital  day,  the 
skin  lesions  were  noted  to  be  resolving,  and  by  the  28th 
i!  day  were  completely  healed.  Intramuscular  Coly-Mycin 
.♦I  was  discontinued  on  the  28th  day. 

In  the  course  of  the  next  six  weeks  the  patient’s  renal 
function  progressively  deteriorated.  The  blood  urea  nitro- 
gen  remained  in  the  range  of  180-190  mg.%.  The  clinical 
I diagnosis  was  chronic  pyelonephritis.  He  died  unexpect- 
I:  edly  on  the  morning  of  December  18,  1965  almost  two 

i months  after  recovering  from  Pseudomonas  aeruginosa 
!■  bacteremia  with  shock  and  ecthyma  gangrenosum. 

.\t  autopsy  the  brain  exhibited  generalized  arterio- 
sclerosis,  especially  severe  in  the  cerebral  arteries,  with 
i acute  occlusion  of  the  left  internal  carotid  artery,  enceph- 
I alomalacia  and  degeneration  of  the  periventricular  grey 
matter  (chronic  Wernicke-Korsakoff  syndrome).  There 

I was  marked  Laennec’s  cirrhosis  of  the  liver  and  severe 
bilateral  hydronephrosis  and  pyelonephritis. 

I The  remainder  of  the  postmortem  examination  was 

i unremarkable. 

Discussion 

The  four  major  cutaneous  manifestations  of 
^ systemic  pseudomonas  infection  as  outlined  by 
i Forkneri  include  ecthyma  gangrenosum,  vesicular 
j lesions,  hemorrhagic  cellulitis,  and  maculopapular 
: plaques  or  nodules.  Ecthyma  gangrenosum  was 

i;  first  described  and  named  by  Hitschman  in  1897.- 

j 

I 

I 


T r 


Fig.  1.  — A skin  biopsy  showing  necrosis  of  the  dermis 
and  gram  negative  rods  (center,  left)  compatible  with 
bacteriae. 


Fifteen  of  his  26  cases  of  Bacillus  pyocyaneus  sep- 
ticemia manifested  the  typical  lesions.  In  1965 
Teplitz^  described  “pseudomoncis  vasculitis”  as 
a vascular  lesion  pathognomonic  of  fulminant 
pseudomonas  infection  initiated  at  the  capillary 
level  with  bacillary  infiltration  of  vessels  from  the 
perivascular  tissue  rather  than  from  the  intimal 
surface.  The  necrotic  ulcers  of  ecthyma  gan- 
grenosum are  therefore  due  to  diffuse  bacterial  tis- 
sue invasion  and  not  the  “vasculitis”  per  se. 

Including  the  present  one,  there  have  been  93 
well  documented  cases  of  ecthyma  gangrenosum 
reported  in  the  literature  with  recovery  in  only 
three,  a mortality  rate  of  97. 8%. 

Markley’’  in  1957  reporting  on  Pseudomonas 
septicemia  in  burned  patients  stated  that  therapy 
was  of  no  avail  once  ecthyma  gangrenosum  lesions 
appeared.  At  the  time  of  that  report,  of  course, 
specific  therapy  for  pseudomonas  infection  was  not 
available. 

This  patient  is  unusual  in  that  he  appeared  to 
recover  from  both  gram  negative  shock  and 
ecthyma  gangrenosum.  The  prompt  use  of  Coly- 
Mycin,  chloramphenicol  and  steroids,  is  believed 
to  have  been  a definitive  factor  in  his  recovery. 

Summary 

As  far  as  we  know,  this  patient  represents  an 
instance  of  recovery  from  Pseudomonas  bacte- 
remia, ecthyma  gangrenosum  and  severe  hypoten- 
sion. While  still  in  the  hospital,  he  died  some  two 
months  later  from  an  unrelated  cause. 
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Review  of  35  Cases  of  Hyperparathyroidism 
at  the  University  of  Florida 


Luis  O.  Vasconez,  M.D.,  M.  F.  Mass,  M.D. 

Maurice  J.  Jurkiewicz,  M.D.,  and  William  C.  Thomas  Jr.,  M.D. 


H>T)erparathyroidism  is  being  diagnosed  with 
increasing  frequency  and  at  earlier  stages,  indicat- 
ing growing  awareness  of  the  disease  and  wider 
application  of  diagnostic  procedures.  At  the  Uni- 
versity of  Florida,  we  have  had  35  cases  in  the 
past  six  years. 

The  etiology  of  hyperparathyroidism  is  un- 
known. The  largest  percentage  of  cases  have  a 
single  adenoma  which  functions  autonomously  so 
that  hormone  secretion  continues  even  when  the 
plasma  calcium  is  high.  The  disease  is  rare  before 
puberty  and  much  more  common  in  the  female 
than  in  the  male.  Experimentally,  hyperparathy- 
roidism can  be  induced  by  long-continued  cal- 
cium deprivation,  but  this  is  not  a common  factor 
in  patients.  They  seldom  show  any  indication  of 
calcium  deprivation  or  other  abnormalities  in  cal- 
cium metabolism. 1 In  patients  with  the  polyendo- 
crinomata  syndrome,  a genetic  factor  is  clearly 
operative  and  they  usually  show  chief  cell  hyper- 
plasia of  the  parathyroids. 2 

In  our  series,  the  age  range  was  15  to  73  years. 
There  were  31  females  and  four  males.  Ten  were 
Xegro  and  25  white.  Of  significance  is  the  absence 
of  Xegro  male  patients,  suggesting  a racial  and 
sexual  resistance  to  the  disease.  Thirty-one  had 
single  adenomas,  two  had  double  adenomas  and 
there  were  two  cases  of  hyperplasia.  All  adenomas 
were  found  in  the  neck,  except  one  in  the  superior 
mediastinum  within  the  thy'mus  which  was  de- 
livered through  the  neck  incision.  In  no  case  was 
a secondary  sternum  splitting  incision  necessary. 
.\fter  failure  elsewhere  to  find  the  adenoma,  re- 
exploration was  necessary  in  two  patients. 


From  the  departments  of  Surgery  and  Medicine,  University  of 
Florida  College  of  Medicine,  Gainesville. 

Presented  at  the  Chief  Residents  (Surgery)  Meeting  in  Cincin- 
nati, April  12,  1969. 


Symptoms 

The  presenting  manifestation  largely  related 
to  nephrolithiasis,  the  initial  complaint  in  20  pa- 
tients (Table  1).  Bone  changes  were  present  in 
only  five,  a finding  consistent  with  the  experience 
of  others  in  that  changes  demonstrable  by  x-ray 
are  present  in  a minority  of  patients  with  hyper- 
parathyToidism.3.4  Only  one  patient  presented 
with  severe  osteitis  fibrosa  cystica.  Four  patients 
had  advanced  renal  disease  and  azotemia  second- 
ary to  obstructive  uropathy.  Three  patients  pre- 
sented with  intractable  ulcer  disease,  one  with 
pancreatitis;  two  were  initially  admitted  with  psy- 
chiatric diagnoses,  four  presented  with  nonspecific 
symptoms  of  malaise,  weakness  and  abdominal 
complaints  and  were  found  to  have  elevated  serum 
calciums.  The  diagnosis  was  made  in  two  patients 
after  neonatal  tetany  developed  in  their  babies. 

Occasionally  a parathyroid  adenoma  can  be 
palpated.  In  seven  cases  the  adenoma  was  thought 
to  be  palpable  in  our  series.  Serum  calcium  and 
phosphorus  levels  obtained  on  all  patients  with 
renal  stones  and  all  patients  with  peptic  ulcer 
disease,  especially  in  women  with  bleeding  ulcers, 
were  responsible  for  most  of  the  diagnoses  in  our 
series. 


Table  1. — Presenting  Manifestations. 

Number  Percent 


Renal  complaints 

(Nephrolithiasis  and  pyelonephritis) 

20 

57 

B. 

Non-specific  complaints 

4 

11 

C. 

Bone  changes 

3 

9 

D. 

Peptic  ulcer 

3 

9 

E. 

Psychiatric  complaints 

2 

6 

F. 

Infant  bom  with  tetany 

2 

6 

G. 

Pancreatitis 

1 

3 
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Laboratory  Studies 

A hyperfunctioning  parath3Toid  gland  may 
manifest  itself  clinically  in  many  ways,  but  the 
diagnosis  rests  upon  laboratory  determination.  An 
elevated  serum  calcium,  decreased  serum  phos- 
phorus and  high  urinary  calcium  excretion  on  a 
dairy  product  free  diet  were  characteristic  find- 
I ings.  Diagnosis  is  more  difficult  in  the  presence 
of  renal  insufficiency  in  which  case  the  serum 
phosphorus  concentration  may  be  in  the  normal 
or  high  range. 

.•\11  our  patients  had  preoperative  determina- 
tions of  serum  calcium  and  phosphorus  on  three 
or  more  samples.  All  had  elevated  calcium  on  at 
least  three  samples  ranging  from  11  to  18.6  mg.%. 
Thirty  had  low  serum  phosphorus  from  1.4  to  3.0 
mg.%.  The  serum  phosphorus  was  normal  or 
[ ■ elevated  in  four  patients  especially  when  associated 
r with  renal  insufficiency  (Table  2). 

Urinary  calcium  was  determined  in  24  pa- 
tients; all  had  elevated  levels  following  a dairy 
product  free  diet  for  the  three  preceding  days. 
There  appeared  to  be  no  correlation  between 
severity  of  symptoms  and  extent  or  variation  of 
the  serum  calcium  levels  from  normal. 

The  more  elaborate  diagnostic  tests,  that  is, 
the  cortisone  test,^  tubular  reabsorption  of  phos- 
phate and  calcium  infusion  tests,  were  done  only 
in  occasional  patients  and  did  not  help  in  differ- 
entiating other  forms  of  hypercalemia  from  hyper- 
parathyroidism. Serum  alkaline  phosphatase  was 
elevated  on  patients  who  showed  bone  changes 
radiologically. 

Operative  Technique 

Once  the  diagnosis  of  hyperparathyroidism  is 
made,  the  treatment  is  surgical.  We  approach 
exploration  of  the  parathyroid  gland  with  the 
usual  collar  incision  with  subplatysmal  flaps  de- 
veloped as  for  a thyroid  operation.  Meticulous 
hemostasis  is  a requisite  to  success  in  locating 
the  parathyroids  since  the  blood-stained  field  com- 
plicates a sometimes  difficult  operation.  A sys- 


tematic approach  in  search  for  parathyroid  glands 
is  mandatory.  As  soon  as  it  is  anatomically  feasi- 
ble, we  identify  the  inferior  thyroid  arteries  bilat- 
erally in  the  space  between  the  carotid  sheath 
laterally  and  the  thyroid  gland  medially.  The 
larger  artery  is  followed  and  dissected  out  first, 
since  it  would  most  likely  be  the  side  that  contains 
the  adenoma.  For  us,  the  inferior  thyroid  artery 
has  been  the  key  to  successful  exploration. 

If  the  adenoma  involves  one  of  the  inferior 
glands,  as  most  often  it  does,  then  by  following 
the  artery  identification  is  theoretically  inevitable 
because  the  parathyroids  are  attached  in  the  neck 
only  by  a thin  vascular  pedicle  and  loose  areolar 
tissue.  If  the  adenoma  involves  one  of  the  supe- 
rior glands,  it  usually  hangs  up  at  the  level  of  ar- 
borization of  the  artery  into  the  thyroid  gland. 
.■\11  four  parathyroid  glands  are  identified  when- 
ever possible.  If  there  is  a question  about  any 
other  gland,  it  is  also  excised  and  submitted  for 
frozen  section.  Once  the  adenoma  is  found  and 
the  remaining  three  parathyroid  glands  are  iden- 
tified, it  is  good  practice  to  remove  or  biopsy  one 
of  the  remaining  parathyroid  glands,  since  at 
times  it  is  difficult  to  differentiate  adenoma  from 
hyperplasia  on  frozen  section  examination.  If  all 
four  glands  are  normal,  further  exploration  of  the 
neck  or  mediastinum  is  undertaken  as  far  as  the 
incision  permits.  We  have  not  had  to  e.xplore  the 
mediastinum  in  our  series,  but  we  agree  with  oth- 
ers that  it  should  be  done  as  a second  operation 
after  a cervical  adenoma  has  been  ruled  out.® 
Selenium  methionine  scans  were  done  in  five 
patients,  but  this  procedure  was  abandoned  be- 
cause it  was  not  helpful  in  localizing  the  adeno- 
ma.'' Three  patients  had  selective  thyrocervical 
trunk  angiography,  but  again  the  interpretation 
was  very  difficult  and  we  had  two  false  negatives.® 
Selective  staining  of  the  parathyroid  with 
toluidine  blue,®  which  is  helpful  experimentally, 
has  not  been  used  by  us  but  could  be  of  aid  in 
identifying  the  normal  parathyroid  from  lymph 
nodes  or  fat.  We  doubt  whether  it  would  be  help- 


Table  2. — Preoperative  Laboratory  Findings. 


# 

# 

Exam 

.Abnormal 

Serum  calcium 

35 

35 

Serum  phosphorus 

35 

30 

24  hour  urinary 
calcium  excretion 

24 

24 

■Alkaline  phosphatase 

28 

10 

% 

.Abnormal 

Range 

Mean 

100 

11-18.6  mg% 

12.5 

86 

1.4-4. 9 mg% 

2.5 

100 

217-570  mg% 

352  mg. 

30 

4.1-105 

K..A.  units 
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ful  in  the  identification  of  the  adenoma  since,  if 
not  easily  accessible,  it  is  probably  covered  by 
other  structures  in  the  neck. 

Anatomic  Site 

Nineteen  adenomas  were  found  corresponding 
to  the  left  lower  parathyroid  gland;  five  were  in 
the  left  upper,  five  in  the  right  lower  and  five  in 
the  right  upper  parathvToid  location.  One  was 
found  in  the  superior  mediastinum. 

Histologic  Characteristic 

Of  the  35  adenomas,  pathologists  reported  ten 
had  no  dominant  cellular  type.  In  18,  the  histo- 
logic appearance  was  primarily  that  of  chief  cells; 
in  two,  oxxphyl  cells;  in  three,  clear  cells  and 
there  were  two  cases  of  hx'perplasia.  No  cases  of 
cancer  were  found. 

Postoperative  Course  and  Complications 

The  serum  calcium  fell  to  normal  in  24  to  48 
hours  following  removal  of  the  adenoma.  Most 
patients  complained  of  some  paresthesia  in  the 
fingers  and  periorally.  Twenty  of  35  developed  a 
positive  Chvostek’s  sign.  In  four  patients,  the  cal- 
cium fell  to  tetanic  levels  of  approximately  5 
mg.%  and  the  patients  required  supplemental 
calcium.  Our  postoperative  management  of  trans- 
ient hj’pocalcemia  consisted  in  initially  giving  am- 
monium chloride  to  produce  a mild  metabolic  aci- 
dosis which  reduces  the  reactivity  of  the  peripher- 
al nerves  and  thus  controls  sjTnptoms.  This  has 
been  sufficient  treatment  in  most  patients.  Three 
patients  required  intravenous  injection  of  calcium 
gluconate  or  calcium  chloride  to  stop  the  tetanic 
attack.  Later,  thej^  were  maintained  with  oral  cal- 
cium carbonate,  which  provides  40%  calcium  by 
weight.  Only  two  patients  needed  maintenance 
with  calcium  carbonate  for  any  length  of  time; 
one  had  osteitis  fibrosa  cystica  and  the  other 
rickets.  There  were  no  injuries  to  the  recurrent 
laryngeal  nerves  which  were  exposed  and  identified 


in  all  explorations.  Three  patients  have  had  per- 
sistent renal  calculi  despite  excision  of  adenomas  1 
and  normal  serum  calcium  levels. 


Summary 

Thirty-five  cases  of  hyperparathyroidism  are  I 
reviewed.  Thirty-one  had  single  adenomas,  two  ! 
had  double  adenomas,  and  two  had  h\perplasia  of 
the  parathvToid  glands. 

Most  patients  had  symptoms  referable  to  the 
genitourinary  tract  and  some  to  the  skeletal  and 
gastrointestinal  systems. 

In  all  patients,  serum  calcium  was  elevated  and 
there  was  a high  24-hour  urinary  excretion  of 
calcium. 

Serum  phosphorus  was  low  unless  associated 
with  renal  insufficiency  and  azotemia. 

Surgical  exploration  was  performed  in  all  pa- 
tients. .Ml  adenomas  were  found  in  the  neck  ex- 
cept one  which  was  located  in  the  superior  medias- 
tinum, but  was  delivered  through  the  cervical 
incision. 

Selenium  methionine  scans  and  selective  thyro- 
cervical trunk  angiography  were  not  helpful  in 
localizing  the  adenomas. 
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Ichthyosarcotoxism  — Ciguatera  Intoxication 

Robert  O.  Baratta,  M.D.  and  Paul  A.  Tanner  Jr.,  M.D. 


In  August,  1968  seven  members  of  a Winter 
Haven  family  became  ill  after  eating  smoked  am- 
berjack,  purchased  at  a Florida  east  coast  fish 
market,  as  an  afternoon  meal.  Seven  of  the  eight 
persons  who  ate  the  fish  became  ill  within  an  aver- 
age of  five  hours.  Two  were  hospitalized  while  a 
third  who  was  severely  ill  refused  hospitalization. 
All  seven  experienced  severe  abdominal  cramps 
followed  by  nausea,  vomiting,  diarrhea,  headache, 
difficulty  in  swallowing,  and  perioral  tingling  and 
burning  of  the  tongue.  In  addition,  each  devel- 
oped generalized  pruritus  and  a punctate  maculo- 
papular  eruption.  The  most  striking  symptom  was 
severe  bilateral  sharp  and  shooting  leg  pain  unas- 
sociated with  muscle  spasm. 

The  gastrointestinal  symptoms  were  present 
for  five  to  six  hours.  The  rash,  pruritus  and  per- 
ioral paresthesias  were  present  for  four  to  five 
days,  and  the  leg  pain  persisted  with  irregular 
exacerbations  and  remissions  for  three  to  four 
weeks,  and  possibly  longer  in  one  patient. 

specimen  of  the  fish  was  examined  at  the 
Florida  Division  of  Health  laboratories.  No  bac- 
terial contamination  was  demonstrated,  although 
a Ciguatera  toxin  bioassay  produced  lethal  results 
in  mice. 

Similar  outbreaks  of  Ciguatera  intoxication 
have  been  reported  in  the  past.  Instances  were 
recorded  in  1954  at  Miami,  Fort  Lauderdale, 
Hillsborough  Inlet  and  Pompano  Beach  and  in 
1955  at  Tavernier  and  Miami.  In  fact  non-fatal 
cases  have  been  reported  annually  between  1954 
and  1963  involving  over  200  people  in  Florida. 
Barracuda  were  incriminated  in  all  but  one  out- 
break and  though  “red  snapper”  was  listed  as  the 
causative  agent  in  the  remaining  report,  it  was 
thought  that  the  barracuda  may  have  been  respon- 
sible here  as  well. 

General  Review 

Intoxication  resulting  from  ingestion  of  poison- 
ous fish  has  been  named  “ichthyosarcotoxism” 

Dr.  Baratta  is  Epidemic  Intelligence  Service  Officer  with  the 
National  Communicable  Disease  Center,  U.  S.  Public  Health 
Service,  located  at  the  State  of  Florida,  Division  of  Health, 
Jacksonville. 

Dr.  Tanner  is  a practicing  physician  at  Auburndale. 


from  the  Greek  ichthyos,  “a  fish”;  sarkos,  “flesh”; 
toxikon,  “poison.”  Approximately  518  species 
have  been  incriminated  as  poisonous  during  the 
last  200  years. 1 

Ichthyosarcotoxism  must  be  differentiated  from 
bacterial  contamination  of  fish  and  subsequent 
poisoning  whose  symptoms,  with  the  exception  of 
botulism,  are  primarily  gastrointestinal.  The  sen- 
sory disturbances  regularly  present  in  ichthyosar- 
cotoxism are  absent  in  bacterial  intoxications. 
In  most  types  of  food  poisoning,  the  recovery  peri- 
od is  usually  within  six  to  48  hours.  The  recovery 
period  in  true  fish  poisoning  is  extremely  variable 
— from  48  hours  to  weeks,  months,  and  even 
years.  2 

Classification  of  fish  poisoning  by  type  has 
been  attempted  by  different  authors,  but  listings 
must  be  considered  tentative.  The  specific  poisons 
have  yet  to  be  characterized  chemically,  and  their 
pharmacology  has  yet  to  be  clearly  elucidated. 
Halstead  believes  that  there  are  six  distinctly 
different  clinical  entities  comprising  ichthyosar- 
cotoxism. These  involve  the  following  groups  of 
fish:  (1)  tetraodon  (puffer,  Fugii,  globefish,  toado, 
etc.),  (2)  gymnothorax,  (3)  scombroid,  (4)  elas- 
mobranch,  (5)  freshwater  fish,  and  (6)  Ciguatera. 

Ciguatera  poisoning  and  the  word  “Ciguatera” 
apparently  had  their  origin  with  the  early  Spanish 
settlers  of  Cuba.  They  used  the  word  “Cigua” 
to  refer  to  the  mollusk.  Turbo  pica,  a marine  gas- 
tropod. When  eaten,  this  mollusk,  like  certain 
fishes,  gave  rise  to  digestive  and  nervous  disturb- 
ances called  Ciguatera — hence,  the  name.^ 

Historically,  this  biotoxicologic  syndrome  is 
not  of  recent  origin.  The  Greeks  avoided  certain 
marine  fishes  because  they  believed  them  to  be 
harmful  to  the  body.  This  viewpoint  dates  back 
to  days  of  the  Odyssey  (ca.  800  B.C.).  Ancient 
Chinese  fishermen  were  also  aware  that  the  yellow- 
tail  (amberjack)  is  “a  large  poisonous  fish  fatally 
toxic  to  man”  (A.D.  618-907).  The  first  published 
reference  generally  accepted  as  referring  specifical- 
ly to  Ciguatera  poisoning  in  the  .Americas  (West 
Indies)  is  by  Peter  Martyr  of  .Anghera  (1457- 
1526)  and  was  published  in  1511. 
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What  is  believed  to  be  the  largest  Ciguatera 
outbreak  in  history  took  place  at  Rodrigues  Island, 
east  of  Mauritius,  Indian  Ocean,  in  1748  involving 
the  British  naval  invasion  of  ^Mauritius  by  Admiral 
Edward  Boscawen  (1711-1761).  The  account  de- 
scribed the  loss  of  upwards  of  1,500  men  after 
toxic  fish  had  been  ingested.  Over  the  years  the 
Philippines,  the  INIarshall  Islands,  the  Hawaiian 
Islands,  the  West  Indies,  Haiti,  Cuba,  the  Ba- 
hamas, Jamaica  and  Florida  have  all  reported 
outbreaks  of  Ciguatera  intoxication. 

iMore  than  300  species  of  marine  fishes  distrib- 
uted throughout  four  orders  have  been  incrimi- 
nated in  human  Ciguatera  intoxications  (Order 
Isospondyli,  Apodes,  Mesichthyes,  and  Acanthop- 
terygii).  Some  of  the  varieties  involved  are:  sea 
bass,  jack,  barracuda,  snapper,  wrasse,  parrot  fish, 
and  surgeon  fish.® 

Ciguatera  poisoning  is  indeed  an  extremely 
treacherous  form  of  fish  poisoning  since,  without 
a single  known  exception,  the  fishes  producing 
it  are  edible  in  some  areas  but  to.xic  in  others. 
Moreover,  the  toxicity  in  some  regions  appears 
to  vary  from  time  to  time. 

Etiology 

There  have  been  many  theories  proposed  over 
the  years  concerning  the  etiolog}'  of  Ciguatera 
poisoning.  One  of  the  earliest  was  recorded  by 
Martyr  in  1530  when  he  wrote  of  a plumbearing 
tree:  “Upon  the  same  banks  there  grows  a tree 
whose  fruits  are  sure  poison.  When  fruits  fall  into 
the  water  and  are  eaten  by  the  fish,  people  who 
afterwards  eat  these  fish  are  attacked  b\'  divers 
strange  maladies.”  Grudger  believed  this  to  be 
the  manchineel  berrj"  which  is  still  alleged  to  be 
at  the  bottom  of  all  fish  poisoning  in  the  Carib- 
bean-Gulf  region. ^ 

One  belief  prevalent  among  some  Florida  and 
Caribbean  fishermen  is  that  barracuda  and  other 
fish  may  become  poisonous  through  indirect  con- 
tact with  copper  compounds  found  in  the  vicinity 
of  old  shipwrecks  or  on  the  bottoms  of  ships  them- 
selves. It  has  sometimes  been  suggested  that  fish 
may  become  poisonous  by  feeding  on  jellyfish, 
stinging  corals,  or  other  nematocyst-bearing  inver- 
tebrates. Feeding  on  puffers  and  other  toxic  fish 
has  also  been  postulated.®  Sexual  maturity  has 
also  been  suggested  as  an  influence  on  the  poison- 
ous character  of  the  fish.  A bacterial  theory  has 
been  raised  which  suggests  that  the  poisons  are 
produced  from  bacteria  either  found  normalh’  in 
fishes  or  introduced  by  handling."  Chemical  con- 


tamination of  the  water  by  materials  containing 
nitrocellulose  and  other  chemicals  aside  from  cop-  > 
per  was  also  postulated  as  an  etiologic  factor  in 
causing  fish  to  become  poisonous.  ! 

There  is  no  scientific  evidence  for  anv"^  of  these 
theories,  nor  is  there  a basis  for  the  belief  that 
the  incidence  is  seasonal.  It  now  seems  generally  I 
agreed  that  fish  become  poisonous  through  influ-  [ 
ences  existing  in  reef  environments.  This  has  been  | 
postulated  by^  Randall®-®  based  upon  the  following  • 
observations:  (a)  the  toxin  must  originate  in  the  , 
environment  because  only  fishes  in  a restricted  ' 
area  are  toxic  while  those  of  similar  size  and  type 
elsewhere  are  not;  (b)  in  affected  areas,  not  all  , 
species  are  toxic  and,  because  food  and  feeding 
habits  are  the  principal  variables,  food  is  a likely 
source  of  toxin;  (c)  the  food,  i.e.,  the  basic  poison- 
ous organism,  is  probably'^  benthic  because  toxic 
specimens  do  not  occur  in  open  seas  where  only 
plankton  are  available.  IMost  ciguatoxic  fishes  are 
indeed  bottom-dwelling  shore  fish;  (d)  if  the 
benthic  food  is  algae,  it  must  be  small  to  accom- 
modate the  delicate  mouth  structures  of  some 
poisonous  fishes;  (e)  blue-green  algae,  sometimes 
toxic,  are  suspect;  (f)  violently'  poisonous  large 
predaceous  fishes  presumably  accumulate  toxin 
from  their  less  toxic  prey',  and  they'  can  retain 
the  toxin  for  a long  time  after  being  separated 
from  that  source;  (g)  the  course  of  events  in  many 
places  suggests  that  benthic  organisms  at  the  base 
of  a toxic  food  chain  grow  well  in  areas  recently 
denuded  or  disrupted  by'  catastrophic  events  such 
as  violent  storms. 

Randall’s  theory,  then,  is  applicable  to  the  resi- 
dents of  the  Gilbert  Islands  who  found  that  many' 
recent  island  wrecks  were  cited  as  the  location  of 
a toxic  reef,  and  that  rubbish  dumped  in  the  sea 
was  also  often  blamed  for  toxicity'.  In  1944  the 
war  with  its  resulting  bombings  was  blamed  for 
an  increase  in  toxicity  off  Tarawa.  Randall’s  hy'- 
pothesis  that  toxicity'  may'  be  caused  by'  the  first 
algae  to  grow  on  a new  substrate  appears  to  be 
borne  out  by  the  aforementioned  statements  of 
the  Island  residents  since  wrecks,  rubbish  and 
bomb  craters  can  all  be  considered  new  and  de- 
nuded surfaces. 

The  true  biogenesis  of  the  poison  though  has 
not  y'et  been  fully  elucidated.  The  “food  chain” 
theory'  does  seem  most  plausible.  Apparently'  the 
toxin  is  stored  unchanged  or  is  a metabolite  of 
something  ingested.  Also,  the  toxin  can  be  eaten 
and  stored  in  the  body'  of  the  fish  without  detri- 
mental effect  to  the  fish.  Stomach  content  analyses 
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have  shown  that  some  of  the  algal  members  of 
Cyanophyta  are  present  in  large  quantities  in 
ciguatoxic  specimens.  Blue-green  algae,  both  fresh 
and  saltwater  species,  have  been  shown  to  be  toxic. 
It  is  therefore  believed  that  certain  species  of  the 
Cyanophyta  serve  as  at  least  one  possible  source 
of  ciguatoxin.  It  has  not  been  determined  whether 
ciguatoxin  is  a single  poison  or  a complex  of 
poisons,  though  it  is  more  likely  the  latter.  Larger 
predaceous  fishes  are  more  likely  to  be  toxic  than 
smaller  sized  fishes  of  the  same  species.^ 

Signs  and  Symptoms 

The  clinical  manifestations  of  Ciguatera  poi- 
soning, like  many  other  diseases,  vary  greatly  de- 
pending upon  the  toxicity  of  the  fish,  the  individ- 
ual’s sensitivity  to  the  poison,  amount  of  fish 
ingested,  and  other  factors.  Generally  symptoms 
develop  within  3-5  hours  (range  15  min. -30 
hours).  The  initial  symptoms  are  sudden  onset 
of  abdominal  pain  followed  by  nausea,  vomiting, 
watery  diarrhea,  a metallic  taste,  and  tenesmus.^" 
Gastrointestinal  symptoms  will  occur  in  about 
40%  to  75%  percent  of  patients.  Soon  after,  the 
victim  complains  of  numbness  and  tingling  in  and 
about  the  lips,  tongue,  and  throat  which  may  be 
accompanied  by  a sensation  of  dryness  of  the 
mouth.  In  the  uncomplicated  case,  acute  symp- 
toms subside  in  eight  to  ten  hours,  and  within  24 
hours  after  onset  most  symptoms  will  have  com- 
pletely subsided  except  for  a feeling  of  weakness. 
The  numbness  and  tingling,  though,  ma}^  continue 
to  a lesser  extent  for  a period  of  four  to  seven 
days.ii 

In  more  severe  cases,  the  muscles  of  the 
mouth,  cheeks,  and  jaws  may  become  drawn  and 
spastic  with  an  accompanying  sensation  of  numb- 
ness throughout.  Generalized  symptoms  of  head- 
ache, anxiety,  malaise,  prostration,  dizziness,  pal- 
lor, cyanosis,  insomnia,  chilly  sensations,  fever, 
profuse  sweating,  rapid  weak  pulse,  myalgia,  and 
back  and  joint  aches  may  be  present  in  varying 
degrees,  or  one  or  more  of  these  symptoms  may 
be  entireh"  absent.  The  patients  usually  complain 
of  a feeling  of  profound  e.xhaustion  and  weakness. 
The  weakness  may  become  progressively  worse  un- 
til the  patient  is  unable  to  walk.  Muscle  pains 
are  generally  described  as  a dull  heavy  ache,  or 
cramping  sensation,  but  on  occasion  may  be  sharp, 
shooting  and  affect  particularly  the  arms  and  legs. 
\'isual  disturbances  consisting  of  blurring,  tempo- 
rary blindness,  photophobia  and  scotoma  are  com- 
mon. Pupils  are  usually  dilated  and  the  reflexes 


diminished.  Skin  disorders  frequently  reported  are 
usually  initiated  by  an  intense  generalized  pruritus 
accompanied  by  erythema,  maculopapular  erup- 
tions, blisters,  extensive  areas  of  desquamation, 
and  occasionally  ulceration.  The  similarity  be- 
tween the  classical  clinical  syndrome  and  that 
described  by  patients  is  striking. 

In  severe  intoxications  the  neurotoxic  com- 
ponents are  especially  pronounced.  Paresthesias 
involving  the  extremities,  and  paradoxical  sensory 
disturbances  may  be  present  in  which  the  patient 
interprets  cold  as  a tingling,  burning,  dry-ice  or 
electric  shock  sensation,  and  hot  objects  may  give 
a feeling  of  cold.  Ataxia  and  generalized  motor 
inroordination  may  become  progressively  worse. 
The  refle.xes  may  be  diminished,  muscular  paral- 
yses may  develop  accompanied  by  clonic  and 
tonic  convulsions,  muscular  twitchings,  tremors, 
dysphonia,  dysphagia,  coma,  and  death  by  respira- 
tor}’ paralysis.  Recovery  is  slow  and  may  be  very 
prolonged.  Complete  recovery  can  require  a period 
of  several  years  and  s>’mptoms  have  been  reported 
for  as  long  as  25  years. ^ The  limited  morbidity 
statistics  show  a case  fatality  ratio  of  12%. 

Therapy 

The  treatment  of  ciguatoxications  is  largely 
symptomatic.  An  attack  does  not  impart  immu- 
nity. There  are  no  known  specific  antidotes.  In 
general,  the  treatment  is  directed  toward  eliminat- 
ing the  poison  from  the  body,  combating  the 
physiological  effects  of  the  poison,  and  providing 
whatever  supportive  therapy  is  required.  The 
stomach  should  be  emptied  by  gastric  lavage, 
emetic,  or  saline  purges  at  the  earliest  sign  of 
ciguatoxication.  Some  authors  then  suggest  that 
calcium  therapy  be  used,i2  because  of  rather  pro- 
found electrolyte  imbalances  that  can  occur. 

There  is  still  no  general  agreement  as  to  the 
exact  chemical  and  pharmacological  properties  of 
ciguatoxin.  Preliminary  studies  have  shown  that 
the  biotoxin  of  moray  eels,  groupers,  and  snappers, 
display  anticholinesterase  activity.  Despite  the 
common  opinion  that  ciguatoxin  also  has  anti- 
cholinesterase properties,  the  barracuda  biotoxin 
tested  by  Banner  in  1965  did  not.^^  Further,  a 
case  report  in  1963  described  the  successful  use  of 
neostigmine,  a cholinergic  drug  having  an  anti- 
cholinesterase property,  in  the  treatment  of  bar- 
racuda poisoning.!*  Neostigmine  corresponds  in 
its  action  to  parasympathetic  stimulation  and  is 
a potent  antagonist  of  atropine.  Had  the  barra- 
cuda toxin  contained  anticholinesterase  activity, 
the  treatment  might  have  been  fatal. 
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Supportive  therapy  should  include  rest,  quiet 
and  sedation  along  with  parenteral  fluid  therapy .12 
If  pain  is  severe  opiates  may  be  necessary  and 
should  be  given  in  small,  divided  doses.  Each  of 
the  seven  patients  in  this  outbreak  responded  to 
sxTnptomatic  and  supportive  therapy. 

Despite  numerous  statements  to  the  contrary 
by  native  island  fishermen,  there  is  no  infallible 
method  of  detecting  a poisonous  fish  by  appear- 
ance. Some  natives  will  feed  portions  of  the  fish 
to  one  of  their  pet  dogs  or  cats.  If  the  animal 
shows  no  sign  of  to.xicity,  the  fish  is  eaten  by  the 
family. 

In  terms  of  preventing  human  into.xication, 
there  are  fundamental  points  which  should  be  kept 
in  mind.  Never  eat  the  viscera,  and  recall  that 
ordinary  cooking  procedures  do  not  render  a toxic 
fish  safe  to  eat;  never  eat  unusuallj-  large  preda- 
ceous reef  fishes  such  as  snapper,  barracuda, 
grouper  and  jack.  Banner  records  one  of  the  few 
studies  that  demonstrated  a positive  correlation 
between  size  and  toxicity.  He  showed  that  the 
toxicity  of  L.  bohar  (red  snapper)  from  the  Line 
Islands  increases  in  all  degrees  from  about  25^ 
in  those  below  1 kg.  in  size  to  100%  in  those  over 
5 kg.i2  This  belief  is  wideh'  held  and  at  one 
time  (1934),  a Cuban  public  health  regulation 
forbade  the  sale  of  barracuda  e.xceeding  a 1.1  kg. 
weight  limit. 

Diagnostic  evaluation  of  any  incriminated 
specimen  includes  a mouse  bioassay  whereby  a 
soluble,  treated  extraction  is  injected  into  the  peri- 
toneum and  the  mice  observed  carefully  over 
56-48  hours.  The  mice  react  to  the  degree  of  toxi- 
city producing  reversible  h\-persecretion,  hx^o- 
activity  and  ataxia;  or  more  severely,  paralysis, 
tonic  or  clonic  convulsions,  respiratory  paralysis 
and  death  within  one  to  36  hours.  iMore  elaborate 
assay's  involve  the  cat  and  the  mongoose,  though 
none  is  entirely  satisfactory. 

Finally,  recent  chemical  analyses  would  tend 
to  include  the  moray  eel  poisoning  (Gymnothorax) 
within  the  Ciguatera  group.  It  has  also  been 
shown  that  a Ciguatera-like  poison  can  occur  in 
oysters  and  clams.i® 

In  summary,  the  underhing  causes  and  treat- 
ment of  Ciguatera  poisoning  are  still  poorly  under- 
stood. There  is  no  way  to  predict  which  fish  may 
be  toxic;  no  way  to  predict  the  severity  of  symp- 
toms that  will  ensue  after  exposure,  and  there  is  no 
specific  antidote.  On  the  whole,  though,  it  would 
seem  that  the  overall  incidence  of  poisonous 
species  is  quite  low.  Commercial  landings  in  Flor- 
ida include  approximately  40,000  pounds  of  ba~- 


racuda  annually.  Hence  it  can  be  assumed  that 
poisonous  barracuda  is  quite  rare.  Nevertheless, 
while  most  barracuda  can  be  eaten  safely  there  is 
always  a remote  chance  that  any  specimen  will 
be  poisonous. 

Summary 

In  August,  1968  seven  residents  of  central 
Florida  became  ill  after  eating  amberjack.  Their 
symptoms  which  included  nausea,  vomiting, 
cramps,  headache,  perioral  tingling  and  burning 
of  the  tongue  plus  a generalized  pruritis  and  rash 
with  sharp,  shooting  leg  pain  painted  the  classic 
picture  of  Ciguatera  intoxication. 

Ciguatera  is  one  of  five  major  types  of  ichthy-  ^ 
osarcoto.xism  and  was  described  as  early  as  800  ! 
B.C.  It  is  now  more  common  in  the  Pacific  and  in  i 
the  Caribbean-Gulf  regions.  The  most  commonly  1 
accepted  theory  of  its  etiology'  is  a food-chain  one  li 
whereby  bottom  dwellers  feed  on  toxic  food  (prob- 
ably' algae)  and  larger  fish  accumulate  the  to.xin  . 
as  they'  feed  on  the  smaller  fish. 

The  species  involved  in  this  poisoning  include 
red  snapper,  barracuda,  amberjack  and  grouper. 
The  clinical  symptoms  vary'  directly  with  the 
amount  of  toxin  ingested.  Treatment  is  largely 
symptomatic  as  no  specific  antidote  is  known. 
Prevention  is  difficult,  since  the  involved  fish  is  not 
ill,  and  would  include  not  taking  the  viscera  and 
restrict  eating  to  fish  not  larger  than  1.1  to  2 kg. 
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Extra  Pulmonary 
Due  to  Diplococcus 


Abscesses 

Pneumoniae 


James  Wm.  Dickey  Jr.,  M.D. 


The  decline  of  the  organism  Diplococcus  pneu- 
moniae as  a frequent  cause  of  disease  apparently 
has  been  due  to  the  effectiveness  of  antibiotics. 
However,  the  organism  is  ever  present  and  must  be 
considered  in  the  differential  diagnoses  of  a variety 
of  lesions.  .Although  the  pneumococcus  causes  in- 
fections primarily  in  the  respiratory  system  it  has 
been  responsible  for  lesions  in  tendon  sheaths, 
bursae,  joints,  sinuses,  meninges,  bone,  middle  ear 
and  mastoid,  pericardium,  peritoneum,  and  ovary. i 
This  report  concerns  the  recovery  of  D.  pneu- 
moniae in  apparent  pure  culture  from  a pelvic 
cul-de-sac  abscess  in  one  patient  and  a pancreatic 
abscess  in  another. 

Report  of  Cases 

Case  1. — A 2S-year-old  white  housewife  began  to  vomit 
a few  days  after  delivery  of  her  second  child,  and  diarrhea 
developed.  She  improved  at  home  but  symptoms  recurred 
with  right  lower  abdominal  discomfort  prompting  admis- 
sion to  Broward  General  Medical  Center  eight  weeks  after 
delivery. 

She  appeared  acutely  ill  but  in  good  spirits.  The  blood 
pressure  was  110/60,  pulse  rate  86,  temperature  99  F.,  res- 
pirations 24,  weight  104  pounds.  A non-tender  mass  was 
felt  in  the  right  cul-de-sac,  separate  from  the  pelvic  wall. 
Other  than  this  the  physical  examination  was  not  remark- 
able. Hemoglobin  level  was  12.2  Gm.,  white  blood  cell 
count  19,000,  with  72  segmented,  12  stabs  and  16  lym- 
phocytes. The  urine  test  showed  negative  results. 

The  day  after  admission  she  was  nauseated,  had  five 
liquid  stools  and  a temperature  of  102  F.  She  was  given 
tetracycline-amphotericin  B,  250  mg.  every  six  hours,  did 
not  improve  and  a laparotomy  was  performed  which 
revealed  a cul-de-sac  abscess  filled  with  pus  the  consistency 
and  color  of  cottage  cheese.  The  abscess  was  evacuated 
and  drained  through  the  vagina. 

Her  postoperative  course  was  uncomplicated.  She  was 
kept  on  tetracycline  for  three  days,  discharged  in  five 
days  and  made  a full  recovery.  Smears  and  culture  of 
the  pus  showed  a pure  culture  of  D.  pneumoniae,  sensi- 
tive to  tetracycline. 

Case  2. — \ 50-year-old  white  man  was  in  good  health 
until  seven  years  before  admission  when  he  began  ha\-ing 
epigastric  pain.  He  continued  to  work  long  hours,  drank 
and  smoked  heavily,  until  five  years  before  admission 
when  x-rays  showed  inflammatory-  changes  in  the  stomach 
and  duodenum,  calcification  in  the  pancreas  and  infiltra- 
tive changes  in  the  lungs,  proven  to  be  tuberculosis.  At 
a sanatorium  he  was  found  to  have  gallstones  and  pan- 
creatic disease.  Laparotomy  was  performed,  biopsies  of 
the  pancreas  taken  and  no  further  tissue  removed  because 
of  the  impression  of  carcinoma  of  the  pancreas.  The  biop- 
sies were  negative  for  cancer.  The  epigastric  pain  con- 


tinued and  bilateral  splanchnic  nerve  section  resulted  in 
permanent  relief  of  pain.  Then  segmental  resection  of 
the  left  upper  lobe  of  the  lung  was  done. 

After  three  years  the  tuberculosis  was  controlled  and 
he  was  released  from  the  sanatorium  and  worked  until 
three  months  before  admission.  ,\t  that  time  he  began 
to  lose  his  appetite,  developed  shaking  chills  and  fever 
with  temperature  up  to  105  F.  and  was  treated  with  pen- 
icillin and  streptomycin.  There  was  no  jaundice  but  he 
had  frequent  foul-smelling  yellow  stools. 

On  admission  he  was  emaciated  and  pale.  There  was 
a non-tender  mass  15  cm.  in  diameter  in  mid-epigastrium. 
Hemoglobin  level  was  13.4  Gm. 

At  operation  a distended,  stone-filled  gallbladder  was 
removed.  thick-walled  pancreatic  cyst  measuring  25 
cm.  by  5 cm.  was  filled  with  thick  yellow  pus.  A Roux-Y 
jejunal  limb  was  anastomosed  to  the  cyst  for  drainage. 
He  recovered  slowly  but  completely  and  returned  to  work 
in  six  weeks.  Culture  of  the  pancreatic  cyst  contents 
showed  D.  pneumoniae  in  pure  culture. 

Discussion 

In  order  to  review  briefly  the  unique  patho- 
genesis of  infections  with  D.  pneumoniae,  a few 
classic  observations  are  repeated. 

“The  pneumococcus  is  perhaps  the  best  illus- 
tration of  a bacterial  species  that  produces  disease 
apparently  solely  through  invasive  properties,  in 
other  words  because  of  the  capacity  to  invade  and 
multiply  in  living  tissues  without  evidence  that 
soluble  toxins,  in  the  usual  sense,  play  a part.”^ 
Following  invasion  of  the  tissues,  edema,  consoli- 
dation, infarction,  and  then  the  collection  of 
masses  of  pus  cells  in  localized  areas  interfere  with 
the  function  of  involved  organs  and  nearby  struc- 
tures, mostly  in  a mechanical  way. 

The  route  of  entry  of  the  pneumococcus  is 
most  likely  through  the  respiratory  tract,  since 
from  25%  to  50%  of  the  population  carry  virulent 
pneumococci  in  their  nasopharynges.^  A transient 
bacteremia  would  allow  organisms  to  spread  from 
the  blood  stream  to  tissues  previously  damaged 
and  offering  a suitable  climate  for  growth. In  the 
first  case  trauma  to  pelvic  structures  by  the  birth 
process,  and  in  the  second  case  a flareup  of  chronic 
obstructive  pancreatitis  could  have  prepared  the 
sites  for  bacterial  invasion  and  growth. 

.\fter  local  infection  Ifegins,  spread  of  the  pneu- 
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mococcus  into  the  new  areas  of  tissue  is  slowed 
or  arrested  by  the  appearance  of  antibodies  be- 
tween the  fifth  and  tenth  days.  The  localized 
organisms  become  engulfed  or  surrounded  by  pha- 
gocytes, or  pus  cells,  a walled-off  abscess  is  formed 
and  the  organisms  multiply  more  slowly  as  they 
come  into  a resting  state.  Wood  states:  “It  is  well 
known  that  resting  bacteria  are  not  susceptible  to 
the  antibacterial  action  of  penicillin.  Thus  it  is 
not  surprising  that  clinical  experience  has  demon- 
strated that  purulent  pneumococcal  infections  such 
as  empyema  respond  satisfactorily  only  when 
chemotherapy  is  combined  with  some  form  of 
drainage  which  removes  the  bulk  of  the  necrotic 
exudate.”^ 

The  two  patients  presented  show  a clinical 
course  following  this  sequence  of  pathologic  events 
and  were  treated  by  adequate  surgical  drainage. 


Summar) 

A case  each  of  abscess  of  the  cul-de-sac  and 
abscess  of  the  pancreas  due  to  D.  pneumoniae  are 
presented.  The  pathogenesis  of  chronic  abscess 
formation  is  discussed  and  surgical  drainage  of 
such  abscesses  is  advocated. 
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Erratum 

On  page  25  of  the  May,  1970  issue  of  the  Journal,  Dr.  Richard  M.  Heming,  a co-author  of  the 
scientific  article  entitled  “Tumor  of  the  Xeck  Caused  by  Cervical  Rib”  which  begins  on  that  page, 
is  incorrectly  identified  as  clinical  instructor  of  surgery  at  the  University  of  ^liami  School  of  ^ledi- 
cine.  Dr.  Fleming  is  clinical  professor  of  surgery.  Dr.  George  Kleinfeld,  the  other  co-author,  is  a 
clinical  instructor  of  surgery  as  stated. 
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When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


• From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


[here’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal  ^ 

and,  it’s  made  by  vamfiwil 


PROTEIN 

CONTENT  / 7 oz.  Serving* 

Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 

6.8  Green  Pea  with  Ham  (Frozen)  7.6 

8.0  Hot  Dog  Bean  8.4 

5.5  Pepper  Pot  6.1 

5.8  Split  Pea  with  Ham  10.2 

6.2  Vegetable  Beef  5.0 

6.9  Vegetable  with  Beef  (Frozen)  5.4 

Flagyl 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis. 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 

Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

*References  available  on  request. 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  Va  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous  “edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 

A.H. Robins  Company,  /i  i i 

Richmond, Va.  23220  /I'H'UO  BINS 


Phenaphen*  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  CA  gr ) 16  2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (2V2  gr.),  162.0  mg.;  Phenacetir 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  ’A 
gr.  (No.  2),  Vz  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming) 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications.  Phenaphen  with  Codeine  provides  relief  in  severer  grades  ol 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 

1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


for  the  debilitated 
geriatric  patient 


Berocca 

TABLETS 

high  potency  B-compiex  and  C 
for  nutriUonal  support 

AVAILABLE  ONLY  ON  Rx 

contains  water-soluble  vitamins  only 
b.i.ci.  dosage 
good  patient  acceptance 
no  odor,  2nd  virtually  nc  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B|2- 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  lnc> 
Nutley.  New  Jersey  07110 


3^£eUda 

^Uecllcat 


editorial 


iC.  IS.  (t. 


Eighty-six  last  June. 

Growing  older,  but  not  in  mind  or  spirit. 

Retired,  respected  and  revered  by  Methodists 
In  towns  scattered  over  North  Georgia  and  Alabama, 

Continuing  with  duties  as  leader  of  a Golden  Age  Club, 

Thanksgiving  came,  then  Christmas  with  its  hurried  festivities 
Interposed  with  the  chores  of  an  assistant  pastor. 

Awaking  confused  one  morning  this  year, 

Disoriented  and  unable  to  get  out  of  bed; 

Hospitalized  for  pills,  diet,  physiotherapy  and  bedrest. 

This  news  produced  a sudden,  numbing  fear 
That  you,  an  immortal  mortal,  taken  for  granted, 

-And  too  seldom  corresponded  with, 

Might  not  be  anmng  the  living  much  longer, 

Provoked  memories  of  a half  century 
Of  you  always  being  around 
Or  as  near  as  the  telephone. 

Stimulating  my  earliest  recollections  of  you 
Watching  me  learn  to  tie  my  shoes. 

Being  a reassuring  part  of  the  frightening  and  lonely  experience  of  moving  so  often. 
Presenting  me  w ith  a pocket  watch  on  my  seventh  birthday. 

Taking  us  by  train  to  North  Carolina  the  summer  mother  tutored  me  to  get  in  the 
class  with  kids  my  age. 

Teaching  me  to  ride  my  first  bicycle,  the  one  with  the  wooden  wheels. 

Waking  me  before  dawn  to  start  my  paper  route. 

Giving  me  a driving  lesson  in  your  first  Model  T,  and 
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Driving  it  home  after  I had  run  into  a lady’s  yard  and  over  her  hedge. 

Seeing  two  daughters  through  college  and  two  sons  complete  graduate  school. 

Telling  four  children  goodbye  in  World  War  II  and 

Meeting  me  at  the  airport  when  I came  home  from  a P.  O.  W.  camp. 

Performing  the  ceremony  when  Mary  and  I were  married. 

Christening  in  turn,  each  of  our  three  girls,  and  the  first  boy. 

Christening  next,  the  twins  who  arrived  just  after  your  booklet  on  Family  Planning. 
Standing  in  line  at  your  eighty-fifth  birthday  reception. 

Where,  beside  you,  I shook  hands  with  hundreds  of  people 
.As  they  told  me  of  your  influence  on  their  lives. 

Listening,  now  that  you’re  out  of  bed  with  brace  and  cane. 

When  I last  visited  to  tell  you  I had  been  proffered  the  position  of  Editor, 

Of  the  time  it  would  take  from  patients  and  the  family,  and 
The  thrill,  the  challenge,  and  the  fear. 

Could  I really  measure  up  to  the  job? 

Replying,  you  said  that  I had  had  no  training. 

Little  realizing  your  impact  on  an  impressionable  mind 

Which  from  age  five  to  16,  Sunday  after  Sunday,  year  in  and  year  out. 

Was  exposed  to  the  best  you  could  read,  improvise  and  orate 
On  philosophy,  ethics,  religion  and  human  relations. 

What  better  training  could  one  ask.  Dad? 

For  what  difference  is  there  in  writing  a sermon  and  writing  an  editorial? 

Happy  Birthday  and  Happy  Father’s  Day — 

May  God  grant  you  many,  many  more  on  this  earth. 

Your  son. 

The  Editor 
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One  of  seven  dosage  forms 

Thorazine* 


■“"Chlorpromazine  HCI 

Spansule* 

I brard  o>  sustained  release  capsules 
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Available  in  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg.  strengths. 

Smith  Kline  & French  Laboratories 
Philadelphia,  Pa.  19101 
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during  and  after  infection 
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Bepocca 

TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  only 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains; 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI  5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  Biq- 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 
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Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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James  T.  Cook  Jr.,  M.D. 
94th  President 


After  receiving  a personal  gavel  and  a Presi- 
dent’s certificate,  Dr.  James  T.  Cook  Jr.  of 
Marianna  became  the  94th  President  of  the  Flor- 
ida Medical  .Association.  He  was  elected  President- 
Elect  in  May  of  1969. 

The  brief  installation  ceremony  took  place 
near  the  end  of  the  Third  Meeting  of  the  House 
of  Delegates  which  terminated  the  .Association’s 
96th  .Annual  Meeting  on  Sunday  morning,  May 
10.  Dr.  Cook  affixed  a Past  President’s  pin  to  the 
lapel  of  Dr.  Henry  J.  Babers  and  presented  a 
portrait  of  Dr.  Babers  to  Mrs.  Babers,  thus  as- 
suming official  leadership  of  the  .Association’s 
nearly  7,000  members. 

.About  the  new  President,  Dr.  William  F.  Brun- 
ner, former  president  of  Dr.  Cook’s  home  Jackson- 
Calhoun  County  Aledical  Society,  has  stated:  “It 
is  not  easy  for  a general  practitioner  in  a small 
rural  community  to  achieve  a position  of  promi- 
nence in  Florida  medicine.  That  Jim  Cook  has 
done  so  attests  not  only  to  his  leadership  qualities 
and  to  his  abilities  but  to  his  love  for  his  profes- 
sion. He  is  not  only  a man  of  all  seasons,  he  is 
the  man  for  all  reasons.” 

Dr.  Julian  Price  of  Florence,  S.  C.,  chair- 
man of  the  .American  Aledical  .Association’s  Board 
of  Trustees,  presenting  Dr.  Cook  the  gold  medal 
and  certificate  as  “General  Practitioner  of  the 
A’ear”  in  1960  described  him  as  “.  . . typical  of 
the  modern  physician  who  combines  his  talents 
to  bring  the  best  of  scientific  medicine  to  the 
•American  people  yet  has  the  unlimited  energies 
to  devote  to  the  service  of  his  community.” 

Dr.  Cook  has  been  practicing  general  medi- 
cine in  Alarianna  since  1945  when  he  was  dis- 
charged from  the  V.  S.  .Army  Medical  Corps  with 
the  rank  of  captain.  He  had  seen  action  from 
Xormandy  through  Europe,  been  awarded  five 
battle  stars.  Combat  Medical  Badge  and  Bronze 
Star  twice  for  meritorious  service  in  combat  con- 
ditions. 

Born  in  Porterdale,  Ga.,  Dr.  Cook  finished 
high  school  at  Covington.  He  received  an  .A.  B. 
degree  in  1937  from  Emory  Uni\ersity  in  .At- 
lanta and  that  university’s  School  of  Medicine 
conferred  the  Doctor  of  Aledicine  degree  upon 


him  in  1941.  .After  interning  one  year  at  Emory 
L niversity  Hospital,  he  entered  military  servdee. 

.After  the  war.  Dr.  Cook  brought  Lillian  to 
Marianna  with  him — the  girl  from  Thomasville, 
Ga.,  whom  he  had  married  before  entering  the 
service.  He  was  no  stranger  there  for  he  had 
spent  many  summers  with  an  uncle  who  had 
operated  a drug  store  on  Lafayette  Street  since 
1902.  The  druggist  admitted  enticing  the  young 
physician  to  locate  in  Alarianna  and  the  choice 
was  a happy  one.  A ears  later.  Dr.  Cook  described 
it  as  “just  about  the  most  ideal  location  you 
could  have.”  His  office  is  two  blocks  from  their 
home  and  the  hospital  is  only  three  blocks  away. 

Dr.  and  Airs.  Cook  have  one  son,  James  T. 
HI,  who  recently  graduated  from  Emory  Univer- 
sity School  of  Aledicine  and  three  daughters, 
Karen,  Carol  and  Lillianette. 

He  is  past  president  of  the  Jackson-Calhoun 
County  Aledical  Society  (now  part  of  the  Pan- 
handle Aledical  Society),  past  chief  of  staff  of 
Jackson  Ho.spital,  Alarianna  and  remains  active 
in  various  committees  of  the  two  organizations. 
He  organized  and  was  medical  director  of  th- 
Jackson  County  Heart  Clinic  for  nine  years.  .A 
member  of  the  Rotary  Club,  Alarianna  Country 
Club,  Civic  Alusic  .A.ssociation,  Conservation  Club 
and  the  board  of  stewards  of  the  Methodist 
Church,  Dr.  Cook  also  served  as  a member  of  the 
board  of  directors  of  the  Florida  Heart  .Associa- 
tion, as  chairman  of  its  Clinxs  Committee,  and 
as  a member  of  the  board  of  directors  of  Blue 
Shield  of  Florida.  He  is  former  chairman  of  the 
Florida  Park  Board. 

In  the  Florida  Aledical  .Association,  Dr.  Cook 
has  been  a member  of  the  House  of  Delegates 
since  1954,  has  served  as  chairman  of  reference 
committees,  member  and  chairman  of  the  Com- 
mittee on  Physician  Placement,  member  and  chair- 
man of  the  Committee  on  Alembership  and  Disci- 
pline, member  of  the  Council  on  Specialty  Aledi- 
cine.  Judicial  Council  and  Board  of  Governors. 
He  served  as  \’ice  Speaker  of  the  House  of  Dele- 
gates from  1965  to  1967  and  as  Speaker  from 
1967  to  1969. 
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”That’s  Jim” 

William  C.  Roberts,  M.  D. 


Dr.  Cook  and  friend 


\\  hen  a young,  well-trained  doctor  of  medi- 
cine locates  in  a relatively  small  agricultural  city 
in  northwest  Florida  steeped  in  tradition  and 
closely  knitted  with  family  cliques  and  by  virtue 
of  professional  ability  and  personal  integrity  of 
purpose  hews  out  a livelihood,  at  the  same  time 
endearing  himself  to  the  extent  that  the  people 
accept  him  socialh*  and  professionally  with  such 
enthusiasm  to  cause  the  entire  community  to 
realize  he  is  an  unusual  and  outstanding  person 
destined  to  become  a valuable  asset — 

That’s  Jim. 

Xow  after  30  \'ears,  to  m\'  personal  knowl- 
edge, increasing  his  personal  endearment  on  the 
area  with  his  great  and  admirable  simplicity 
along  with  stunning  dignity  and  becoming  con- 
tagious to  further  and  more  remote  distances  so 
that  his  influence  and  reputation  is  spread  over 
the  entire  state  and  nation,  a fact  documented 
by  the  American  Medical  Association  in  recog- 
nition of  him  as  “General  Practitioner  of  the 
Year,”  and  now  b\'  the  Florida  Medical  Associa- 
tion— 

That’s  Jim. 

If  there  is  any  man  who  is  endowed  with 
more  than  his  share  of  the  finer  virtues  in  life 


and  proves  it  by  being  a model  physician,  hus- 
band, father,  provider,  social  and  civic  leader, 
religious  and  God-fearing  notwithstanding,  and 
with  the  ability  to  ignore  his  few  enemies,  he 
must  be  a monument  to  his  fellowmen  and  a 
beacon  for  us  all — 

That’s  Jim. 

Along  with  a fine  medical  acumen,  talents 
and  hobbies  accurately  balance  the  scale — playing 
the  violin  for  church  and  communit}"  programs, 
hunting  and  fishing,  and  a no  mean  golfer — 
rendering  him  a regular  fellow-  and  influencing 
his  ability  to  make  fair  and  correct  decisions 
in  important  matters  without  hesitancy  or  time- 
consuming  behavior — 

That’s  Jim. 

Constant  interest  and  participation  in  or- 
ganized medicine  through  the  j-ears  has  been  a 
testimonial  to  his  honest}^  fidelity,  ambition, 
endeavor,  tenacity,  eagerness,  willingness,  com- 
passion, intelligence  and  vigor,  considerably  in- 
fluencing forensic  and  executive  abilities  which 
compliment,  depict  and  personify  our  President — 
That’s  Jim. 

^ Dr.  Roberts,  348  Cove  Boulevard,  Panama 
City  32401. 
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Jim  — As  I Know  Him 

Francis  T.  Holland,  M.D. 


I have  known  Jim  Cook  since  he  started  prac- 
tice in  Marianna.  He  has  been  active  in  all  phases 
of  medicine  in  northwest  Florida,  and  his  practice 
has  been  in  an  area  where  the  G.P.  is  king,  there 
being  very  few  specialists  between  Tallahassee  and 
Pensacola  until  recently. 

Jim  has  always  had  the  welfare  of  his  patients 
first,  and  with  that  in  mind  he  cared  for  90 
percent  of  their  needs,  but  was  always  aware  of 
the  need  for  consultants  and  other  care  not  avail- 
able in  his  community,  and  patients  were  referred 
to  areas  where  they  could  receive  care.  I have 
seen  patients  referred  that  could  have  been  han- 
dled just  as  well  by  Jim,  but  he  always  kept  the 
patient’s  best  interest  in  mind. 

His  next  thoughts  were  for  organized  medicine 
— not  what  was  best  for  the  G.P.,  or  his  area  of 
Florida,  or  for  the  specialist,  but  for  all  segments 


of  medicine.  He  realizes  that  no  one  segment  of 
the  medical  profession  nor  any  one  doctor  can 
speak  for  the  entire  profession  and  that  there  must 
be  dialogue  between  all  segments,  and  we  must 
present  a unified  front. 

When  I first  became  an  AM.\  delegate,  I noted 
the  lack  of  rapport  between  various  specialties  and 
the  AM.\.  This  has  been,  or  rather  is  being,  im- 
proved as  result  of  a special  study  committee.  Re- 
cently, I have  noted  several  instances  of  division 
among  some  segments  of  the  medical  profession 
in  Florida.  With  Jim  Cook  at  the  helm,  we  will 
not  need  a special  study  committee.  If  all  seg- 
ments of  medicine  will  let  him  hear  their  gripes 
and  peeves,  he  will,  with  the  help  of  all  of  us,  do 
what  is  best  for  the  entire  medical  profession. 

^ Dr.  Holland,  1307  Miccosukee  Road,  Tallahas- 
see 32303. 


Dr.  William  M.  C.  Wilhoit,  member  of  the  Board  of  Governors,  poses  with  FM.\  1970  Florida  State  Science  Fair 
award  winners  (left  to  right)  Michael  E.  McCloskey,  Terry  Parker  High  School,  Jacksonville  (first  place  senior  di- 
vision winner) ; Nancy  .\nn  Kovic,  Riviera  Junior  High  School,  St.  Petersburg  (first  place  junior  division  winner)  and 
honorable  mention  winners  John  T.  Roberts,  Melbourne  High  School;  Gwen  Thomas,  Sebring  High  School;  Jack  C. 
Wright,  Fort  Walton  Beach  High  School,  and  Michael  S.  White,  Bradford  High  School,  Starke.  The  first  place  senior 
winner  received  a $1,(KX)  medical  school  scholarship  from  the  Florida  Medical  Foundation  and  a $100  savings 
bond  and  the  first  place  junior  winner  a $50  savings  bond.  The  honorable  mention  winners  were  awarded  $25 
savings  bonds  from  the  FM.\  Woman’s  .Auxiliary.  The  title  of  Mr.  McCloskey’s  top-rated  exhibit  was  “In  Vitro 
Production  of  Homograft  Hypersensitivity  in  the  .Absence  of  .Antigen.”  The  .Association’s  14th  annual  awards  were 
presented  .April  10  at  Pensacola. 
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The  Journal’s  New  Editor 


Dr.  Collins 


Thomas  R.  Jarvis 


Dr.  Clyde  ]\Iabry  Collins  became  Editor  of  the 
Journal  of  the  Florida  Medical  Association  on 
May  10,  1970.  A native  Georgian,  he  is  engaged 
in  the  practice  of  general  surgery  in  Jacksonville. 

graduate  of  Emory  University  in  Atlanta, 
his  birthplace,  and  the  Medical  College  of  Georgia 
at  Augusta,  Dr.  Collins  served  an  internship  at 
Downey  Hospital  at  Gainesville,  Ga.,  and  residen- 
cies at  Grady  Memorial  Hospital  in  Atlanta  and 
at  Duval  Medical  Center  in  Jacksonville.  Other 
than  a short  period  in  \'irginia  and  service  as  a 
medical  officer  during  World  War  II,  he  has  spent 
his  entire  professional  life  in  Jacksonville. 

He  is  married  to  the  former  Mary  Louise  Mac- 
Duffie,  of  Tampa  whom  he  met  when  she  was  a 
student  nurse  at  Grady  Memorial  Hospital.  They 
have  three  sons  and  three  daughters:  Mary  Stuart, 


Mr.  Jarvis  is  Journal  Editorial  Consultant.  He  served  for 
many  years  as  Managing  Editor. 


IVIiriam,  Martha,  Clyde  Jr.,  Leo  Wilkie  and  Ed- 
ward MacDuffie. 

Dr.  Collins  serves  his  chosen  specialty  through 
the  American  College  of  Surgeons  and  is  certified 
by  the  American  Board  of  Surgery.  He  is  current- 
ly serving  as  president  of  the  Florida  Association 
of  General  Surgeons.  He  was  president  of  the 
Duval  County  Medical  Society  in  1968  and 
editor  of  its  Bulletin  for  a period  of  six  years. 
That  he  is  keenly  interested  in  improving  medical 
journalism  is  evidenced  by  his  joining  with  fellow 
writers  from  throughout  the  nation  in  the  .Ameri- 
can Medical  Writers  Association. 

Quietly  unassuming  and  pleasantly  even-tem- 
pered, Dr.  Collins  joins  a select  group  of  phy- 
sicians whose  task  has  been  to  faithfully  and  ac- 
curately record  the  activities  and  scientific 
achievements  of  Florida  physicians  in  their  offi- 
cial Journal. 
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Difficult  Shoes  To  Fill 


With  deep  regret  the  Journal  staff  realized 
Dr.  Franz  Stewart  had  relinquished  the  editor- 
ship. During  the  past  two  years  we  have  watched 
with  pride  as  Journal  covers  blossomed  from 
black  and  white  to  pastel  to  brightest  hues,  de- 
picting the  scenic  beauties  of  Florida  and,  to  the 
more  observing  reader,  subtle  and  delightful 
seasonal  messages  conjured  up  in  the  deep  and 
imponderable  mind  of  our  Editor.  To  accomplish 
this  he  inspired  photographers  and  artists  to 
submit  their  wmrk.  The  covers  have  been  master- 
pieces of  folk  art,  isolating  and  intensifying  our 
Editor’s  views  of  the  mysteries  and  undercurrents 
of  human  motivation.  Obsessed  with  the  neces- 
sity to  communicate,  they  describe  his  belief  in 
beauty,  nobility  and  love  of  man.  Inside  the 
Journal,  under  Dr.  Stewart’s  inspiration,  w^e  have 
read  increasingly  good  papers  from  young,  sea- 
soned and  would-be  authors,  having  covered  the 
gamut  of  medical  experiences  from  the  east  coast 
to  the  west,  from  urban  areas  to  rural  and  from 
the  ridiculous  to  the  sublime. 

Dr.  Stewart’s  compositions,  often  pure  poetry, 
are  descriptive,  beautiful  and  lucid.  It  is  hoped 
that  he  will  continue  active  on  the  Journal  staff. 
His  editorial,  “Death,  A Concept  to  Reconsider,” 
published  in  October  1969,  evoked  such  admira- 
tion and  interest  not  only  from  medical  readers 
but  also  from  theological  and  legal  fields  that  we 
are  still  receiving  requests  for  reprints.  Many 
readers  have  told  us  that  it  needs  reading  and 
re-reading  for  each  time  more  substance  is  per- 
ceived. 

With  the  advent  of  a changing  editorial  board, 
the  question  arises  as  to  what  is  the  purpose  of 
a state  medical  journal.  Undoubtedly  there  must 
be  some  organ  of  communication  to  inform  the 
members  of  the  Association,  as  well  as  an  offi- 
cial repository  for  the  proceedings  of  the  annual 
meetings  and  the  scientific  papers  which  arise 
from  private  practitioners  and  medical  schools. 
Also  there  needs  to  be  a place  for  publication 
of  articles  on  medical  subjects  peculiar  to  our 
state  as  well  as  the  socioeconomic  problems, 
plus  the  aims,  aspirations  and  admonitions  of 
any  doctor  who  wishes  to  use  this  prerogative. 
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Dr.  Stewart 


The  officers  of  your  .Association  and  the  edito- 
rial staff  of  the  Journal  are  very  interested  in 
reaching  each  member  and  so  solicit  your  sug- 
gestions, interest,  criticism,  scientific  articles  and 
editorials.  We  are  not  opposed  to  fostering  an 
attack  upon  the  conventional  means  of  presenta- 
tion in  hopes  of  developing  improved  methods 
of  information  recall,  retrieve  and  report.  We 
hope  to  provide  interpretation  to  give  Journal 
readers  a wider  appreciation  of  what,  why,  when, 
w'here  and  how  medicine  is  practiced  in  Florida. 
We  would  like  to  solicit  articles  dealing  not  only 
with  social  issues  but  with  the  practical  practice 
of  medicine  and  new  and  better  ways  of  delivering 
medical  care. 

We  would  like  to  know  what  is  happening 
and  what  is  going  on  so  as  to  advise  you.  For 
this  w'e  need  your  assistance.  Finally  we  hope 
to  develop  an  editorial  board  of  capable  phy- 
sicians to  apply  rigid  standards  of  evaluation  to 
make  certain  that  what  we  publish  is  worth  your 
time  and  attention.  Now  is  the  time  for  all  coffee 
room  orators  to  grab  a pen  and  put  their  com- 
plaints on  paper  or  else  bend  the  ear  of  a member 
of  our  staff. 

C.M.C. 
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The  96th  Annual  Meeting 


After  three  long  and  weary  sessions,  the  96th 
Annual  Meeting  of  the  Florida  Medical  Associa- 
tion House  of  Delegates  was  adjourned  a little 
past  1:00  p.m.  on  Sunday,  May  lOth.  by  Charles 
Donegtui.  its  speaker.  The  FMA  staff  should  be 
commended  upon  the  tremendous  job  of  planning 
and  maintaining  the  many  events  of  the  conven- 
tion. There  were  a few  minor  deficiencies  and  un- 
avoidable circumstances.  One  delegate  was  heard 
to  complain  that  guest  lecturers  should  be  care- 
fully screened  to  determine  their  ability  in  public 
speaking  since  it  is  an  affront  to  an  educated  audi- 
ence for  a speaker  to  stand  up  and  read  a paper. 
Occasionally  there  were  projected  charts  with 
mtmy  figures  in  fine  print  which  were  unreadable 
even  to  obserxers  in  the  front  row.  One  conference 
room  was  not  air  conditioned  while  some  xvere  too 
cold.  But  on  the  whole,  if  you  didn't  attend,  you 
missed  a lot  of  educational  things  and  a lot  of  fine 
people. 

Dr.  Babers’  address  was  sincere  and  inspiring. 
Reed  Bell  looked  too  young  to  have  all  those 
children  but  there  was  no  doubting  the  many 
documented  tasks  he  had  performed  for  which  he 
was  given  the  A.  H.  Robins  award  for  outstanding 
community  serx’ice.  An  innovation  was  the  op>en- 
ing  of  the  first  meeting  of  the  House  of  Delegates 
Wednesday  afternoon  at  4:00  p.m.  This  was 
followed  Thursday  morning  by  a meeting  of  Blue 
Shield  with  Dr.  Warren  Quillian  presiding. 

The  following  afternoon,  a sp>ecial  program  on 
medical  education  was  given  where  it  was  men- 
tioned that  the  freshman  class  xxill  begin  in  1971 
at  the  University  of  South  Florida.  The  USF 
Dean.  Dr.  Donn  Smith,  stated  that  their  goal  was 
for  ever\-  ably  qualified  and  motivated  young  per- 
son in  Florida  to  have  the  opportunity  to  study 
medicine.  Dean  Suter  of  the  University  of  Florida 
College  of  Medicine  in  Gainesxdlle  reported  that 
29^  of  the  240  men  and  women  graduated  are 
now  doing  general  practice  in  this  state.  He 
gtiined  the  interest  of  all  private  practitioners  by 
saxdng  that  too  much  of  a university  atmosphere 
may  lead  to  atrophy  of  the  teaching  of  the  art 
of  medicine,  as  it  neglects  the  human  approach 
by  being  estranged  from  the  needs  of  society.  The 
growth  in  producing  MD’s  at  Gainesxdlle  is  from 
60  in  the  first  class  to  150  in  the  present  class 
with  a house  stait  that  has  enlarged  from  40  to 
250.  He  further  stated  that  medical  education  is 


dep>endent  on  the  practicing  physicians  and  solicit- 
ed the  interest  and  support  of  organized  medicine. 

On  Saturday  morning,  the  Rev.  Dr.  Paul  Mc- 
Cleave  and  Dr.  James  Jude  with  the  Rev.  Sam 
Banks,  chaplain  of  the  J.  Hillis  Miller  Health 
Center  at  the  University  of  Florida,  sat  on  a panel 
entitled  "The  Physician’s  Responsibility  in  Pro- 
longation of  Life.”  This  was  moderated  by  Dr. 
Sam  Smith  of  Tampa.  Opinions  developed  by  the 
panel  on  deciding  when  all  hop>e  must  be  aban- 
doned revolved  around  the  ordinarx-  versus  extra- 
ordinarx'  therapy,  depending  upx)n  the  judgment 
of  the  physician  in  attendance.  On  Friday,  many 
lovely  members  of  our  Woman’s  .\uxiliarx'  put  on 
their  annual  luncheon  xvith  the  guest  speaker, 
Senator  Robert  Packxvood  from  Oregon,  who  said 
that  there  were  five  xirtues  to  which  xve  should  all 
aspire,  these  being  purpose,  imagination,  tolerance, 
discipline  and  zeal. 

In  the  second  and  third  sessions  of  the  House 
of  Delegates,  reports  of  the  reference  committees 
were  presented  by  their  chairmen.  Drs.  Donald 
Marion,  Thomas  Thames,  Richard  Clay,  Francis 
Coleman  and  Thad  Moseley.  They,  as  well  as 
their  committees,  are  to  be  commended  for  the 
long,  thankless  task  of  listening  to  all  who  wished 
to  speak,  harangue,  criticize  and  complain  about 
the  many  socioeconomic  and  professional  faults 
of  the  practice  of  medicine,  including  health  and 
education,  public  f)olicy,  finance,  administration, 
legislation  and  medical  economics. 

^^'hether  to  admit  the  osteopathic  profession  or 
even  to  consider  it  ethical  to  associate  with  them 
was  discussed  near  the  end  of  the  second  session 
and  passed  by  a slim  majority.  As  it  appeared 
that  debate  had  been  unfairly  limited,  the  resolu- 
tion was  brought  back  to  the  floor  Sunday  morn- 
ing and  again  debated  at  length.  The  questions 
of  cultism.  legality  of  hospital  staff  prixileges, 
postgraduate  medical  education,  the  foreign  medi- 
cal graduate,  lack  of  medical  manpower  and  con- 
sideration of  better  patient  care  for  more  people 
— all  were  discussed  as  affecting  the  association 
of  the  two  groups.  After  a longer  debate,  often 
dixdding  local  county  delegates,  friends  and  even 
associates,  a vote  was  again  called  for,  this  time 
passing  by  a larger  majority,  stating  that  the 
ethics  of  the  professional  relationship  between 
doctors  of  medicine  and  osteopathx’  within  each 
component  society  of  our  state  will  be  determined 
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by  the  medical  society  of  that  county  provided, 
however,  that  such  ethics  be  reviewed  by  the  Judi- 
cial Council  of  the  K\IA,  suggesting  that  changing 
times  demand  changing  concepts  and  changing 
opinions  yet,  at  the  same  time,  maintaining  one’s  I 
own  principles  and  high  standards  of  medical 
care.  What  the  future  holds  for  this  problem,  : 
only  time  will  tell. 

Blue  Shield  came  in  for  its  share  of  brickbats, 
criticisms  and  praise  and  was  defended  and  criti-  ' 
cized  by  members  of  the  Association.  The  final 
order  of  business  was  the  election  of  officers.  Two 
outstanding  men  who  had  both  performed  years 
of  service  to  the  association  were  nominated  for  i 
the  office  of  President-elect  and  after  a number  of 
seconding  addresses,  Floyd  Hurt  of  Jacksonville 
was  elected.  Richard  Dever  of  Miami  was  ac- 
claimed by  unanimous  vote  to  the  position  of  j 
\'ice  President,  the  Speaker  and  \hce  Speaker  of 
the  House  were  unanimously  re-elected  and  Jim 
Walker  was  elected  Secretary-Treasurer. 

Sitting  through  the  sessions  of  the  House  of  j 
Delegates  was  both  educational  and  tiring.  It  was 
interesting  and  instructive  to  see  the  delegates 
speak  and  to  weigh  their  rhetoric  and  analyze 
their  reasons  and  motives.  Each  county  society 
should  be  proud  of  its  delegation,  whose  only 
reward  is  the  satisfaction  of  having  completed  a 
job  well  done.  In  spite  of  all  the  weary  feelings, 
frustrations  and  sense  of  having  accomplished 
little,  it  is  all  outweighed  by  being  away  from  the 
responsibilities  of  a busy  practice,  the  greeting  of 
old  friends,  the  making  of  new  friends,  the  fellow- 
ship and  entertainment  of  eating  out  at  night. 

See  your  July  Journal  for  complete  details  of  j 
the  proceedings  of  the  96th  Annual  Meeting. 

C.M.C. 


FOUR  THINGS 

Four  things  a man  must  learn  to  do 
If  he  would  make  his  record  true: 

To  think  without  confusion  clearly; 

To  love  his  fellow  men  sincerely; 

To  act  from  honest  motives  purely; 

To  trust  in  God  and  heaven  securely. 

— Henry  van  Dyke 
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FMA  Approved 
Postgraduate  Meetings 


JUNE 

8- 13  Fourth  Annual  Workshop  in  Electrocardio- 

graphy, Hamilton,  Bermuda.  P'or  infor- 
mation: Henry  J.  L.  Marriott,  M.D.,  St. 
Anthony’s  Hospital,  St.  Petersburg,  Fla. 
33705. 

AUGUST 

27-29  Postgraduate  Obstetric-Pediatric  Seminar, 
Pier  66,  Fort  Lauderdale.  For  informa- 
tion: A.  F.  Caraway,  M.D.,  Div.  of 
Health,  P.O.  Box  210,  Jacksonville  32201. 

OCTOBER 

9- 10  Seminar  on  Diabetes,  Sheraton  Hotel,  Fort 

Lauderdale.  For  information:  George  P. 
Heffner,  M.D.,  4602  X.  Federal  Highway, 
Fort  Lauderdale  33308. 

NOVEMBER 

19-20  Seminar  in  Obstetrics  and  Gynecology,  J. 
Hillis  Miller  Health  Center,  University  of 
Florida,  Gainesville.  For  Information:  Div. 
of  Postgraduate  Education,  Box  758,  J. 
Hillis  Miller  Health  Center,  Gainesville 
32601. 

DECEMBER 

4-  6 Lower  Extremity  Prosthetics  and  Orthotics- 
Recent  Developments,  .Americana  Hotel, 
Miami  Beach.  For  information:  .Augusto 
Sarmiento,  M.D.,  L'niversity  of  Miami 
School  of  Medicine,  Box  875,  Biscayne 
.Annex,  Miami  33152. 

7-  9 Postgraduate  Seminar  on  Lower  Extremity, 
.Americana  Hotel,  Miami  Beach.  For  infor- 
mation: .Augusto  Sarmiento,  M.D.,  L'niver- 
sity  of  Miami  School  of  Medicine,  Box  875, 
Biscayne  .Annex,  Miami  33152. 

10-12  Eleventh  Biennial  Cardiovascular  Seminar 
on  Coronary  .Artery  Disease,  Sheraton- 
Four  Ambassadors  Hotel,  Miami.  For  in- 
formation: Arthur  Gosselin,  M.D.,  Chm., 
Heart  Association  of  Greater  Miami,  5080 
Biscayne  Blvd.,  Miami  33137. 
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f outstanding  record 
of  clinical  success 


therapeutic  blood  levels 
usually  persisting^ 
around-the-clock  m 
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levels 


unlike  other 
7^  tetracyclines 

can  be  given  with 
milk  or  meals 


The  effectiveness  you  need. 
The  advantages  you  look  for 
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‘Because  not  ali  strains  of  pathogens  are  susceptible,  it  is  recommended  that 
routine  culture  and  susceptibility  studies  be  performed.  When  using  Vibramycin 
(doxycycline)  in  streptococcal  infections,  therapy  should  be  continued  for  10  days  to 
prevent  the  development  of  rheumatic  fever  or  glomerulonephritis. 

See  Brief  Summary  on  next  page  for  information  on  side  effects  and  contraindications, 
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and  convenience  too. 


The  unique  new  Vibramycin  (doxycycline)  V-Pak  is  especially 

convenient  for  use  both  in  your  office  practice  and  in  the  hospital 
outpatient  department.  It  contains  a typical  four-day  course 
of  therapy  for  routine  infections  with  easy-to-understand  patie 
instructions.  The  dosage  is  low,  just  100  mg.  b.i.d.  the  first  day 
followed  by  100  mg.  once  a day  for  the  next  three  days.  In  more 
severe  infections,  100  mg.  q.l2  h.  is  recommended.  If  renal 
impairment  exists,  lower  than  usual  doses  are  indicated. 

And  for  added  convenience  in  the  hospital  pharmacy,  Vibramycin  is 
available  in  unit-dose  packs  of  100  (10  x lO’s)  for  both  the  100  mg. 
and  the  50  mg.  capsules. 


VIBRAMYCIN®  (doxycycline) 

BRIEF  SUMMARY 

Contraindicated:  In  individuals  who  have 
shown  hypersensitivity  to  doxycycline. 

Warnings:  The  usual  dosage  and  frequency 
of  administration  of  Vibramycin  (doxycycline) 
differs  from  those  of  other  tetracyclines.  Ex- 
ceeding the  recommended  dosage  may  result 
in  an  increased  incidence  of  side  effects. 

If  renal  impairment  exists,  even  usual  doses 
may  lead  to  excessive  accumulation  of  the 
drug  and  possible  hepatic  toxicity.  For  such 
patients,  lower  than  usual  doses  are  indicated 
and,  if  treatment  is  prolonged,  Vibramycin 
serum  level  determinations  may  be  advisable. 
Vibramycin,  like  other  tetracyclines,  may  form 
a stable  calcium  complex  in  any  bone-forming 
tissue,  although  in  vitro  Vibramycin  binds 
calcium  less  strongly  than  other  tetracyclines. 
The  use  of  Vibramycin  during  tooth  develop- 
ment (last  trimester  of  pregnancy,  neonatal 
period,  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth  (yellow-gray-brownish). 
This  effect  may  occur  mostly  during  long-term 
use,  but  also  may  occur  v/ith  short-treatment 
courses. 

Increased  intracranial  pressure  with  bulging 
fontanelles  has  been  observed  in  infants 
receiving  tetracyclines.  This  effect  has  dis- 
appeared rapidly  on  cessation  of  therapy  with 
no  sequelae. 

In  certain  hypersensitive  individuals  treated 
with  Vibramycin,  exposure  to  direct  sunlight 
may  precipitate  a photodynamic  reaction.  In 
individuals  with  a history  of  photoallergic  re- 
actions to  tetracyclines,  exposure  to  direct  sun- 
light should  be  avoided  and  treatment  should  be 
discontinued  at  first  evidence  of  skin  discomfort. 
Precautions:  As  with  any  antibiotic,  overgrowth 
of  nonsusceptible  organisms  may  occasionally 
occur.  Constant  observation  of  the  patient  is 
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essential.  If  such  superinfections  are  encoun- 
tered, Vibramycin  should  be  discontinued  and 
replaced  by  appropriate  therapy. 

When  treating  gonorrhea  in  which  lesions  of 
primary  or  secondary  syphilis  are  suspected, 
proper  diagnostic  procedures,  including  dark- 
field  examinations,  should  be  utilized.  In  all 
cases  in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should  be 
made  for  at  least  four  months. 

Adverse  Reactions:  Nausea,  vomiting,  diarrhea, 
vaginitis,  as  well  as  reactions  of  an  allergic  na- 
ture such  as  dermatitis,  urticaria,  and  anaphy- 
laxis may  occur  but  are  rare.  Glossitis, 
stomatitis,  proctitis,  onycholysis  and  discolora- 
tion of  the  nails  may  rarely  occur  during  tetra- 
cycline therapy  as  with  other  antibiotics.  If 
severe  adverse  reactions,  individual  idiosyn- 
crasy, or  allergy  occur,  discontinue  medication. 
As  with  other  tetracyclines,  elevation  of  SGOT 
or  SGPT  values,  or  elevated  BUN  have  been  re- 
ported, the  significance  of  which  is  not  known 
at  this  time.  Anemia,  neutropenia,  and  eosino- 
philia  have  been  reported,  as  with  other 
tetracyclines. 

Animal  Pharmacology:  As  with  other  tetracy- 
clines, at  doses  greater  than  those  recom- 
mended for  human  usage,  Vibramycin  produces 
discoloration  of  animal  thyroid  glands.  Care- 
ful monitoring  of  animals  and  humans  has 
disclosed  no  abnormalities  of  thyroid  function 
studies.  Also,  as  with  other  tetracyclines,  at 
relatively  high  oral  doses,  evidence  of  hepa- 
totoxicity  has  been  noted  in  dogs  and  signs  of 
gastrointestinal  intolerance  have  been  seen  in 
both  dogs  and  monkeys. 

Dosage:  The  usual  dose  of  Vibramycin  is  200 
mg.  on  the  first  day  of  treatment  (administered 
100  mg.  every  12  hours)  followed  by  a main- 
tenance dose  of  100  mg. /day.  The  maintenance 
dose  may  be  administered  as  a single  dose,  or 
as  50  mg.  every  12  hours.  In  the  management 
of  more  severe  infections  (particularly  chronic 
infections  of  the  urinary  tract),  100  mg.  every 
12  hours  is  recommended.  The  recommended 
dosage  schedule  for  children  weighing  100 
pounds  or  less  is  2 mg./ lb.  of  body  weight  di- 
vided into  two  doses  on  the  first  day  of  treat- 
ment, followed  by  1 mg./ lb.  of  body  weight 


given  as  a single  daily  dose  or  divided  int(« 
doses,  on  subsequent  days.  For  more  sevc 
infections  up  to  2 mg./ lb.  of  body  weight 
be  used.  For  children  over  100  lbs.  the  usi 
adult  dose  should  be  used. 

Acute  gonococcal  anterior  urethritis  in  ma* 

— a single  dose  of  300  mg.  or  100  mg.  b.i.c 
for  2-4  days. 

Acute  gonococcal  infections  in  the  adult  f€il 
should  be  treated  with  doses  of  100  mg.  b.  .| 
until  cure  is  effected. 

Therapy  should  be  continued  beyond  the  te 
that  symptoms  and  fever  have  subsided. 
When  used  in  streptococcal  infections,  thejn 
should  be  continued  for  10  days  to  prevem 
the  development  of  rheumatic  fever 
or  glomerulonephritis. 

If  gastric  irritation  occurs,  it  is  recommenc 
that  Vibramycin  be  given  with  food  or  milk 
Studies  indicate  that  the  absorption  of 
Vibramycin  is  not  markedly  influenced  by 
simultaneous  ingestion  of  food  or  milk. 
Simultaneous  administration  of  aluminum  ■ 
droxide  gel  given  with  tetracycline  antibiot . 
including  Vibramycin  has  been  shown  to  d 
crease  absorption. 

Supply:  Vibramycin  Flyclate  (doxycycline 
hyclate)  is  available  as  capsules  containini 
doxycycline  hyclate  equivalent  to  50  mg.  01 
doxycycline,  bottles  of  50,  unit-dose  pack  o 
100  (10  X lO’s),  and  X pack  of  50  (5  x lO’s) 
capsules  containing  doxycycline  hyclate 
equivalent  to  100  mg.  of  doxycycline, 
bottles  of  50,  unit-dose  pack  of  100  (10  x 1(),| 
and  V pack  of  25  (5  x 5's). 

Vibramycin  Monohydrate  (doxycycline  mot 
hydrate)  is  available  as  a dry  powder  for  or 
suspension  containing  when  reconstituted 
doxycycline  monohydrate  equivalent  to  25  (. 
of  doxycycline  per  5 cc.  (each  teaspoonful) 
with  a pleasant-tasting  raspberry  flavor,  2 c 
bottles. 

More  detailed  professional  information 
available  on  request. 
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Is  there  a need 
lor  nursing  home, 
extended  care,  or 
hospital  beds  in 
vour  communitv? 


!ALLMARK  MEDICAL  SERVICES,  INC. 


Cleanvater,  Florida  88516 
Call  Collect  Area  818  Phone  442-6107 
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Driver  Re-Examination  Program 

Francis  T.  Holland,  M.  D. 


In  an  effort  to  reduce  Florida’s  rising  accident 
rate,  the  1967  session  of  the  Florida  legislature 
passed  a law  requiring  periodic  re-examination 
of  all  Florida  drivers.  The  re-examination  program 
begins  January  1,  1971  and  persons  will  report 
for  re-examination  depending  upon  their  birth 
year  and  the  first  letter  of  their  last  name.  All 
drivers  licensed  by  the  state  of  Florida,  regard- 
less of  age,  are  required  to  take  the  re-examina- 
tion. The  only  exceptions  to  this  will  be  military 
personnel  and  their  dependents  residing  with  them, 
while  seiA’ing  on  active  duty  outside  the  state  of 
Florida. 

After  the  initial  examination,  all  drivers  must 
be  re-examined  every  four  years  thereafter.  The 
re-examination  will  consist  of: 

1.  A vision  test 

2.  A hearing  test 

3.  Ability  to  read  and  understand  road  signs. 

The  Department  of  Highway  Safety  and  iMo- 

tor  \'ehicles  estimates  that  one  million  people  will 
come  in  for  re-examination  during  the  first  year 
of  the  program  and  based  on  past  statistics,  ap- 
proximately 250,000  of  these  will  be  referred  to 
an  eye  doctor  because  of  certain  vision  problems. 
The  persons  who  will  be  examined  during  this 
yetu"  are  those  with  last  names  beginning  with 
the  letter  through  “M”  and  whose  birth  date 
is  an  odd  j'ear. 

.Applicants  will  be  referred  to  e\-e  doctors 
when  the  driver  license  examiner  finds  they  do 
not  meet  the  state  minimum  \isual  standards. 
They  will  not  be  passed  until  they  return  from 
the  eye  doctor  and  pass  the  \’ision  requirements. 

Dr.  Holland  is  chairman.  Medical  .\d\-isorj-  Committee  to  the 
Department  of  Highway  Safety  and  Motor  Vehicles,  State  of 
Florida. 
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RE-EX.\MIN.XTION  SCHEDULE 


Birth  Year 

First  Letter 
Last  Name 

of 

Year  to  be 
Re-examined 
L"pon  Renewal 

ODD 

A THRU 

M 

1971 

E\’EX 

A THRU 

M 

1972 

ODD 

X THRU 

Z 

1973 

E\*EX 

X THRU 

Z 

1974 

(Example:  If  you  were  bom 

in 

1947,  which  is  an 

odd  year,  and  the  first  letter  of  your  last  name  is  “A”, 
or  any  letter  through  “M”,  you  will  be  required  to  be 
re-examined  when  your  license  expires  in  1971.) 

In  an  effort  to  reduce  the  inconvenience  to  the 
motoring  public  as  much  as  possible,  the  Division 
of  Driver  Licenses  is  asking  the  cooperation  of  the 
Florida  Aledical  .Association  in  encouraging  all 
eye  patients  to  have  these  forms  filled  out  prior 
to  their  re-examination  year,  so  that  there  will 
be  no  problem  in  their  retaining  their  driver 
licenses.  Forms  for  these  examinations  will  be 
fon\-arded  to  each  doctor  through  the  county 
medical  societies  and  other  sources.  It  is  hoped 
that  each  of  us  will  encourage  our  patients  to  come 
in  for  an  early  re-examination  of  their  ej'es, 
eliminating  the  difficulty  of  retention  of  driver’s 
licenses. 

.Any  detailed  questions  concerning  this  matter 
should  be  directed  to  Major  C.  \V.  Keith,  Direc- 
tor, Division  of  Driver  Licenses,  Department  of 
Highway  Safety  and  Alotor  Vehicles,  Tallahassee, 
Florida  32304. 

^ Dr.  Holland,  1307  Miccosukee  Road,  Talla- 
hassee 32303. 
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As  The  Year  Ends 


Marion  S.  Gilliland 
(Mrs.  C.  H.) 


I As  my  year  as  president  of  your  Auxiliary  is 
over,  it  seems  appropriate  to  report  on  the  year’s 
' activities  in  the  24  organized  county  auxiliaries. 
Their  activities  have  been  many  and  varied,  and 
all  worthwhile. 

Thirteen  county  auxiliaries  responded  to  a 
community  need  for  programs  on  drug  abuse. 
Many  of  them  used  the  package  program  fur- 
nished by  the  national  auxiliary  and  most  of  them 
used  the  film,  Marijuana.  The  state  auxiliary 
purchased  one  copy  which  has  been  widely  cir- 
culated throughout  the  state,  and  two  county 
I auxiliaries  bought  copies.  One  of  these  was  pre- 
' sented  to  the  county  school  system.  Some  coun- 
ties were  sole  sponsors  of  the  program,  others 
j worked  cooperatively  with  other  community  or- 
i ganizations.  One  county  is  represented  on  the  local 
Drug  Abuse  Council. 

Three  auxiliaries  worked  with  suicide  preven- 
tion programs;  two  counties  instituted  Block 
Home  programs  to  provide,  along  school  routes, 
homes  where  children  can  turn  for  help  in  time 
of  crisis.  Three  counties  worked  with  retarded 
children;  four  helped  with  child  guidance  cen- 
ters of  Half-Way  Houses.  One  auxiliary  visited 
teenagers  who  were  in  jail.  Two  counties  helped 
with  Mental  Health  Clinics  and  one  county  com- 
piled a directory  of  mental  health  facilities  in 
the  area.  Fifteen  auxiliaries  contributed  Christ- 
mas presents,  money,  magazines,  clothing  and 
Valentine  treats  to  mental  hospitals. 

Two  of  our  larger  county  auxiliaries  were  re- 
sponsible for  introducing  a program  of  health 
education  in  the  curriculum  of  their  local  school 
system.  Two  others  continued  the  Crusade  for 
Morality  in  Mass  Media  begun  last  year.  Aux- 
iliaries in  three  counties  helped  to  man  mobile 
x-ray  units  and  three  others  assisted  in  rubella 
immunization  campaigns.  Two  auxiliaries  carried 
out  vision  and  hearing  tests  on  pre-schoolers, 
and  four  had  programs  on  poison  prevention. 

Mrs.  Gilliland  is  immediate  past  president,  Woman’s  .-\u.\iliary 
to  the  Florida  Medical  Association. 


There  were  many  active  safety  programs. 
Three  sponsored  traffic  and  highway  safety,  two 
had  driver  improvement  programs,  and  three 
sponsored  defensive  driving  courses.  Four  had 
home  safety  programs;  one  presented  boating 
safety;  one  had  a medical  self-help  program. 
Three  auxiliaries  sponsored  personal  self-defense 
programs.  The  state  auxiliary  had  hoped  to  pro- 
duce a training  film  for  this,  but  the  tight  money 
situation  has  delayed  financing  and  production. 
We  still  hope  to  do  this  and  make  the  film  avail- 
able on  a state  and  national  basis. 

We  have  sponsored  97  active  Health  Careers 
clubs  this  year  throughout  the  state  with  a mem- 
bership of  2,983  and  have  made  $13,055  avail- 
able for  scholarships  and  loans  to  students  in 
health-related  fields.  One  alarming  aspect  of  this 
particular  project  is  that  this  year’s  membership 
represents  a decrease  of  25%  since  1967.  Faced 
with  the  need  for  one  of  every  ten  high  school 
graduates  to  become  a worker  in  some  field  of 
health  in  order  to  fill  the  nation’s  future  demands 
for  health  services,  we  must  find  some  way  to  at- 
tract, and  retain,  much  greater  interest  in  these 
careers.  This  is  one  of  every  auxiliary’s  contin- 
uing priority  projects.  Perhaps  our  continued  co- 
operative effort  with  the  Florida  Health  Man- 
power Council  will  serve  to  help  fill  this  need. 

Continuing  interest  has  been  evidenced  in 
legislative  and  political  matters.  Many,  many  let- 
ters have  been  written  to  legislators  opposing  the 
osteopathic  and  chiropractic  bills  since  June 
1969.  Some  members  are  members  of  FLAMPAC 
and  work  actively  for  candidates  of  their  choice. 

second  “Day  in  the  Legislature”  was  sponsored 
on  April  29  with  good  attendance.  This  will  be- 
come a yearly  tradition  with,  we  hope,  increasing 
participation. 

All  counties  have  raised  money  for  AMA-ERF 
through  various  devices,  but  all  within  the  medi- 
cal community.  The  more  than  $15,000  reported 
prior  to  April  15  will  have  been  considerably 
increased  when  all  monies  are  turned  in. 
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Proceeds  from  the  Fourth  Annual  Benefit  Art 
Show  held  in  conjunction  with  the  Florida  Medi- 
cal Association  convention  Avill  again  go  to  AI\IA- 
ERF. 

Again  this  year,  through  our  International 
Health  Activities  committee,  a bazaar  was  held 
in  conjunction  with  our  Fall  Board  Meeting  and 
Conference,  where  handmade  articles  of  all  kinds 
are  contributed  and  sold  to  other  members  of  the 
auxiliary.  ( Incidentally,  this  is  also  a terrific 
demonstration  of  the  many  and  varied  talents  of 
your  wives).  The  $575.01  proceeds  from  this 
bazaar  were  donated  to  Med  Aid  Marco  in  Guate- 
mala again  this  year.  We  extend  the  hand  of 
friendship  to  foreign  doctors  and  their  wives, 
both  in  our  communities  and  through  letters  to 
individuals  in  foreign  countries  through  the  Doc- 
tor’s-Wife-To-Doctor’s-Wife  program.  Auxiliaries 
have  also  provided  toys,  money,  surgical  supplies 
and  drugs  for  Project  Hope,  Project  Concern, 
iMed  Aid  IMarco,  and  the  Christian  Medical  So- 
ciety. 

One  county  auxiliary  helps  to  man  an  infirm- 
ary for  children  of  migrant  workers  and  also  helps 
to  provide  milk  for  these  children.  Another  sup- 
plies clothing  for  infants  of  indigent  parents.  To- 
day’s Health  is  placed  in  the  library  of  everj'^ 
secondary  school  in  one  county.  Another  equipped 
and  furnished  suitcase  medical  museums  to  be 
displayed  in  schools  by  the  local  museum.  One 
county,  after  sponsoring  anti-smoking  programs, 
furnished  “Smoking  Sam”  to  the  Interagency 
Council  on  Smoking  and  Health.  Still  another  is 
sponsoring  a program  on  “Laws  Teenagers  Should 
Know.”  Still  another  works  with  a youth  shelter. 

We  have  actively  worked  this  year  to  inform 
the  w'ives  of  medical  students,  interns  and  resi- 
dents about  the  activities  of  the  medical  aux- 
iliary, and  to  interest  them  in  the  student  branch 
— Woman’s  .'\uxiliary  to  the  Student  American 
Medical  Association.  These  are  the  women  who 
will  be  leaders  in  support  of  organized  medicine 
in  the  years  to  come.  It  is  a pleasure  to  report 
that  one  chapter  will  soon  be  organized.  As  a 
practical  help  for  medical  students,  a furniture 
loan  closet  was  established  this  year  by  the  local 
auxiliary  for  students  at  the  University  of  Florida. 

The.se  are  the  man\^  and  varied  contributions 
to  community  service  carried  out  by  your  wives 
through  their  medical  auxiliar3^  But  that  is  not 
all  they  did.  They  averaged  285  hours  per  year 
in  community  service  through  other  organizations. 
.\nd  what  a variety  of  activities  and  interests 


it  demonstrated!  They  include  PTA,  various 
church  and  synagogue  related  groups,  an  infinite 
number  of  fund  drives,  tutoring  programs,  girl 
scouts,  boy  scouts  and  cub  scouts,  fine  arts  and 
music  societies,  family  services,  many  children’s 
service  organizations.  Red  Cross,  hospital  guilds 
and  auxiliaries,  science  centers,  museums,  mental 
health  groups.  Junior  League,  Junior  Service 
League,  Junior  Welfare  League,  Women  of 
Rotary,  Child  Care  centers.  Community  Service 
Councils,  Safety  Councils,  and  Emphysema 
Anonymous.  You  can  bet  there  are  still  others 
which  were  not  reported. 

All  of  this,  you  will  agree,  is  mighty  good 
public  relations  for  individual  doctors  and  for 
medicine  in  general.  And  it  was  done  with  3,- 
077  members.  This  is  46%  of  our  potential 
membership.  Think  what  we  could  do  with 
100%! 

^ IMrs.  Gilliland,  324  N.  W.  24th  Street,  Gaines- 
ville 32601. 
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Physicians  and  Narcotics  Use 
Misuse  and  Abuse 


(iEORGE  S.  Palmer,  M.D. 


Members  of  the  Florida  State  Board  of  Medi- 
cal Examiners  believe  that  timely  advice  and 
warning  are  in  order  concerning  use  of  narcotics. 
Too  many  practicing  physicians  are  not  acquaint- 
ed with  the  narcotic  laws,  both  state  and  federal, 
and  thereby  are  in  danger  of  getting  into  serious 
trouble  because  of  lack  of  knowledge  of  proper 
and  legal  use  of  narcotics.  We  have  had  several 
cases  before  the  Board  due  to  ignorance  of  the  law 
which  is  no  excuse.  These  resulted  not  only  in  per- 
sonal embarrassment  but  also  in  some  instances  to 
loss  of  narcotics  license  and  danger  of  loss  of 
medical  license.  All  physicians  are  subject  to  the 
Uniform  Narcotic  Drug  Lav\%  Chapter  398,  Flor- 
ida Statutes.  Important  provisions  are  as  follows: 

It  is  unlawful  for  a physician  to  prescribe  a 
narcotic  drug  except  in  accordance  with 
this  law.  physician  may  administer  and 
dispense  narcotic  drugs  only  for  legitimate 
medical  purposes. 

Possession  of  narcotic  drugs  by  a physician 
is  illegal  except  in  the  regular  course  of  his 
profession.  It  provides  for  limitations  of 
total  dosage  of  certain  narcotic  drugs  given 
to  one  patient  within  a 48-hour  consecutive 
period  except  for  certain  exceptions. 

It  provides  certain  limitations  on  purchase 
by  physicians  from  a druggist  of  an  aque- 
ous or  oleaginous  solution  containing  nar- 
cotic drugs. 

.\  physician  may,  in  good  faith,  administer 
narcotics  or  cause  them  to  be  administered 
by  a nurse  or  intern. 

A physician  is  required  to  maintain  a rec- 
ord of  narcotics  received  and  administered 
for  two  years. 

Dr.  Palmer  is  executive  director,  Board  of  Medical  Examiners, 
Division  of  Professions,  Department  of  Professional  and  Occupa- 
tional Regulation,  State  of  Florida. 


Narcotics  not  legally  possessed  are  sul^ject 
to  forfeiture. 

.\11  prescription  orders,  narcotics  stocks, 
and  required  records  are  subject  to  inspec- 
tion by  federal  and  state  officers. 

The  statute  concerning  barbiturates  of  the 
Florida  Drug  .\buse  Law'  states  that  a physician 
may  lawfully  possess  barbiturates  only  for  bona- 
fide  medical  use.  Physicians  must  keep  a record 
of  barbiturates  received  and  prescribed  or  dis- 
pensed for  two  years. 

Conviction  for  violation  of  the  Uniform  Nar- 
cotic Drug  Law  or  the  Florida  Drug  Abuse  Law 
constitutes  grounds  for  revocation  or  suspension  of 
a physician’s  medical  license. 

Physicians  must  also  be  aware  that  misuse  or 
abuse  of  other  drugs  under  the  so-called  dangerous 
drug  list,  for  example,  amphetamines,  tranquil- 
izers, and  the  like,  may  also  subject  the  physician 
to  disciplinary  action  by  this  Board.  Every  prac- 
ticing physician  should  have  a copy  of  Pamphlet 
No.  56  issued  by  the  Bureau  of  Narcotics,  Treas- 
ury Department,  Washington,  D.C.  20226  entitled, 
“Prescribing  and  Dispensing  of  Narcotics  Under 
Harrison  Narcotic  Law.”  This  pamphlet  clearly 
delineates  the  proper  use  of  narcotics,  especially 
in  relationship  to  the  treatment  of  narcotic  drug 
addiction. 

The  Board  of  IMedical  Examiners  strongly 
advises  that  every  physician  read  and  heed  the 
above  statutes  and  the  above  pamphlet  so  that 
he  will  avoid  any  difficulty  in  the  future  concern- 
ing the  use  of  narcotics  or  dangerous  drugs. 

y Dr.  Palmer,  108  West  Pensacola  Street,  Talla- 
hassee 32304. 
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Our  Mail 


Clyde  M.  Collins,  M.  D. 

1503  Oak  Street 
Jacksonville,  Florida  32204 

Dear  Dr.  Collins: 

The  Journal  is  a fine  magazine  with  a history 
going  back  about  100  years.  It  has  appeared  in 
different  forms  and  under  differing  names  during 
this  time,  but  always  it  has  represented  and  pic- 
tured Florida  Medicine.  You  can  be  proud  to 
carry  the  responsibility  of  its  image  for  the  pres- 
ent. 

As  one  of  the  past  editors  I am  confident  and 
proud  of  the  upcoming  editor.  Your  honesty  and 
idealism  joined  with  an  enthusiasm  and  sense  of 
involvement  will  serve  well  for  you  and  for  us. 
Your  search  for  objectivity  and  wisdom  w'ill  be 
well  reflected  in  the  pages  of  the  Journal. 

Your  warm  and  kind  letter  to  me  is  greatly 
appreciated.  I promise  you  the  compliment  of  a 
sincere  and  critical  comment  to  any  question  or 
opinion  you  may  feel  inclined  to  put  to  me.  . . 

If  you  really  wish  more  contributions  from  me, 
I should  be  delighted  to  continue  to  write  com- 
ments. ...  I thank  you  for  the  compliment  of 
your  offer. 

Franz  Stewart,  M.D. 


Dear  Editor: 

I am  sorry  I didn’t  get  to  see  you  at  the  FMA 
meeting  in  Hollyw’ood.  I am  writing  to  tell  you, 
and  through  you  all  of  the  members  of  the  FMA, 
of  the  very  deep  feeling  of  gratitude,  warmth  and 
appreciation  that  I have  for  the  manner  in  which  ' 
they  have  voluntarily  extended  to  me  all  their  i 
support,  encouragement  and  aid  in  my  proposed 
nomination  for  the  presidency-elect  of  the  Ameri- 
can Medical  .Association.  Regardless  of  the  out- 
come of  the  election,  this  expression  of  fraternity  ! 
and  good  will  has  been  a priceless  gift  from  my 
colleagues  here  in  Florida.  I cherish  it  beyond 
words,  and  will  for  the  rest  of  my  life.  It  is  a 
most  humbling  experience,  and  a debt  that  can 
never  be  repaid  nor  forgotten. 

I was  unable  to  say  these  things  at  the  meet- 
ing, but  find  it  easier  to  put  down  in  a letter,  and 
to  say  thanks  again  to  those  many  wonderful 
friends. 

Jere  W.  Annis,  M.D. 
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• Meet  the  Personal  and  Professional 
Challenge  of  the  1970’s 

These  scientific  sessions,  special  programs, 
exhibits  and  films  will  help  you  practice  better 
medicine.  Plan  now  to  attend  the  AMA 
Convention. 

• The  Comatose  Patient  and  the  Diagnosis  of 
Death 

• Conception  Control  and  Abortion 

• Delivery  of  Health  Care — The  Role  of  the 
Allied  Health  Personnel 

• The  Role  of  the  Physician  in  Family  Life, 
Education,  etc. 

• Kidney  Disease 

• Hepatitis 


• The  Suicidal  Patient 

• Drug  Interactions  and  Adverse  Reactions 

• Occupational  Diseases  of  Current  Interest 

• Plastic  and  Maxillofacial  Surgery 

• Nuclear  Medicine 

• Daily  Showing  of  newest  Medical  Films 

• 250  Scientific  Exhibits — the  latest  research 

• Multidiscipline  Research  Forum 

Complete  details  of  the  Scientific  Program  are 
in  the  May  4,  1970  issue  of  the  Journal  of  the 
American  Medical  Association. 

Check  it  carefully.  Then  use  the  housing  and 
advance  registration  forms  appearing  in  JAMA 
and  the  American  Medical  News  to  insure  your 
place  at  the  world’s  largest  medical  convention. 


J.  FLORIDA  M.A./JUNE  1970 


67 


One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  doctor  provides  the 
facts,  supplies  the  rationale,  triggers  the  ac- 
tion for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educ£ 
tion  program.  Through  medical  conference  ■ 
films,  exhibits,  pamphlets,  monographs  an- 
other publications,  we  provide  him  with  th 
most  important  and  current  information  o 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “t 
teacher  affects  eternity;  he  can  never  te  1 
where  his  influence  stops”,  the  outlook  ii 
optimistic. 


doc'tor  (dok'ter).  n.  ("ME.  doctour,  fr. 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 
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TABLETS 

high  potency  B-complex  and  C 
for  nutritional  support 

AVAILABLE  ONLY  ON  Rx 
contains  water-soluble  vitamins  oniy 
b.i.d.  dosage 
good  patient  acceptance 
no  odor,  and  virtually  no  aftertaste 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate  20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Usual  dosage  is  one  tablet  b.i.d. 

Indications:  Nutritional  supplementation  in  conditions  in 
which  water-soluble  vitamins  are  required  prophylactically 
or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious  anemia 
or  other  primary  or  secondary  anemias.  Neurologic  involve- 
ment may  develop  or  progress,  despite  temporary  remission 
of  anemia,  in  patients  with  pernicious  anemia  who  receive 
more  than  0.1  mg  of  folic  acid  per  day  and  who  are  in- 
adequately treated  with  vitamin  B)2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  In  bottles  of  100. 
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YROLAR®  COMPLETENESS... 

)vides  both  thyroactive  fractions, 
(sodium  levothyroxine)  andTa 
idium  liothyronine)  in  a 
I ratio  that  simulates  the  effects  of 
dogenous  thyroid  secretion. 


THYROLAR®  PREDICTABILITY... 

Pure  and  chemically  precise  for 
predictable  results.  Uniformly  potent 
for  a smooth  response,  comfortable 
adjustment  to  therapy. 
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Thyrolar® 
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Thyroid 
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Levothyroxine 

Approx.  Equiv. 
in  Sodium 
Liothyronine 

Thyrolar  -V2 

V2  gr. 

0.05  mg. 

12.5  meg. 

Thyrolar  -1 

1 gr. 

0.1  mg. 

25  meg. 

Thyrolar  -2 

2 gr. 

0.2  mg. 

50  mcg..,X^^ 

Thyrolar  -3 

3 gr. 

0.3  mg. 

75  mcg;7.^^ 

Each  Thyrolar-1  contains  50  meg.  sodium  levothyroxine  and  12.5  meg.  sodium  fiothyrpnine 


Armour  Pharmaceutical  Company 
Chicago,  Illinois  60690 
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COMPOSITION:  Thyrolar®  (Liotrix,  Armour)  tablets  provide  a 
combination  of  the  synthetic  active  thyroid  hormones,  sodium 
levothyroxine  (T4)  and  sodium  liothyronine  (Tj),  in  a ratio  of  4 to  1 
by  weight.  Available  in  4 potencies  approximately  equivalent  in 
therapeutic  effect  to  V2  gr.,  1 gr.,  2 gr.  or  3 gr.  desiccated  thyroid. 
Each  Thyrolar-1  contains  50  meg.  sodium  levothyroxine  and  12.5 
meg.  sodium  liothyronine. 

CONTRAINDICATIONS:  Thyrotoxicosis,  acute  myocardial  infarc- 
tion, and  in  the  presence  of  uncorrected  adrenal  insufficiency. 

WARNINGS:  Use  with  caution  in  patients  with  cardiovascular  dis- 
ease, including  hypertension.  Development  of  chest  pain  or  other 
aggravation  of  cardiovascular  disease  requires  decrease  in  dosage. 

Injection  of  epinephrine  in  patients  with  coronary  artery  disease 
may  precipitate  an  episode  of  coronary  insufficiency.  This  may  be 
enhanced  in  patients  receiving  thyroid  preparations.  Careful  obser- 
vation is  required  if  catecholamines  are  administered  to  patients 
in  this  category.  Thyrolar®-treated  patients  with  concomitant  coro- 
nary' artery  disease  should  be  carefully  observed  during  surgery 
since  the  possibility  of  precipitating  cardiac  arrhythmias  may  be 
greater  in  patients  treated  with  thyroid  hormones. 

Thyroid  replacement  therapy  may  potentiate  anticoagulant  ef- 
fects with  agents  such  as  warfarin  or  bishydroxycoumarin  and 
reduction  of  one-third  in  anticoagulant  dosage  should  be  under- 
taken upon  initiation  of  Thyrolar®  therapy.  Subsequent  anticoagu- 
lant dosage  adjustment  should  be  made  on  basis  of  frequent  pro- 
thrombin determinations. 

In  patients  whose  hypothyroidism  is  secondary  to  hypopituitar- 
ism, adrenal  insufficiency  will  probably  also  be  present.  When  the 
adrenal  insufficiency  and  hypothyroidism  coexist,  the  adrenal  in- 
sufficiency should  be  corrected  by  corticosteroids  before  admin- 
istering thyroid  hormones. 

PRECAUTIONS:  Treatment  should  begin  with  small  doses  and 
increments  should  be  gradual.  In  patients  with  diabetes  mellitus, 
addition  of  thyroid  hormone  therapy  may  cause  an  increase  in  the 
required  dosage  of  insulin  or  oral  hypoglycemic  agents.  Con- 
versely, decreasing  the  dose  of  thyroid  hormone  may  cause  hypo- 
glycemic reactions  if  the  dosage  of  insulin  or  oral  agents  is  not 
adjusted. 

ADVERSE  REACTIONS:  The  effects  of  overdosage  include  weight 
loss,  palpitation,  nervousness,  diarrhea  or  abdominal  cramps,  sweat- 
ing, tachycardia,  cardiac  arrhythmias,  angina  pectoris,  tremors, 
headache,  insomnia,  intolerance  to  heat,  fever.  If  symptoms  of 
overdosage  appear,  discontinue  medication  for  several  days  and 
reinstitute  at  a lower  dosage. 

In  a few  individuals  who  are  euthyroid  on  Thyrolar®,  headache 
may  appear.  Dosage  should  be  decreased.  If  headache  persists  or 
the  patient  develops  signs  of  hypothyroidism  on  the  lower  dosage, 
another  thyroid  preparation  should  be  substituted. 

DOSAGE:  Generally,  the  initial  adult  dosage  in  untreated  hvpo- 
thyroid  individuals  is  1 tablet  of  Thyrolar-V:  daily;  increased  in 
increments  of  1 tablet  of  Thyrolar-’/2  every  1 or  2 weeks  until 
patient  is  euthyroid.  In  children,  increments  in  dosage  should  be 
made  every  2 weeks.  In  patients  previously  rendered  euthyroid 
with  desiccated  thyroid,  sodium  levothyroxine  or  sodium  liothyro- 
nine, each  Thyrolar-1  tablet  will  usually  replace  1 grain  of  desic- 
cated thyroid. 


AVAILABLE:  Bottles  of  100  two-layered,  compressed  tablets  in  4 
potencies: 


Each  Tablet 

■Approx. 

Contains: 

Equiv.  in 

■ Armacode”* 

Desiccated 

T4- 

T3” 

.Markings 

Thyroid 

Thyrolar-V2 

25  meg. 

6.25  meg. 

YD 

V2  gr. 

Thyrolar-1 

50  meg. 

12.5  meg. 

YE 

1 gr. 

Thyrolar.-2 

100  meg. 

25  meg. 

YF 

2 gr. 

Thyrolar-3 

150  meg. 

37.5  meg. 

YH 

3 gr. 

*sodium  levothyroxine  * 

‘sodium  liothyronine 

Armour  Pharmaceutical  Company 
Chicago,  Illinois  60690 


Medical  Licenses  Granted 


The  Florida  State  Board  of  Medical  Examiners 
report  that  of  the  1,043  applicants  who  took  the 
examination  of  the  Board  held  January  19-20, 
1970,  at  Jacksonville,  709  passed  and  have  been 
issued  licenses  to  practice  medicine  in  Florida. 
The  names,  towns,  medical  school  and  year  of 
graduation  of  the  successful  applicants  follow: 


Abadal,  Rafael  P.,  St.  Petersburg  (U.  of  Havana,  1954) 
Abel,  William  G.,  E.  Hampton,  N.  Y.  (Columbia  P&S, 
1947) 

Acosta,  de  Valdes  A.,  Miami  (U.  of  Havana,  1951) 
Aderhold,  Richard  M.,  Gainesville  (U.  of  North  Carolina, 

1965) 

Agin,  Jack  G.,  Massapequa  Park,  N.  J.  (U.  of  Washing- 
ton, 1961) 

Agustino,  Manuel,  Miami  Beach  (U.  of  Havana,  1944) 
Akin,  John  R.,  Pensacola  (Tulane  U.,  1966) 

Aldhizer,  Theodore  G.,  Key  West  (Medical  College  of 
Virginia,  1968) 

Alexander,  James  F.,  Jacksonville  (McGill  U.,  1963) 
Alfonso,  Jose  G.,  Beckley,  W.  Va.,  (U.  of  Havana,  1946) 
Alfonso,  Nicolas  R.,  Winter  Haven  (U.  of  Havana,  1949) 
Allen,  James  R.,  New  Orleans,  La.  (Tulane  U.,  1968) 

I Alley,  Tbomas  \V.,  Indianapolis,  Ind.  (Indiana  U.,  1963) 
Alonso,  Jorge  P.,  Garfield  Heights,  Ohio  (U.  of  Havana, 
1943) 

Alvarez,  Mi^el  M.,  Miami  (U.  of  Havana,  1917) 
Amable,  Julio  P.,  Arcadia  (U.  of  Havana,  1945) 
Amalong,  Ronald  J.,  Maitland  (U.  of  Pittsburgh,  1961) 
Ackerbaum,  Ronald  J.,  Aberdeen,  Md.  (U.  of  Lausarme, 

1966) 

Amos,  Eric  H.,  Gainesville  (L.  S.  U.,  1966) 

Anderson,  William  E.,  Satellite  Beach  (U.  of  Wisconsin, 

1963) 

Andre,  Philip  G.,  Memphis,  Tenn.  (U.  of  Tennessee,  1964) 
Andrews,  Herbert,  Jacksonville  (Emory  U.,  1965) 

Angell,  Franklin  L.,  Concord,  Mass.  (Medical  College 
of  Virginia,  1947) 

-\pter,  Ronald  A.,  Falls  Church,  Va.  (George  Washington 
U.,  1958) 

.\rnold,  Stuart  N.,  Rockville  Centre,  N.  Y.  (Boston  U., 
1968) 

.\rrabal,  Juan  C.,  Baltimore,  Md.  (U.  of  Havana,  1944) 
.\rteaga,  Lorgio  F.,  Tonawanda,  N.  Y.  (San  Simon  U., 

1962) 

.\ry,  Aron,  Coral  Gables  (Mexico  National  School  of 
Medicine,  1960) 

.\twood,  John  W.,  Gainesville  (U.  of  Tennessee,  1958) 
.\very,  Frank  W.,  Jacksonville  (U.  of  North  Carolina, 

1967) 

Aviles,  Mario  R.,  Miami  (U.  of  Havana,  1940) 

Avner,  Ted  G.,  Tampa  (U.  of  Tennessee,  1968) 
.\ylsworth,  Arthur  S.,  Gainesville  (U.  of  Pennsylvania, 

1967) 

Bagby,  Richard  J.,  Decatur,  Ga.  (Emory  U.,  1966) 
Baker,  Ralph  E.  Jr.,  Charleston,  S.  C.  (U.  of  South 
Carolina,  1963) 

Baker,  Stephen  R.,  W.  Hempstead,  N.  Y.  (Albert  Einstein, 

1968) 

Barnes,  Mack  N.  Jr.,  Memphis,  Tenn.  (U.  of  Tennessee, 

1964) 

Baro,  Cesar,  Orlando  (U.  of  Havana,  1954) 

Bashore,  Sidney  M.,  Patrick  ,\FB  (Jefferson  Medical 
College,  1947) 

Bayarri,  Vincent,  Babylon,  N.  Y.  (Valencia  Medical 
School,  1952) 

Befeler,  Benjamin,  Miami  Beach  (U.  of  Mexico,  1963) 


Bejar,  Rafael  L.,  King  of  Prussia,  Pa.  (U.  of  Havana, 
1961) 

Beltranena,  Humbert  J.,  Gainesville  (U.  of  Havana,  1945) 
Bendler,  Carl  H.,  Sanford  (U.  of  Louisville,  1929) 
Benjamin,  Michael  J.,  Little  Neck,  N.  Y.  (U.  of  New 
York,  1967) 

Beraha,  Dan,  Miami  Springs  (U.  of  New  York,  1968) 
Berens,  Sanford  V.,  Redstone  Arsenal,  .Ma.  (Dalhousie  U., 

1965) 

Berkebile,  Robert  D.,  Grafton,  Ohio  (Ohio  State  U.,  1939) 
Bernstein,  Jeffrey  A.,  .\tlanta,  Ga.  (Medical  College  of 
Virginia,  1968) 

Berson,  Michael  J.,  New  York,  N.  Y.  (.\lbert  Einstein, 
1968) 

Bianco,  Charles  C.,  Henrietta,  N.  Y.  (New  York  Medical 
College,  1964) 

Biber,  Michael  P.,  Sarasota  (U.  of  Chicago,  1967) 
Birken,  Eric  A.,  Valley  Stream,  N.  Y.  (Boston  U.,  1968) 
Birnbaum,  Jon  J.,  Charlottesville,  Va.  (Tufts  U.,  I960) 
Blaine,  George,  Coral  Gables  (U.  of  Berlin,  1936) 
Bland,  Kirby  I.,  Gainesville  (Medical  College  of  Ala- 
bama, 1968) 

Blaydes,  Robert  M.  Jr.,  Orlando  (Louisiana  State  U., 
1948) 

Bloom,  William,  New  York,  N.  Y.  (New  York  Medical 
College,  1935) 

Bohn,  Barry  A.,  Fort  Lauderdale  (Tulane  U.,  1967) 

Bono,  Joseph  A.,  New  York,  N.  Y.  (New  York  Medical 
College,  1965) 

Borota,  Ray  W.,  Patrick  .\FB  (Wayne  State  U.,  1966) 
Bosch,  Myriam  A.,  Miami  (U.  of  Havana,  1953) 

Boyer,  Samuel  H.,  Chestnut  Hill,  Mass.  (Tufts  U.,  1936) 
Brachfeld,  Norman,  New  York,  N.  Y.  (Washington  U., 
1953) 

Bradford,  Michael  J.,  Montgomery,  Ala.  (Harvard  U., 

1964) 

Brady,  Patrick  G.,  Gainesville  (New  Jersey  College  of 
Medicine,  1968) 

Brannan,  Carl  D.,  New  York,  N.  Y.  (Tulane  U.,  1946) 
Bransfield,  James  J.,  Chicago,  111.  (Loyola  U.,  1957) 
Bricker,  Lee  A.,  Miami  (U.  of  Pennsylvania,  1962) 
Brodkin,  Bonnie  Joy  S.,  Forest  Park,  111.  (U.  of  Illinois, 
1968) 

Brodkin,  Jerome  P.,  Forest  Park,  111.  (U.  of  Illinois,  1966) 
Brodsky,  Sidney  J.,  CockeysviUe,  Md.  (U.  of  New  York, 

1963) 

Brown,  Gerald  J.,  Fort  Lauderdale  (U.  of  New  York, 
1948) 

Brown,  Harry  J.,  Fort  Walton  Beach  (U.  of  Maryland, 

1965) 

Brown,  Richard  M.,  Marietta,  Ga.  (Columbia  U.,  1962) 
Brown,  Robert  G.,  Pensacola  (Duke  U.,  1966) 
Brumley,  Thomas  B.,  St.  Petersburg  (Ohio  State  U., 
1967) 

Brunt,  Gwynne  T.  Jr.,  Atlanta,  Ga.  (Emory  U.,  1966) 
Bukanz,  Seymour  L.,  Mt.  Vernon,  N.  Y.  (Bellevue  Hos- 
pital Medical  College,  1933) 

Bullock,  John  D.,  Atlantic  Beach  (Harvard  U.,  1968) 
Burge,  Kelmar  M.  Jr.,  Rochester,  Minn.  (U.  of  Kansas, 

1963) 

Burleson,  William  R.,  Gainesville  (U.  of  North  Carolina, 

1964) 

Burnette,  Harold  W.,  Johnson  City,  Tenn.  (Medical  Col- 
lege of  Virginia,  1961) 

Burson,  Leonard  C.,  Pompano  Beach  (St.  Louis  U.,  1939) 
Burt,  Robert  C.,  Cincinnati,  Ohio  (U.  of  Cincinnati, 
1953) 

Butcher,  David  R.,  Sarasota  (Emory  U.,  1968) 

Butler,  Michael  B.,  Philadelphia,  Pa.  (Howard  U.,  1963) 

Cabrera,  Lidia  del  C.,  Miami  (U.  of  Havana,  1960) 
Cabrera,  Luis  A.,  Miami  (U.  of  Havana,  1946) 

Cabreza,  Ronaldo  A.,  Hamilton,  Ohio  (Far  Eastern  U. 
College  of  Medicine,  1962) 
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Camelo,  Anthony,  Ke>-  Biscayne  (National  U.  School  of 
Medicine,  Columbia,  1948) 

Campbell,  Stephen  B.,  Milton  (U.  of  Oklahoma,  1968) 
Can^,  Juan  R..  .\PO  New  York  (Madrid  U.,  1962) 
Canosa,  Jose,  Miami  (U.  of  Havana.  1929) 

Caplan,  Stephen  R.,  Miami  (U.  of  Virginia.  1966) 
Carmouze,  .\maldo,  Miami  (U.  of  Salamanca.  1966) 
Corothers,  John  .\tlanta,  Ga.  (U.  of  Mississippi.  1963) 
Caruso,  Phillip  Brooklyn,  N.  Y.  (Howard  U.,  1964) 
Casanova-Roig,  Ramon,  Biloxi,  Miss.  (Temple  U.,  1960) 
Casey,  Peter  N.,  Lighthouse  Pt.  (Marquette  U.,  1961) 
Caso,  Roberto  .\.,  Orlando  (C.  of  Havana,  1957) 
Castello,  Carlos  R.,  Johnson  Citv,  Tenn.  (U.  of  Havana, 
1951) 

Castillo,  Jose  L.,  Memphis,  Tenn.  (U.  of  Salamanca,  1965) 
Castronuovo,  Joseph  J.,  Fort  Bragg,  N.  C.  (Georgetown 
U.,  1964) 

Chakmakis.  George  Miami  (Basel  U.,  1967) 

Chance,  Jefifrey  Hewlett,  N.  Y.  (Chicago  Medical 
School.  1966) 

Chase,  Robert  E.  Miramar  (Marquette  U.,  1967) 

Chasin,  Hila  L.,  New  York,  N.  Y.  (New  Jersey  College 
of  Medicine,  1968) 

Chatham,  Louis  S.,  Yazoo  Citv,  Miss.  (Louisiana  State  U., 
1953) 

Chatzinoff,  .\lbert  B.,  Palm  Beach  (Chicago  Medical 
School,  1948) 

Chiniu,  .Mien,  Hialeah  (U.  of  New  York.  1961) 
Christensen,  James  Tampa  (Indiana  U..  1968) 
Christmas,  Dewev  Jr.,  New  Haven,  Conn.  (Yale  U., 

1965) 

Clore,  Forrest  C.,  Gaines\-ille  (U.  of  Michigan,  1962) 
Cohen.  Harry,  Baltimore,  Md.  (U.  of  Maryland,  1943) 
Cohen,  Ora  Richard,  Silver  Spring,  Md.  (L'.  of  Maix-land. 

1966) 

Col\"in.  Robert  C.,  Evanstnlle,  Ind.  (Indiana  U.,  1955) 
Connolly,  Hugh  J.,  Miami  (Cieorgetown  U.,  1965) 
Cosio,  Jose  M.,  Grosse  Pt.  Woods,  Mich.  (U.  of  Havana, 
1955) 

Crittenden,  Joseph  J.,  Crawfordsttlle,  Ind.  (U.  of  Illinois. 
1959) 

Crockett,  Robert  N.  Jr.,  Memphis,  Tenn.  <U.  of  Ten- 
nessee. 1951) 

Cruz,  Serfio  L.,  Columbus,  CMiio  (U.  of  Havana,  1949) 
Cushman,  Phillip  W.,  Gainestdlle  (Indiana  U.,  1966) 
Custer,  Leroy  E.,  Baltimore.  Md.  (Johns  Hopkins,  1965) 
Cutts,  William  G.  Jr.,  Jackson\-ille  (Medical  College  of 
(Georgia,  1965) 

Cyp>ert,  Harold  S..  Homestead  .\FB  (U.  of  Utah,  1966) 

Da  Sil\‘a,  Erdo  M.,  Columbia.  S.  C.  (U.  Minas  Gerais. 
1949) 

Daversa,  Joseph  J.  Jr.,  Miami  (U.  of  Miami,  1968) 
DaddoS,  Manuel  Fort  Wayne,  Ind.  (Rush  Medical 
School,  1937) 

Daddoff,  Robert  A.,  Miami  (New  York  U.,  1958) 

Da\TS,  Dadd  D.,  Jacksondlle  ((jeorge  Washington  U., 
1968) 

De  (^tro,  Raul  F.,  Baltimore,  Md.  (U.  of  Havana,  1941) 
De  Lamerens,  Sergio  .\.,  Memphis,  Tenn.  (U.  of  Havana, 
1953) 

del  Rosaiio-Cervoni.  Ruben,  Des  Moines,  Iowa  (U.  of 
Barcelona,  1963) 

De  Miranda,  Edward  G.,  Miami  (U.  of  Havana,  1954) 
DePoyster,  James  H..  Pascagoula,  Miss.  (U.  of  Missis- 
sippi. 1964) 

De  ^ngo,  Frank  J.,  Plantation  (U.  of  Illinois,  1954) 
Dershewitz,  Norman  J.,  Silver  Spring,  Md.  (Georgetown 
U.,  1968) 

Diamond.  Daniel,  Forest  Hills,  N.  Y.  (U.  of  Louis\Tlle, 
1932) 

Diaz,  ffiginio  G.,  Miami  (U.  of  Salamanca,  1964) 
Dick,  .\rthur  R.,  South  Miami  (U.  of  Maryland,  1965) 
Dieguez,  Eduardo,  Pensacola  (U.  of  Havana,  1946) 
Dirmerstein,  .Mian  J.,  Pensacola  (.\lbert  Einstein,  1964) 
Dodt,  Robert  W.,  Shngerlands,  N.  Y.  (.-Mbany  Medical 
School.  1967) 

Dominguez,  Felif>e  M.,  Cambridge,  Md.  (U.  of  Havana, 
1953) 


Donshik,  Peter  C.,  Rockdlle,  Md.  (New  York  Medical 
College,  1968) 

Dorr,  LawTence  D.,  Jacksonville  (U.  of  Iowa,  1967) 
Dosik,  Michael  H.,  San  .\ntonio,  Texas  (Cornell  U., 
1966) 

Douglass,  William  P.,  Tampa  (Indiana  U.,  1968) 
Dowlen,  Leonidas  W.  Jr.,  Coconut  Grove  (V’anderbilt 
U.,  1968) 

Dryfuss,  John  A.  Jr.,  Meridian,  Miss.  (New  York  Medical 
College.  1966) 

Duane,  Lawrence  J.  Jr.,  Pensacola  (Medical  College  of 
Georgia,  1967) 

Dunn,  .Mbert  .\.,  New  York,  N.  Y.  (Cornell  U.,  1943) 
Dupin,  Charles  L.,  Milton  (Tulane  U.,  1968) 

Eardlev,  Robert  J.,  Little  Rock,  .\rk.  (U.  of  .Mkansas, 
I960) 

Eckart,  James  R..  Jacksonville  (U.  of  Tennessee,  1964) 
Eckerslev,  John  W.  Jr.,  Fort  Walton  Beach  (Temple 
U.,  1962) 

Edelsohn,  Lanny,  Tampa  (Hahnemann  U.,  1967 ) 
Edelstein,  Josef,  Shaker  Heights,  Ohio  (U.  of  Havana, 
1954) 

Ekstrand,  Richard  W.,  St.  Petersburg  (U.  of  Illinois, 
1943) 

Elbualy,  Musallam  S.,  Miami  (U.  of  Durham,  1960) 
Elias,  Juan  J.,  Bartow  (U.  of  Havana,  1957) 

Eliscu,  Edward  H.,  Maitland  (Chicago  Medical  School, 
1965) 

Ellis,  Edward  A.,  Jacksonville  (U.  of  Minnesota,  1963) 
Ellwood,  Leslie  C.,  Gaithersburg,  Md.  (U.  of  Florida, 
1968) 

Engebretsen.  Beiy  J.,  Miami  (U.  of  Iowa,  1967) 

Estrada,  .\ntonio  M.,  Randallstown.  Md.  (U.  of  Havana, 
1952) 

Fahlstrom.  Stanley  Charles  W.,  Evanston,  111.  (U.  of 
Ilhnois,  1925) 

Fancy,  Heniy  F.,  .M*0  New  York  (McGill  U.,  1945) 
Fass.  Paul  T.,  Bronx,  N.  Y.  (New  York  Medical  College, 
1965) 

Fegen,  Joseph  P.  Jr.,  Cleveland,  Ohio  (Cornell  U.,  1963) 
Felip>e-Perea,  Evelio  A.,  Baltimore,  Md.  (U.  of  Havana, 
1948) 

Felman,  .Mvin  H.,  Gainesville  (U.  of  Cincinnati,  1955) 
Ferayorni,  Julian  J.,  Brooklyn,  N.  Y.  (New  York  Medi- 
cal College,  1968) 

Fernandez,  .\mado  F.,  Waterford,  Conn.  (U.  of  Havana, 
1960) 

Fernandez,  .\ndres  R.,  MilledgeviUe,  Ga.  (U.  of  Havana. 
1960) 

Fernandez,  Joaquin  J.,  Miami  (U.  of  Havana,  1954) 
Fernandez.  Manuel  Evergreen  Park,  111.  (U.  of  Ha- 
vana, 1957) 

Fernandez,  Rafael,  Evergreen  Park,  HI.  (U.  of  Havana, 
1957) 

Femandez-Bordenave,  Carlos,  Miami  (U.  of  Havana, 
1947) 

Fevrier,  .Mfred,  Miami  (U.  of  Florida,  1968) 
Fiedelholtz,  FrankUn,  .Mlanta,  Ga.  (U.  of  New  York, 
1963) 

Fiedler,  (ieorge  .\.  Jr.,  Orlando  (U.  of  .Arkansas,  1968) 
Findeiss,  James  Chfford,  Jacksonville  (Northwestern  U., 
1968) 

Fine,  Stuart  L.,  Gainesville  (U.  of  Maryiand,  1966) 
Finkell,  Lawrence  J.,  Birmingham,  Mich.  (Chicago  Medi- 
cal College,  1948) 

Fiscella,  Kenneth  R.,  Pensacola  (New  Jersey  College  of 
Medicine,  1967) 

Fish,  James  C.,  Logansj>ort.  Ind.  (Indiana  U.,  1943) 
Fisher,  Vaughn  L.  Jr.,  Bowling  Green,  Ky.  (U.  of  Ten- 
nessee, 1954) 

Flanigan,  Donald  J.,  Pensacola  (Hahnemann  U.,  1967) 
Fleites,  Jose  O.,  Ironton,  Ohio  (U.  of  Havana,  1943) 
Flint,  (Jeorge  W.,  Old  Westbury,  N.  Y.  (Long  Island 
College,  1944) 

Folsom,  Charles  T.,  Garland,  Texas  :U.  of  Oklahoma. 
1965) 

Fox,  Brendan  M..  Windsor,  Conn.  (Tufts  U.,  1955) 
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Pras,  Ivan,  Binghamton,  N.  Y.  (U.  of  Zagreb,  1961) 
Frederick,  Robert  A.,  Charlotte,  N.  C.  (Harvard  U., 
1968) 

Friedman,  Franklin  P.,  Miami  Beach  (Albert  Einstein, 

1967) 

Friedman,  Stephen  J.,  Orlando  (Boston  U.,  1966) 

Fuller,  Earl  W.,  Jr.,  (lainesville  (Medical  College  of  Vir- 
ginia, 1968) 

Furman,  John  R.,  New  Orleans,  La.  (.\lbany  Medical  Col- 
lege, 1962) 

Fusco,  Frank  D.,  Vienna,  Va.  (Georgetown  U.,  1958) 

Gamarra,  Miguel,  Miami  (U.  of  San  Marcos,  1957) 
Garcia,  Jorge  P.,  Miami  (U.  of  Salamanca,  1966) 
Gardner,  Robert  New  York,  N.  Y.  (U.  of  New  York, 
1966) 

Garmendia,  Jose  M.,  Miami  (U.  of  Havana,  1930) 
Garst,  Walter  P.,  Miami  (U.  of  Virginia,  I960) 
Garvin,  Ronald  M.,  Bowling  Green,  Ky.  (U.  of  Louis- 
ville, 1965) 

Gasset,  Antonio  R.,  Gainesville  (Boston  U.,  1966) 
Gerber,  Norman  A.,  Brooklyn,  N.  Y.  (Buffalo  State  U., 

1964) 

Gerson,  Robert  E.,  Fort  Sill,  Okla.  (U.  of  Cincinnati, 
1966) 

Gilbert,  Clyde  D.,  Tampa  (U.  of  Virginia,  1963) 

Ginoris,  Luis,  Hialeah  (U.  of  Havana,  1960) 

Ginsberg,  Benjamin  H.,  Chicago,  111.  (Loyola  U.,  1949) 
Glassman,  Armand  B.,  Gainesville  (Georgetown  U.,  1964) 
Glatt,  William,  Savannah,  Ga.  (New  York  Medical  Col- 
lege, 1964) 

Glazer,  Norman,  Louisville,  Ky.  (U.  of  Louisville,  1952) 
Goldberg,  Richard  L,  New  York,  N.  Y.  (Chicago  Medical 
School,  1961) 

Golden,  Cora  S.,  Louisville,  Ky.  (U.  of  Louisville,  1966) 
Golden,  Terry  D.,  Gainesville  (U.  of  North  Carolina, 

1968) 

Goldenberg,  Alan  L.,  Omaha,  Neb.  (State  U.  of  New 
York,  1963) 

Goldman,  Edward  E.,  Tucker,  Ga.  (U.  of  Miami,  1968) 
Gonzalez,  Luis,  Decatur,  Ga.  (U.  of  Louisville,  1953) 
Gosselin,  Arthur  J.,  Miami  Shores  (Ottawa  U.,  1958) 
Gowen,  James  F.,  Jacksonville  (Medical  College  of 
Georgia,  1968) 

Grabiel,  Amado,  Grosse  Pointe  Woods,  Mich.  (Emory 
U.,  1941) 

Grant,  Alfred  A.,  Durham,  N.  C.  (Medical  College  of 
•Alabama,  1965) 
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1964) 

Henley,  Chapin,  Charlotte,  N.  C.  (U.  of  Florida,  1968) 
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book 
review 

What  You  Can  Do  About  Cancer  by  Joseph  C.  Ma- 
roon, M.D.  Price  $5.95.  Xew  York,  Doubleday  & Com- 
pany, Inc.,  1969. 

“What  You  Can  Do  About  Cancer”  is  a book 
for  the  layman  rather  than  the  physician.  In  read- 
ily understandable  language,  it  provides  discus- 
sions of  various  common  types  of  cancer,  symp- 
toms, methods  of  diagnosis,  treatment,  and  prog- 
nosis. Emphasis  is  upon  early  detection  and  early 
evaluation  of  symptoms  by  the  physician.  Self- 
examination  of  the  breast  is  recommended  but 
poorly  described.  Each  chapter  is  accompanied 
by  a sample  case  history  of  the  cured  patient 
whose  disease  was  discovered  “early”  and  a gory 
story  of  the  dead  patient  who  put  off  seeing  his 
physician.  Simplified  anatomical  drawings  accom- 
pany most  chapters.  The  book  maintains  a gen- 
erally hopeful  attitude  of  improving  cancer  cure 
rates  by  earlier  detection  and  periodic  health  ex- 
aminations and  lists  sources  of  additional  cancer 
information  for  the  layman. 

While  not  for  the  physician’s  bookshelf,  it 
might  find  a place  in  the  waiting  room  magazine 
rack. 

Lawrence  H.  Jacobson,  M.D. 

Pompano  Beach 


books  received 

Receipt  of  the  following  books  is  acknowledged.  While 
lime  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


Heredity,  Disease  and  Man:  Genetics  in  Medicine 

by  Alan  E.  H.  Emery,  M.D.  Pp.  247.  Illustrated.  Price 
$6.95.  Los  Angeles,  University  of  California  Press,  1968. 


Practical  Automation  for  the  Clinical  Laboratory 

by  Wilma  L.  White,  Marilyn  M.  Erickson,  B.S.  and 

Sue  C.  Stevens,  B.A.,  Ph  D.  Pp.  401.  242  illustrations. 
Price  $14.50.  St.  Louis,  The  C.  Mosby  Company,  1968. 


The  Care  of  the  Geriatric  Patient  edited  by  E.  V. 
Cowdry,  Ph.D.,  Sc.D.  Pp.  430.  19  illustrations.  Price 

$15.75.  St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


How  to  Live  With  Hypoglycemia  by  Charles  Weller, 
M.D.  and  Brian  Richard  Boylan.  Pp.  130.  Price  $4.50. 
New  York,  Doubleday  & Company,  Inc.,  1968. 


Spare-Part  Surgery,  The  Surgical  Practice  of  the 
Future  by  Donald  Longmore,  M.D.,  edited  and  illus- 
trated by  M.  Ross-MacDonald.  Pp.  192.  Illustrated.  Price 
$5.95.  New  York,  Doubleday  & Company,  Inc.,  1968. 


Medical  Pharmacology  by  Andres  Goth,  M.D.  Pp. 
749.  4th  ed.  Illustrated.  Price  $13.50.  St.  Louis,  The  C. 
V'.  Mosby  Company,  1968. 


Synopsis  of  Pathology  by  W.  A.  D.  Anderson,  M.D. 
and  Thomas  M.  Scotti,  M.D.,  Pp.  957.  7th  ed.  408  il- 
lustrations. Price  $10.50.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


Shakespearean  Medicine,  Modernized  by  William 
H.  Turnley,  M.D.  Pp.  274.  Price  $5.00.  New  York, 
Vantage  Press,  Inc.,  1968. 


Paediatric  Cardiology  edited  by  Hamish  Watson, 
M.D.  Pp.  996.  Illustrated.  Price  $36.50.  St.  Louis,  The 
C.  V.  Mosby  Company,  1968. 


1970-1971  Drugs  of  Choice  edited  by  Walter  Modell, 
M.D.  Pp.  924.  Price  $20.50.  St.  Louis,  The  C.  V.  Mosby 
Company,  1970. 


Surgical  Pathology  by  Lauren  V'.  .Ackerman,  M D.  and 
Harvey  R.  Butcher  Jr.,  M.D.  Pp.  1140.  4th  ed.  1,268 
illustrations.  Price  $27.50.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


A Manual  of  Simple  Burial  by  Ernest  Morgan  Pp. 
64.  Price  $1.00.  Burnsville,  N.C.,  The  Celo  Press,  1968. 


Drugs  on  the  College  Campus  by  Helen  H.  Nowlis. 
Ph.D.  Pp.  144.  Price  $.95.  New  York,  Doubleday  & 
Company,  Inc.,  1969. 


Appraisal  of  Current  Concepts  in  Anesthesiology 

(Vol.  4)  by  John  .Adriani,  M.D.  Pp.  464.  Price  $12.00. 
St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


Water  and  Electrolyte  Metabolism  and  Acid-Base 
Balance  by  Edward  Muntwyler,  Ph.D.  Pp.  169.  33 

illustrations.  Price  $5.85.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


Cooking  For  Your  Celiac  Child  by  Charlotte  Baum 
Sheedy  and  Norman  Keifctz.  Pp.  244.  Price  $5.95.  New 
York,  The  Dial  Press,  Inc.,  1969. 
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The  Evolution  of  Preventive  Medicine  in  the 
United  States  Army  1607-1939  by  Stanhope  Bayne- 
Jones,  M.D.  Pp.  255.  Price  $2.50.  Washington,  D.C., 
Superintendent  of  Documents,  Government  Printing  Office, 
1969. 


Introduction  to  Medical  Science  by  Cla  a Gene 
Young  and  James  D.  Barger,  M.D.  Pp.  295.  Price  $7.95. 
Illustrated.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Medical  Interviewing  by  Robert  E.  Froelich,  M.D. 
and  F.  Marian  Bishop,  Ph.D.  Pp.  116.  Price  $4.75.  Illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Practical  Urology  by  Chester  C.  Winter,  M.D.  Pp. 
249.  Price  $11.00.  251  illustrations.  St.  Louis,  The  C.  V. 
Mosby  Company,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  1- 
Natality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  2- 
Mortality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, DC.,  1969. 


Atlas  of  Human  Electron  Microscopy  by  Ruben  P. 
Laguens  and  Cesar  L..\.  Gomez  Dumm.  Pp.  180.  Illus- 
trated. Price  $20.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 


Plastic  and  Maxillofacial  Trauma  Symposium, 

Nicholas  G.  Georgiade,  editor.  Pp.  221.  Price  $25.00. 
390  Illustrations.  St.  Louis.  The  C.  V.  Mosby  Company, 
1969. 


A Synopsis  of  Contemporary  Psychiatry  by  George 
Ulett,  M.D.  and  D.  Wells  Goodrich,  M.D.  Pp.  340. 
Price  $9.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Genetics  and  Counseling  in  Medical  Practice 

by  Leonard  E.  Reisman,  M.D.  and  Adam  P.  Matheny 
Jr.,  Ph.D.  Pp.  215.  Price  $12.75.  Illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1969. 


Infectious  Diseases  and  General  Medicine,  Vol. 
111.  Prepared  and  published  under  the  direction  of  Lieut. 
General  Leonard  D.  Heaton.  The  Surgeon  General,  United 
States  .Vrmy.  Pp.  712.  123  illustrations.  Price  $8.25. 

Washington,  D.C.,  Government  Printing  Office,  1969. 


Prematurity  and  the  Obstetrician  by  Denis  Cava- 
nagh,  M.D.  and  M.  R.  Talisman,  M.D.  Pp.  542.  Price 
$16.50.  Illustrated.  Xew  York,  Appleton-Century-Crofts, 
Division  of  Meredith  Publishing  Company,  1969. 


Symposium  on  the  Spine  by  American  Academy 
of  Orthopaedic  Surgeons.  Pp.  289.  Price  $19.50.  558 
Illustrations.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Morris  Fishbein,  M.D.,  An  Autobiography,  by 

Morris  Fishbein,  M.D.,  Pp.  505.  Price  $10.00.  24  Illustra- 
tions. Xew  York,  Doubleday  & Company,  Inc.,  1969. 


Personnel  Administration  and  Labor  Relations 
in  Health  Care  Facilities  by  James  O.  Hepner,  Ph.D., 
John  M.  Boyer,  M.A.  and  Carl  L.  Westerhaus  M.S. 
Pp.  391.  Price  $15.00.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 


Cardiovascular  Surgery,  Current  Practice.  Vol.  I. 
edited  by  Thomas  H.  Burford,  M.D.  and  Thomas  B.  Fer- 
guson, M.D.  Pp.  273.  134  illustrations.  Price  $18.00. 

St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


The  VTtreous  in  Clinical  Ophthalmology  by  Xor- 
man  S.  Jaffe,  M.D.  Pp.  310.  334  illustrations.  Price 

$32.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Davison’s  Compleat  Pediatrician  edited  by  Jay 
M.  Arena,  M.D.  9th  ed.  Pp.  792.  Price  $19.50.  Phila- 
delphia, Lea  & Febiger,  1969. 


Arrows  of  Mercy  by  Philip  Smith.  Pp.  244.  Price 
$5.95.  Xew  York,  Doubleday  & Company,  Inc.,  1969. 


Tobacco  and  Your  Health:  The  Smoking  Contro- 
versy by  Harold  S.  Diehl,  M.D.  Pp.  271.  Illustrated. 
Price  $2.95.  Xew  York,  VIcGraw-Hill  Book  Companv, 
1969. 


IManic  Depressive  Illness  by  George  Winokur,  M.D., 
Paul  J.  Clayton,  M.D.  and  Theodore  Reich,  M.D.  Pp. 
186.  Price  $6.50.  St.  Louis,  The  C.  V.  Mosby  Company, 
1969. 


Otolaryngology  edited  by  William  F.  Robbett,  M.D. 
Vol.  2.  Pp.  342.  453  illustrations.  Price  $27.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1969. 


A Manual  of  Antimicrobial  Therapy  by  George 
.V.  Pankey,  M.D.  Pp.  149.  Price  $5.50.  Springfield,  Ilk, 
Charles  C.  Thomas,  Publisher,  1969. 


War  Surgery  by  Camp  H.  M.  Smith.  Pp.  97.  Depart- 
ment of  Defense,  Pacific  Command,  United  States  of 
America,  1969. 


Symposium  on  Ocular  Pharmacology  and  Thera- 
peutics. Transactions  of  the  Xew  Orleans  .\cademy  of 
Ophthalmology.  Pp.  311.  98  illustrations.  Price  $27.50. 
St.  Louis,  The  C.  V.  Mosby  Company,  1970. 


Synopsis  of  Obstetrics  by  Charles  E.  McLennan, 
M.D.  and  Eugene  C.  Sandberg,  M.D.  Pp.  496.  212  illus- 
trations. Price  $9.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1970. 


Medicine  and  Stamps  edited  by  R.  Kyle,  M.D. 
and  M.  Shampo,  Ph.D.  Pp.  216.  Illustrated.  Price 
$1.00.  Chicago,  American  Medical  Association,  1970. 
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TUCKER  HOSPITAL, 

INC. 

212  West  Franklin  Street 

Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 

neurological  disorders.  Hospital  and  out-patient  sertdees. 

J.AMES  Asa  Shield,  M.D. 

Weir  M.  Tucker,  M.D. 

George  S.  Fultz,  Jr.,  IM.D. 

Catherine  T.  Ray,  M.D. 

Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-commlsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  (1):  Mrs.  Elizabeth  Harkins.  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  X.  ’'X'orkman,  M D (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 
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Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 


Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


Whatever  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


ica 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391  P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

M.  G.  Isaacson,  M.D. 

Medical  Director 
1861  N.W.  South  River  Drive 
Miami,  Florida 
Phone  642-3555 

A nonprofit-voluntary  hospital  for  the  treat- 
ment of  nervous  and  mental  disorders  and  the 
problems  of  drug  addiction  and  alcoholic  habit- 
uation. Modern  diagnostic  and  treatment  proce- 
dures including — Psychotherapy.  Insulin  & Elec- 
troshock, when  indicated.  Adequate  facilities  for 
recreation  and  out-door  activities.  Admissions 
are  made  without  regard  to  race,  color  or  na- 
tional origin. 

Information  on  request 

Member  NAPPH,  American  Psychiatric  Assn.,  & 
American  Hospital  Assn. 

Accredited  by  JCAH 
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physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  R.  C. 
Thompson,  Bartow  Memorial  Hospital,  Bartow,  Fla. 

GENERAL  PRACTITIONER  WANTED:  For 
private  practice,  pleasant  surroundings  in  Jacksonville 
area.  Seventy-five  bed  county  hospital  adjacent  to 
modern  office  building  with  two  colleagues.  Write 
C-842,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

FAMILY  PHYSICIAN  WANTED  to  join  an  estab- 
blished  two-man  professional  association.  $30,000 
guaranteed  first  year  earnings  plus  liberal  fringe  bene- 
fits of  a professional  corporation.  Partnership  agree- 
ment after  one  year.  New  60-bed  J C.\H-approved 
and  110-bed  E.C.F.  adjacent  to  office.  Randdl  Jen- 
kins, M.D.,  Inverness,  Fla.  32650  Phone  (904) 
726-2351 

WANTED;  M.D.  to  do  general  practice  in  fast 
growing  community  to  join  corporate  group  with 
profit-sharing  and  pension  trust  fund.  Have  60-hed 
JCAH  hospital.  Guaranteed  salary  $24,000.  Must 
have  Florida  license.  Contact  John  M.  Canakaris, 
M.D.,  Box  727,  Bunnell,  Florida  32010.  Phone  (904) 
437-3354. 

GENERAL  PRACTITIONER:  Opening  for  third 
man  by  July  1,  1970.  New  office  building  near  hos- 
pital. Salarj-  first  year,  partnership  later.  We  have  a 
beautiful  town  and  community  with  hills,  lakes  and 
oranges.  Contact  Drs.  B.  F.  Brokaw  or  J.  W.  Elmer, 
802  E.  Dixie  Ave.,  Leesburg,  Fla.  32748.  Phone  787- 
1324. 

FLORIDA  KEYS  PRACTICE  OPPORTUNITY 
for  young,  vigorous  G.P.  Delightful  resort  community 
with  time  to  enjoy  same.  Challenging,  busy,  reward- 
ing, sophisticated,  teaching-oriented  clinic  practice  with 
36-bed  JCAH  hospital — I.C.U.  and  C.C.U.  Need  asso- 
ciate. Salary  open.  Advancement,  partnership  possi- 
bilities. Many  extras.  Write  Lloyd  Damsey,  M.D., 
2805  US  #1,  Marathon,  Fla.  33050. 

WANTED:  GP  as  third  man  in  partnership.  Gen- 

eral practice  including  some  Ob.  Boynton  Beach  area, 
lower  East  coast.  Phone  (305)  732-2701. 


INTERNIST  WANTED:  Will  consider  internist- 

partner,  well-established  practice,  C.  W Bush,  M.D., 
F.\CS,  4337  Seagrape  Drive,  Lauderdale-by-the-Sea, 
Fla.  33308. 

PSYCHIATRIST  WANTED-NEEDED:  To  con- 
tinue county  solo  nine-year  practice  terminated  by 
sudden  death.  Office,  furniture,  files,  patients  ready, 
waiting.  Local  hospital  psychiatric  facility  newly  com-  I 
pleted.  Contact  Mrs.  Frederick  L.  Patry,  5912  River-  ’ 
view  Blvd.  W.,  Bradenton,  Fla.  33505.  J 

WANTED:  Ob-Gyn.  qualified  or  certified  man  to  ! 
join  a two-man  group  practice  in  Jacksonville.  Florida  : 
license  required.  Write  C-945,  P.  0.  Box  2411,  Jack-  - 
sonville,  Fla.  32203. 

WANTED:  General  surgeon  for  association  with 

mixed  group  in  central  Florida.  Salary  plus  percentage; 
all  expenses  paid;  share  coverage.  Contact  W.  T.  | 
Steele,  M.D.,  Bond  Clinic,  Winter  Haven,  Fla.  33880.  I 
Phone  (813)  293-1191.  I 

INTERNIST  W.\NTED:  Board  qualified  or  cer-  i 
tified  to  join  two  other  internists  in  private  practice  I 
in  Miami  Beach.  Salary  for  first  year  with  eventual 
full  partnership.  Write  C-918,  P.  O.  Box  2411,  Jackson- 
ville, Fla.  32203. 

INTERNAL  MEDICINE  PHYSICL\N  needed  in  ! 
27-man  multispecialty  group  located  Florida  Gulf  ■ 
coast.  Progressiv’e,  rapidly  growing  community  with  ' 
abundance  of  recreational  and  cultural  opportunities. 
Clinic  affiliated  with  200-bed  accredited  hospital  with 
immediate  and  long  range  expansion  plans.  No  in-  j 
vestment  required.  Contact  D.  M.  Schroder,  Ad-  ! 
ministrator.  Mease  Hospital  and  Clinic,  Dunedin, 
Fla.  33528. 

GENER.\L  SURGEON:  Board  certified  or  board  j 
qualified  for  long  established  multispecialty  group,  j 
Must  have  Florida  license  and  completed  military  ' 
obligation.  Contact  Jerome  J.  Coffey,  M.  D.,  The  ■ 
Hollvwood  Clinic,  P.  0.  Box  2308,  Hollywood,  Fla. 
33022.  Phone  (305)  923-4646. 

! 

W.\NTED:  Neurosurgeon.  Certified  or  eligible. 

Splendid  professional  and  economic  opportunity  in  pri- 
vate practice.  Active  Central  Florida  medical  com-  i 
munity,  500-bed  hospital,  many  cultural  and  recrea-  ; 
tional  opportunities.  Write:  Lakeland  Graduate  Medi-  | 
cal  Assembly,  P.  O.  Box  2335,  Lakeland,  Fla.  33803. 

WANTED:  Otolaryngologist.  Certified  and  eli- 

gible. Splendid  professional  and  economic  opportunity 
in  private  practice.  Active  Central  Florida  medical 
community,  500-bed  hospital,  many  cultural  and  rec- 
reational opportunities.  Write:  Lakeland  Graduate 

Medical  Assembly,  P.  O.  Box  2335,  Lakeland,  Florida 
33803. 


Specialists 

INTERNIST  WANTED:  For  private  practice 

netting  $24,000  yearly.  Pleasant  surroundings  in  Jack- 
sonville area.  Seventy-five  bed  county  hospital  ad- 
jacent to  modern  office  building  with  two  colleagues. 
Write  C-871,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


Miscellaneous 

PHYSIATRIST  OR  PHYSICIAN  trained  in  phys- 
sical  medicine  and  rehabilitation,  full  time,  to  head 
department  of  new  128-bed  facility.  Salarj'  open.  Call 
(904)  791-0241  or  write  Cathedral  Health  Center, 
333  East  Ashley  St.,  Jacksonville,  Fla.  32202. 
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I : EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 

tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  internist,  ENT,  and 

dermatologist.  Write  C-901,  P.O.  Box  2411,  Jackson- 
j ville,  Fla.  32203. 

PHYSICIANS  WANTED:  General  practice  and 

internal  medicine  group  in  North  Miami  desires  an  as- 
sociate. Salary  leading  to  full  partnership.  Corporate 
: benefits.  Contact  Val  Bloch,  M.D.,  12570  N.E.  7th 
' .\ve..  North  Miami,  Fla.  33161. 

IMMEDIATE  OPENING:  For  Florida  licensed 

physicians  for  the  emergency  room  department.  Excel- 
lent working  conditions;  salary  open;  fringe  benefits. 
I Contact  Mr.  Kenneth  Wood,  Administrative  -■Assistant, 
i Memorial  Hospital,  Hollywood,  Fla.  33021. 

ADDITIONAL  PHYSICIANS  NEEDED:  For  as- 

sociation. group  or  solo  practice.  Fields  of  practice 
in  short  supply:  GP,  allergy,  dermatology,  geriatrics, 
internal  medicine,  obstetrics  and  pathology.  Two  hos- 
pitals in  county  of  rapid  growth.  Contact  Carl  N. 
Reilly,  M.D.,  304  Nesbit  St.,  Punta  Gorda  33950. 
Phone  (813)639-1758. 

PHYSICL\NS  NEEDED:  Tallahassee,  Leon  County, 
Northwest.  General  practitioners,  internists  and  pedia- 
tricians in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 


Locum  tenens 

LOCUM  TENENS:  One  or  two  weeks  this  sum- 

mer internal  medicine  or  family  practice.  Prefer  cen- 
tral Florida,  east  coast.  Write  C-948,  P.  O.  Box  2411, 
Jacksonville,  Fla.  32203. 


situations  wanted 

LOC.\TION  DESIRED:  G.P.,  recent  medical 

school  graduate  with  Florida  license  and  completed 
military  obligation.  Would  like  to  locate  in  central 
or  southern  Florida,  area  of  30,000  population  or 
less.  Write  C-949,  P.  O.  Box  2411,  Jacksonville,  Fla. 
32203. 

POSITION  WANTED:  Vascular  surgeon,  board 

certified,  desires  association  or  group  practice.  Licensed 
in  Florida,  military  obligations  completed.  Write 
C-929,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 

■\NESTHESIOLOGIST,  board  certified,  40  years 
old,  trained  major  medical  center,  12  years  experience 
all  phases  anesthesia  including  inhalation  therapy. 
Resigning  large  group  practice  in  near  future.  Licenses 
Florida,  New  York,  DNB.  Desires  private  practice  or 
supervising  department  or  combination.  Can  relocate 
anywhere.  Size  of  hospital  not  material  but  must  have 
active  surgical  schedule.  Write  C-947,  P.O.  Box  2411, 
Jacksonville,  Fla.  32203. 

CLINICAL  MICROBIOLOGIST:  BA,  Florida  li- 

censed laboratory  technologist  with  13  years’  experience. 
Desires  position  as  a microbiologist  with  hospital  or 
medical  center.  Write:  John  H.  Brinser,  1225-B  East 
142nd  Ave.,  Tampa,  Florida  33612. 

RADIOLOGIST:  Wishes  to  relocate  in  Florida. 
Experienced  in  diagnostic  roentgenology,  radiation 
therapy  including  cobalt.  Have  .\.E.C.  license  in 
isotojjes.  Age  58.  Interested  in  office  and/or  hospital 
practice.  Have  Florida  license.  Write  C-939,  P.O.  Box 
2411,  Jacksonville,  Fla.  32203. 


practices  available 

FOR  S.^LE:  Well  established  internal  medicine 

practice  and  office  building  in  excellent  location  in 
North  Miami.  Facilities  adequate  for  one  or  more 
physicians.  Write  11015  N.E.  8th  Ct.,  Miami,  Fla. 
33161. 


equipment 

FOR  S.-\LE:  Fluoroscope  (cornerscope  model). 

■\-l  condition.  Space-saver,  could  be  set  in  any  office 
corner.  Reasonable  offer  takes  it.  Call:  Dr.  Brown- 
stone  864-9491,  Bay  Harbor  Islands,  Fla.  33154. 


real  estate 

OFFICE  SP.\CE  .\V.\IL.\BLE:  Need  pediatrician 
and  general  practitioner  in  Lantana  Shopping  Center. 
-\t  present  are  four  physicians  and  an  optometrist. 
Write  Joseph  Schober,  President,  Lantana  Shopping 
Center,  P.  O.  Box  3677,  Lantana,  Florida  33462  or 
phone  (305)  585-8911. 

FOR  S.ALE:  A complete  office  equipped  for  one 

general  practitioner  or  more.  I am  a member  of  a 
group  of  ten  doctors,  all  in  the  same  building,  all  with 
individual  practices — no  partnerships.  In  fast  growing 
area.  Write  Box  333,  Clearwater,  Fla.  33515. 

OFFICE  SPACE  .AVAILABLE:  Located  on  Uni- 
versity Boulevard  across  street  from  Memorial  Hospital, 
Jacksonville.  Ideal  for  physician’s  suites.  Will  build 
to  specification.  Will  finance  equipment.  Contact  Eli 
Sleiman,  867  Waterman  Rd.,  S.,  Jacksonville,  Fla. 
32207.  Phone  398-5179  or  396-3807. 

DOCTOR’S  SUITES  BUILT  TO  SPECIFICA- 
TION on  Lone  Star  Road  and  Mill  Creek  Road, 
Jacksonville.  Professional  building  located  in  rapidly 
expanding  center.  Terms  can  be  arranged.  Will  finance 
equipment.  Contact  Eli  Sleiman,  867  Waterman  Rd., 
S.,  Jacksonville,  Fla.  32207.  Phone  398-5179  or  396- 
3807. 

FOR  YOUR  OFFICE  SPACE  NEEDS  in  any 
section  of  the  city  call  Eli  Sleiman,  867  Waterman 
Rd.,  S.,  Jacksonville,  Fla.  32207.  Will  finance  equip- 
ment. Phone  398-5179  or  396-3807. 

CHOICE  DOCTOR’S  LOC.\TION  for  three  or 
four  office  medical  building  on  University  Boulevard 
one  block  from  .\tlantic  Boulevard.  Will  sell  property 
or  design  and  build  for  you  to  own.  .\lso  have  loca- 
tion on  University  Boulevard  three  quarters  mile  south 
of  Jacksonville  University.  Call  John  McMullen, 
(904)  353-0946,  8:30  to  5:00  weekdays. 

EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  assodates,  and  is  with- 
out charge. 
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HOSPITAL 

[Formerly  Hill  Crest  Sanitarium} 


7000  5TH  AVENUE  SOUTH 
Box  2896,  Woodlawn  Station 
Birmingham,  Alabama  35212 
Phone;  205-836-7201 


A patient  centered 
independent  hospital  for 
intensive  treatment  of 
nervous  disorders . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  43 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  A.  Becton,  M.D.,  F.A.PJV. 

CLINICAL  DIRECTORS: 

James  K.  Ward,  M.D.,  F.AP.A. 
Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRI- 
VATE  PSYCHIATRIC  HOSPITALS  . . . 
ALABAMA  HOSPITAL  ASSOCIATION  . . . 
BIRMINGHAM  REGIONAL  HOSPITAL 
COUNCIL; 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals. 


C/t6St 

HOSPITAL 

BIRMINGHAM,  ALABAMA 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


James  T.  Cook  Jr.,  M.D.,  Marianna,  President 

Fi-OYT)  K.  Hurt,  M.D.,  Jacksonville,  President-Flea 

Richard  C.  Dever,  M.D.,  Miami,  Vice  President 

Ch.arles  K.  Doneg.an,  ^^.D.,  St.  Petersburg,  Speaker  of  the  House 

Franklin  J.  Ev.ans,  M.D.,  Coral  Gables,  Vice  Speaker 

James  VT.  VTalker,  M.D.,  JacksonviUe,  Seaetar>-Treasurer 

Henry  J.  B.abers  Jr.,  M.D.,  Gainesville,  Immediate  Past  President 

VT.  H.arold  P.arham,  Jacksonville,  Executive  Vice  President 


I VTilliam  j.  Hutchison,  M.D.,  Tallahassee,  Allied  Professions  and  Vocations 
John  J.  Cheleden,  M.D.,  Daytona  Beach,  Judicial 
I Joseph  C.  Von  Thron,  M.D.,  Cocoa  Beach,  Legislation  and  Public  Agencies 
Jack  A.  MaCris,  M.D.,  St.  Petersburg,  Medical  Economics 
Chairmen  Thom.as  B.  Thames,  >I.D.,  Orlando,  Medical  Services 
Rich.ard  C.  Dever,  M.D.,  Miami,  Scientific  Activities 
W.  Dean  Steward,  M.D.,  Orlando,  Special  Aaivities 
Joseph  G.  Matthews,  M.D.,  Orlando,  Specialn-  Medicine 
Fr-ANK  L.  Creel,  M.D.,  Pensacola,  Voluntar>-  Health  .Agencies 


Next  Annual  Meeting:  May  5-9,  1971,  Miami  Beach 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUITl*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debihtated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  sahvation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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Although  tinea  versicolor  is  not  a seri- 
ous disease  it  is  chronic  and  recurrent 
and  specific  treatment  is  cosmetically 
important.  “Of  the  wide  variety  of 
compounds  recompiended  for  the  treat- 
ment of  tinea  versicolor,  sodium  thio- 
sulphate still  remains  the  standard.”* 
However,  when  sodium  thiosulfate  is 
administered  alone  it  decomposes 
rapidly  and  produces  an  offensive  odor. 
These  disadvantages  have  been  largely 
eliminated  by  the  development  of 
TINVER  Lotion,  which  contains 
sodium  thiosulfate  and  salicylic  acid 
iuMICELA®base.t 

TINVER— the  likable  lotion 
for  tinea  versicolor— is  clini- 
cally effective,  cosmetically 
acceptable,  and  easy  to  apply. 

It  produces  rapid,  visible 
improvement  without  the 
objectionable  features  of  oily 
pastes  and  odorous  solutions. 

Patient  acceptability  encour- 
ages continued  therapy  with- 
out interruption.  TINVER  is 


practical  and  economical  for  long-term 
therapy. 

Indications : For  topical  use  in  the 
treatment  of  tinea  versicolor. 
Precautions:  If  signs  of  irritation  or 
sensitivity  develop,  discontinue  use. 
Do  not  use  on  or  about  the  eyes. 
Dosage  and  Administration : Thor- 
oughly wash,  rinse,  and  dry  the  affected 
area  before  applying  medication.  Apply 
a thin  film  of  the  lotion  twice  a day,  or 
as  directed.  Although  diagnostic  evi- 
dence of  the  tinea  versicolor  may  dis- 
appear in  a few  days,  it  is  advisable  to 
continue  treatment  for  a much 
longer  period.  Clothing  should 
be  boiled  to  prevent  reinfection. 

Supply:  5 oz.  polyethylene 
squeeze  bottle. 

♦McClarin,  W.  M.,  and  Knox,  J.  M.: 
Cutis  3:619  (June)  1967. 

tThe  MICEL  A®  base  is  a thixotropic 
gel  of  colloidal  alumina  with  unique 
compounding  properties.  The  base 
dries  to  an  invisible  film  that  holds 
ingredients  on  the  skin  without 
powdering  or  flaking. 


Tinver  Lotion 

Sodium  tliiosulfate  USP  25%,  salicylic  acid  USP  1%,  isopropyl  alcohol 
NF  10%,  and  propylene  glycol  USP,  in  a MICEL  A base  of  menthol 
USP,  disodium  edetate,  colloidal  alumina,  and  purified  water  USP. 

BARNES-HIND  LABORATORIES 

Subsidiary  of  Barnes-Hind  Pharmaceuticals,  Inc. 

Sunnyvale,  Calif.  94086 


■ to  help  restore 
and  stabilize 
he  intestinal  flora 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances^,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.2.3.4.r>,6 


■ for  fever  blisters 
and  canker  sores  of 
lerpefic  origin 


Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  hulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore,  Maryland  21201 

( #LX06 ) 


References: 

(1)  Siver,  R.  H.;  CMD,  21:109,  September  1954.  (2)  Frykman,  H.  H.:  Minn.  Med.,  38:19-27,  January  1955.  (3) 
McGivney,  J,:  Tex.  State  Jour.  Med.,  51:16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac., 
15:15-16,  October  1965.  (5)  Weekes,  D.  J.:  NY  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Ellis,  S.  and 
Spratt,  J.  S.;  JOUR.  AMER.  GER.  SOC.,  18:410-415,  May  1970. 


Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatin’300 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracycl  ines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  supennfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects.' Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  am.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare)  Kidney -rise  in  BUN,  apparently 
dose-related  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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MKLPI, 

•M  SWIMMER  S EAR, 

help  comes  fast  with  Furacin  Otic.  Diperodon  hydrochloride  provides  rapid 
relief  of  pain  and  pruritus  . . . antibacterial  Furacin  (nitrofurazone)  and  anti- 
mycotic Micofur  (nifuroxime)  combat  the  susceptible  pathogens. The  nonmac- 
erating, hygroscopic  vehicle  softens  cerumen  . . . penetrates  to  the  infection 
. . . permits  free  drainage. 

FURACIN  OTIC 

(nitrofurazone) 

antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  Furacin,  brand  of  nitrofur- 
azone, 0.375%  Micofur®,  brand  of  nifuroxime,  and  2°b 
diperodon  hydrochloride  dissolved  in  water-soluble,  non- 
drying,  hygroscopic  polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bac- 
terial otitis  media  and  otomycosis.  In  otitis  media,  this 
preparation  is  not  effective  if  the  tympanic  membrane  is 
intact. 

Furacin  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active 
against  a variety  of  gram-positive  and  gram-negative  organ- 
isms. Activity  versus  Pseudomonas  sp.  is  limited  to  certain 
strains.  Micofur  (nifuroxime)  is  active  against  Candida 
(Monilia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use 
and  is  more  likely  to  develop  in  eczematous  otitis  externa. 
To  minimize  such  reactions  (a)  limit  application  to  a week 
or  less,  and  (b)  avoid  use  of  excessive  amounts  which  may 
run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 
Supplied:  Bottle  of  15  cc.  with  dropper. 


” Originators  and  Developers  of  The  Nitrofurans 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK  13815 
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(continuous  release  torm) 


(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the 'nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetomines,  use  with  great  coution  in 
patients  with  severe  hypertension  or  severe  cardiovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentlol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleasont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympothomimetic  ogents,  it  may 
occasionally  cause  CNS  effects  such  as  Insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  controst,  CNS  depression  hos  been  reported.  In  o few  epileptics 
on  increose  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
voscu/ar  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmic,  polpilation,  ond  increosed  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a heolthy  young  male  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rosh, 
urficoria,  ecchymosis,  and  erythema.  Gostrointestinof  effects  such  as  diarrhea, 
constipation,  nouseo,  vomiting,  and  obdomlnal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  Include  two  each  of  bone  marrow 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscelloneous  odverse 
reactions  hove  been  reported  by  physicians.  These  include  comploints  such  as  dry 
mouth,  heodache.  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyurio. 

Convenience  of  tv/o  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  toblet 
doily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  odditional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-oo«a  / i/?o  / us.  patent  no.  3,ooi.sio 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC.  i 


PHILADELPHIA.  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed toblet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treotment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
stotic  foot  deformities.  Contraindications:  QUINAMM  Is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  ond  gostrointestinol  disturbance.  Discon- 
tinue use  if  ringing  in  the  eors,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosoge  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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INFORMATION  FOR  AUTHORS 


Manuscripts  submitted  for  publication  in  the  Journal 
I of  the  Florida  Medical  Association  should  be  double  or 
triple  spaced  on  white  bond,  including  title  page,  illustra- 
tion legends,  tables  and  table  headings,  footnotes  and 
references.  Only  original  papers  not  previously  published 
' are  considered  for  publication.  Manuscripts  submitted  for 
' publication  are  subject  to  review  and  approval  by  the 
, Journal  Publications  Committee.  All  manuscript  pages 
! should  be  numbered  consecutively.  Within  the  manuscript, 
I numbers  one  to  ten  should  be  spelled  out  except  when 
I used  for  units  of  measurement;  for  numbers  above  ten, 
arabic  numerals  should  be  used.  Borland’s  Medical  Dic- 
tionary and  Webster’s  International  Dictionary  may  be 
used  as  standard  references.  Scientific  (generic)  names  for 
drugs  should  be  used  when  possible.  Copyright  or  trade 
names  should  be  capitalized  when  used.  Submit  original 
manuscript  and  two  copies.  Copying  by  electrostatic  dry 
process  (not  wet  process)  is  preferred  to  tissue  copies. 
Retain  one  additional  copy  in  your  office  for  proofreading. 
All  material  is  submitted  with  the  understanding  it  is 
subject  to  editing. 

Titles  should  be  short,  specific  and  clear.  Omit  phrases 
such  as  “The  Use  of,”  or  “Observations  on.”  If  paper 
was  presented  at  a meeting,  indicate  name  of  organization, 
city,  month,  day  and  year. 

' Photographs  should  be  submitted  as  5x7  glossy  prints, 
untrimmed  and  unmounted;  number  each  photograph 
[ lightly  on  the  back  with  pencil  and  indicate  top. 

Line  art  such  as  charts,  graphs  and  medical  illustra- 
tions should  be  submitted  as  India  ink  drawings  on  white 
gloss  paper;  remember  to  make  details  large  enough  to 
allow  for  photographic  reduction. 

It  is  a policy  of  the  Journal  that  authors  pay  for  any 
! cuts  used  to  illustrate  their  papers. 

References  should  conform  to  the  style  of  the  Index 
Medicus:  name  of  author,  title  of  article,  name  of  pub- 
lication with  volume,  page  numbers,  month  and  year. 
Example:  McCollough,  N.  C.:  Emergency  Room  Treat- 
ment of  Venomous  Snakebite,  J.  Florida  M.  A.  55:317- 
318  (April)  1968.  References  should  be  typewritten,  dou- 
ble or  triple  spaced,  beginning  on  a new  sheet  of  paper 
entitled  “References.”  Number  references  in  the  text  in 
order  of  citation  and  prepare  bibliography  in  the  same 
order.  Use  superscript  arabic  numerals  to  cite  references. 
Authors  are  responsible  for  the  accuracy  of  bibliographies. 
The  Journal  Publications  Committee  reserves  the  right 
to  pass  upon  the  publication  of  any  bibliography.  Un- 
usually lengthy  bibliographies  may  be  referred  to  at  the 
end  of  the  text  with  the  statement  “References  are  avail- 
able from  the  author  upon  request.” 

OTHER  INFORMATION 

Subscription  price:  $7.00  per  year;  single  number,  70 
cents.  Volumes  begin  with  the  January  issue.  Subscrip- 
tions may  commence  at  any  time.  Back  numbers,  when 
available,  may  be  obtained  at  a slightly  increased  cost 
based  upon  age  and  availability.  Address  Journal  of  the 
Florida  Medical  Association,  P.O.  2411,  735  Riverside 
Avenue,  Jacksonville,  Fla.  32203.  Telephone  (904)  356- 
1571. 

Microfilm  editions  available  beginning  with  the  1967 
volume.  Address  inquiries  to  University  Microfilm,  300 
North  Zeeb  Road,  Ann  Arbor,  Mich.  48106. 

Display  advertising  rates,  as  periodically  published  by 
the  State  Medical  Journal  Advertising  Bureau,  Inc.,  Chi- 
cago, of  which  the  Journal  is  a subscriber,  are  available 
upon  request. 

Classified  advertising  rates  are  $5.00  per  insertion  for 
ads  of  25  words  or  less  and  20  cents  for  each  additional 
word. 

Deadline  for  all  material  is  the  first  of  the  month 
preceding  month  of  publication.  Acceptance  of  advertising 
is  contingent  upon  approval  of  the  Journal  Advertising 
Committee. 


THE  JOURNAL  OF  THE 


ASSOCIATION 


Editor 

(Jlyde  M.  Collins,  M.D. 

Editor  Emeritus 

Franz  H.  Stewart,  M.D. 

Associate  Editors 
Richard  M.  Fleming,  M.D. 
Oscar  W.  Freeman,  M.D. 
William  M.  Straight,  M.D. 

Assistant  Editors 
Charles  S.  Herron  Jr.,  M.D. 

Colin  Kendall,  M.D. 
Willard  E.  Manry  Jr.,  M.D. 
Edward  N.  Willey,  M.D. 

Managing  Editor 

Louise  Rader 


JULY  COVER 
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Mylanta 

24  million  hours 

a day* 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G,l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


PHARMACEUTiCAlS  Pasadena,  Calif.  91 109 


Division  of  Alios  Chemical  Industries,  Inc.,  Wilmington,  Del,  19899 


iyou  can  hang  on  for  a few  more  minutes,  Doctor 
’n  sure  I’ll  sneeze  again.” 


Ksneeze.  And  sneeze  some  more.  But  with  Novahis- 
if  LP,  most  patients  get  prompt  and  long-lasting 
i from  the  symptoms  of  allergies  and  colds.  These 
rnuous-release  tablets  have  a vasoconstrictor-anti- 
i'Tiine  formulation  that  begins  working  in  minutes, 
e continues  to  provide  relief  for  hours.  Even  when 
15  congestion  is  due  to  repeated  allergic  episodes, 
f Novahistine  LP  tablets,  morning  and  evening,  let 


most  patients  breathe  freely  all  day  and  all  night.  Use 
with  caution  in  individuals  with  severe  hypertension 
diabetes  mellitus,  hyper-  1 • j.*  ® 

thyroidism  or  urinary  JNOVail  1811116 

retention.  Caution  am-  LP 


bulatory  patients  that 
drowsiness  may  result. 


decongestant 

(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 


THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vb  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORirf' 

brand 

POLYMYXIN  B-BACITRAGIN-NEOMfClN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Clinical  Extension 
of  a pure 
^Smooth  Muscle 


^ 


TROCINATE’ 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  fast  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 


...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 


BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 7.  Urol. 
73:487-93) 


PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


» overeating  ^ 

maybe  hazardous 

TOYOURHEALTK 


According  to  the  Framingham  Heart  Study, 
the  obese  face: 


86%  greater  risk  of  angina  pectoris, 

82%  greater  risk  of  diabetes, 

71  % greater  risk  of  coronary  heart  disease.* 


Obesity  may  also  aggravate  osteoarthritis, 
flat  feet,  intertriginous  dermatitis,  varicose 
veins,  and  ventral  or  diaphragmatic  hernias.’*^ 


. a:  - 

\ '■ 
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rou  are  considering  weight  reduction,  consider 

phenmetrazine  hydrochloride 
Endurets® 

' prolonged-action  tablets 

Often  effective 

Controlled  studies  in  a general  patient  popu- 
lation have  shown  that  when  Preludin  is  used 
with  diet,  the  rate  of  weight  loss  exceeds 
that  obtained  by  placebo  and  diet. 

Long  acting 

Slow,  even  release  of  the  active  principle 
usually  suppresses  appetite  continuously  for 
about  12  hours. 

Once-a-day  dosage 

One  Endurets  tablet  after  breakfast.  It  helps 
reduce  weight  and  costs,  conveniently. 

For  contraindications,  warning,  precautions, 
and  adverse  reactions,  please  see  the  full 
prescribing  information. 

It  is  summarized  on  this  page. 

Where  there’s  no  will  there’s  a therapeutic  way 


•Among  persons  20%  or  more 
overweight  as  compared  with 
median  weight  for  persons  of 
like  height  and  sex. 

1.  Kannel.  W.B.,  et  a!.:  Circula- 
tion 35:734,  1967. 

2.  Thomas,  H.E.,  Jr.,  et  at.:  Med. 
Times  95:1099,  1967. 

3.  Albrink,  M.J.,  in:  Beeson, 

P.B.  & McDermott,  W.  (eds.): 
Cecil-Loeb  Textbook  of  Medicine, 
ed.  12,  Phila.:  W.B.  Saunders 
Co.,  1967. 

Preludin® 

phenmetrazine  hydrochloride 

Preludin  is  indicated  only  as  an 
anorexigenic  agent  in  the  treat- 
ment of  obesity.  It  may  be  used  in 
simple  obesity  and  in  obesity 
complicated  by  diabetes,  mod- 
erate hypertension  (see  Pre- 
cautions), or  pregnancy  (see 
Warning). 

Contraindications:  Severe 
coronary  artery  disease,  hyper- 
thyroidism, severe  hypertension, 
nervous  instability,  and  agitated 
prepsychotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during  the 
first  trimester  of  pregnancy  un- 
less potential  benefits  outweigh 
possible  risks.  There  have  been 
clinical  reports  of  congenital  mal- 
formation, but  causal  relation- 
ship has  not  been  proved.  Animal 
teratogenic  studies  have  been 
inconclusive. 

Precautions:  Use  with  caution  in 
moderate  hypertension  and 
cardiac  decompensation.  Cases 


involving  abuse  of  or  depend- 
ence on  phenmetrazine  hydro- 
chloride have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for  its 
central  stimulant  effect,  and  have 
resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood 
or  behavior  changes,  hallucina- 
tions or  delusions.  Do  not  exceed 
recommended  dosage. 

Adverse  Reactions:  Dryness  or 
unpleasant  taste  in  the  mouth, 
urticaria,  overstimulation, 
insomnia,  urinary  frequency  or 
nocturia,  dizziness,  nausea,  or 
headache. 

Dosage:  One  25  mg.  tablet  b.i.d. 
or  t.i.d.  Or  one  75  mg.  Endurets 
tablet  a day,  taken  by  mid- 
morning. 

Availability:  Pink,  square,  scored 
tablets  of  25  mg.  for  b.i.d.  or 
t.i.d.  administration,  in  bottles  ol 
100  and  1000. 

Pink,  round  Endurets®  prolonged- 
action  tablets  of  75  mg.  for 
once-a-day  administration,  in 
bottles  of  100  and  1000. 
(B)R3-46-560-B 

For  complete  details,  please  see 
full  prescribing  Information. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HALLMARK  MEDICAL  SERVICES,  IN( 


1266  'rurncr  Street 
Clearwater,  Fla. 

Call  collect  813-442-6107 


President's  Page 


Let’s  Take  It  From  Here 


It’s  all  in  here — the  complete  transcript  of  the  meeting  of  the  House  of  Delegates.  This  is  what 
your  Board  of  Governors  must  implement  during  the  coming  year.  There  were  strong  and  sincere 
differences  of  opinion  about  a good  many  things;  obviously,  everyone  cannot  be  pleased  with  all 
the  decisions  of  the  House.  We  must  all  try  our  best  to  make  them  work.  It  will  take  cooperation 
and  a great  deal  of  effort. 

Experience  certainly  is  a great  help  in  working  for  FM.A.  This  was  my  sixth  year  sitting  up 
front  in  the  House  of  Delegates.  Henry  Babers  and  I were  surreptitiously  making  predictions  on 
the  outcome  of  the  closely  contested  questions;  in  every  instance  our  predictions  were  accurate.  I 
think  we  both  know  what  the  House  wants  done.  We  shall  certainly  try  to  do  everything  you  have 
told  us  to  do.  You  who  lost  your  fights:  remember  we  have  to  abide  by  the  will  of  the  majority. 
I was,  predictably,  on  the  losing  side  of  a few  votes  myself. 

Younger  members  of  the  FMA  have  been  placed  in  key  committee  assignments;  three  as  coun- 
cil chairmen.  This  is  no  new  precept;  my  antecedents  as  president  have  done  the  same.  By  the  same 
token,  the  e.xperience  and  knowledge  of  the  older  active  members  must  be  utilized.  I think  we  have 
a balanced  organization  in  this  respect. 

At  the  direction  of  the  House,  an  ad  hoc  committee  is  being  appointed  to  consider  changes  in  the 
structure  of  the  FM.\.  I am  quite  interested  in  what  this  committee  will  say.  There  is  no  doubt  that 
we  can  improve  our  association.  The  only  question  is  that  of  method;  can  we  make  better  gains  by 
more  effective  utilization  of  the  present  structure,  or  do  we  need  an  internal  rebuilding  program? 
The  main  thing  is  that  we  must  all  work  together  now,  more  than  at  any  time  in  our  history  as  an 
organization. 
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"Mommy, 

I don’t  feel 
so  good... 


Young  heads  and  stomachs  often  can’t  manage  the 
pace  of  hu  rry-up-and-stop  for  the  light .. . 
or  going  up  hill,  down  hill,  and  around  the  curve. 

All  too  quickly  a pleasant  drive  can  become 
an  upsetting  trip.  Motion  sickness  makes  chiidren— 
and  their  parents— absoiuteiy  miserabie. 

You  can  help  make  young  patients 
better  passengers  with 

(MECLIZINE  HCI) 

Bonine  protects  most  patients— young  or  old— 
against  nausea  and  vomiting  up  to  24  hours 
with  asingle  dose.  Pleasant-tasting  Bonine  tablets 
are  chewable.  They  can  be  taken  anytime, 
anywhere,  without  water.  In  difficult  cases, 
multiple  daily  doses  may  be  necessary 
for  maximum  response. 


Precautions;  Although  the  incidence  of  drowsiness  and  atropine-like  side 
effects  such  as  dry  mouth  and  blurring  of  vision  is  low,  the  physician  should 
alert  the  patient  to  the  need  for  due  precautions  when  engaging  in  activities 
where  alertness  is  mandatory.  Use  in  women  of  childbearing  age:  In  weigh- 
ing potential  benefits  vs.  risk  in  women  of  childbearing  age,  consider  the 
fact  that  a review  of  avaiiabie  animai  data  reveals  that  meclizine  exerts  a 
teratogenic  response  in  the  rat.  In  one  study  a dose  of  50  mg. /kg. /day  (50 
times  the  maximum  recommended  human  dose)  produced  cleft  palate  in  2 
of  87  fetuses  when  administered  to  the  rat  at  critical  times  during  the  first 
15  days  of  gestation.  At  doses  of  125  mg. /kg. /day,  meclizine  will  produce 
100%  incidence  of  cleft  palate  in  the  rat.  At  doses  of  25  mg. /kg. /day,  de- 
creased caicification  of  the  vertebrae  and  relative  shortening  of  the  limbs 
were  aiso  produced  in  the  rat,  but  experts  disagree  as  to  whether  this  is  a 
teratogenic  response.  Whiie  avaiiabie  clinical  data  are  inconclusive,  scien- 
tific experts  are  of  the  opinion  that  this  drug  may  possess  a potential  for 
adverse  effects  on  the  human  fetus.  Consequently,  consideration  should  be 
given  to  initial  use  of  a nonphenothiazine  agent  that  is  not  suspected  of 
having  a teratogenic  potential.  In  any  case,  the  dosage  and  duration  of 
\ treatment  should  be  kept  to  a minimum. 

Supply:  25  mg.  scored  tablets. 

More  detailed  professional  information  available  on  request. 


LABORATORIES  DIVISION 

New  York.  N Y 10017 


No  wonder  you  see  so  many  more  cases  of  vaginal 
moniliasis  during  this  season.  A damp,  warm 
bathing  suit  provides  a perfect  breeding  ground  for 
fungal  invaders.  But  your  patients  need  not  suffer 
the  pain,  the  embarrassment  and  the  discomfort 
of  these  stubborn  infections.  Nor  the  disappointment 
which  comes  when  they  find  “the  cure  didn’t  take.” 

Candeptin  avoids  disappointment. 

With  Candeptin,  you  and  your  patients  have 
reason  for  confidence.  A single,  1 4-day  course 
of  therapy  with  Candeptin  is  usua 
to  eradicate  the  invader,  while  rapidly 
itching,  burning,  discharge  and  malodor. 

And  Candeptin  is  “cidal”  as  well  as  “static”; 

1 00  times  more  potent  than  nystatin  in  vitro, 
it  has  achieved  culture-confirmed  cure  rates  of 
90%  and  more  (even  in  notoriously  difficult 
pregnant  patients) . Why  not  maximize  your 
chances  of  success  by  adopting  effective,  well- 
tolerated  Candeptin  as  your  agent  of  first  choice? 

Agent  of  first  choice 

Candeptin 

candicidin  VAGINAL  TABLETS/OINTMENT 


the  fortnight 
fungicide  for 

PRIVATE 
ENEMY  NOl 


• Summer  time. ..monilia  time! 


CdTldGptirL  ®CANDICIDIN 
Formula: 

Candeptin  Vaginal  Ointment 
contains  a dispersion  of 
candicidin  powder  equivalent 
to  0.6  mg.  per  gm.  or  0.06% 
candicidin  activity  in  U.S.E 
petrolatum.  3 mg.  of  candicidin 
is  contained  in  5 gm.  of  ointment 
or  one  applicatorful.  Candeptin 
Vaginal  Tablets  contain 
candicidin  powder  equivalent  to 
3 mg.  (0.3%)  candicidin  activity 
dispersed  in  starch,  lactose  and 
magnesium  stearate. 

Indications: 

Vaginal  moniliasis  due  to  Candida 
albicans  and  other  Candida  species. 

Contraindications: 

Patient  sensitivity  to  any  of  the 
components.  During  pregnancy 
manual  tablet  insertion  may  be 
preferred  since  the  use  of  the 
ointment  applicator  or  tablet 
inserter  may  be  contraindicated. 

Caution: 

Clinical  reports  of  sensitization 
or  temporary  irritation  with 
Candeptin  Vaginal  Ointment  or 
Vaginal  Tablets  have  been 
extremely  rare.  To  avoid  re- 
infection, it  is  recommended  that 
the  patient  refrain  from  sexual 
intercourse  during  treatment 
or  the  husband  wear  a condom. 

Dosage: 

One  vaginal  applicatorful  of 
Candeptin  Ointment  or  one 
Vaginal  Tablet  is  inserted  high 
in  the  vagina,  twice  a day, 
in  the  morning  and  at  bedtime, 
for  14  days.  Treatment  may  be 
repeated  if  symptoms  persist 
or  reappear. 

Dosage  forms: 

Candeptin  Vaginal  Ointment 
is  supplied  in  75  gm.  tubes  with 
applicator  (14-day  regimen 
requires  2 tubes).  Candeptin 
Vaginal  Tablets  are  packaged 
in  boxes  of  28,  in  foil,  with 
inserter— enough  for  a full 
course  of  treatment.  Store  under 
refrigeration. 

Federal  law  prohibits  dispensing 
without  prescription.  Candeptin 
is  a registered  trade-mark  of 
Julius  Schmid,  Inc. 


JULIUS  SCHMID 
PHARMACEUTICALS 
New  York.  N.Y.  10019 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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SUSTAINED 

RELEASE 

VnAMIN  C 


CEVI-ND 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  Is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  Is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


After  <MiIy  cme  year 

Administered 
tomwepeoj^e 
dian  live  in 
St  Petersbum.* 


Injectable 

Garamvcin 

oentamian  I sulfate 


gentamian 


injection 


*An  estimated  208.000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  population  of  St.  Petersburg  is  205,000.  (Estimated  1969 
figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 


See  Clinical  Considerations  section  on  last  page... 


Mounting  acceptance  in  the  hospital... 


Proven 

clinical  effectiveness 


Respiratory  Infections 

Outstanding  results  in  serious 
gram-negative  respiratory  infections^’^ 

Garamycin  Injectable  may  prove  successful  where  other 
antibiotics  have  failed. 

Urinary  Tract  Infections 

Strikingly  effective  in  selected  urinary  tract  infections^ 

With  relatively  low  intramuscular  doses,  the  promptly  attained  levels  of 
Garamycin  achieved  in  the  urine  are  considerably  higher  than  the  concentrations 
required  for  effectiveness  against  virtually  all  susceptible  gram-negative 
pathogens.  (Appropriate  precautions  are  indicated  in  patients  with  impaired 
renal  function;  consult  Package  Insert  for  full  details.) 

Septicemia 

May  be  lifesaving^ 

Numerous  investigators  have  drawn  attention  to  the  value  of  Garamycin 
Injectable  in  the  treatment  of  gram-negative  septicemias,  often  complicated 
by  shock.  Many  hospital  strains  of  Serratia  are  susceptible.® 

W)unds  and  Burns 

Response  may  be  dramatic 

in  wounds  and  burns  complicated  by  sepsis^ 

The  established  efficacy  of  Garamycin  Injectable  against  Pseudomonas— 
as  well  as  most  other  gram-negative  pathogens— makes  it  an  especially  useful 
agent  in  the  treatment  of  infected  wounds  and  burns. 


Important  Precautionary  Note  Patients  receiving  treatment  with  Garamycin  Injectable 
(gentamicin  sulfate  injection)  should  be  under  close  clinical  observation  because  of  the  toxicity 
associated  with  the  use  of  the  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in  patients, 
primarily  those  with  preexisting  renal  damage,  treated  with  Garamycin  Injectable  for  longer  periods 
or  with  higher  doses  than  recommended. 

Garamycin  Injectable  is  potentially  nephrotoxic,  and  this  should  be  kept  in  mind  when  it  is  used 
in  patients  with  preexisting  renal  damage. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections  caused  by  susceptible  gram- 
negative bacteria,  with  due  regard  for  relative  antibiotic  toxicity.  (See  Clinical  Considerations  section.) 


./lounting  evidence  in  the  laboratory... 

Over  95%  graimi^citive 
[>ath(^ens  sensitive: 


lo  other  antibiotic  performed  comparably  in  vitro  against  gram-negative  pathogens. 

1 a nationwide  culture  audit  of  antibiotic  sensitivity  patterns,  sensitivity  reports  from  106  hospitals, 
eographically  representative  by  census  tract  and  of  varying  sizes,  were  analyzed.  During  the  three- 
lonth  period,  every  gram-negative  culture  slip  from  every  hospital  was  surveyed.  The  total  number  of 
ultures  involved  in  the  audit  was  97,091.  The  total  number  of  sensitivity  determinations  was  643,503. 


Pathogens 

Percentage  of  sensitive  strains 

Number  of  strains  tested 

Antibiotics* 

Garamycin 

Kanamycin 

Cephalothin 

Cephaloiidine 

Ampicillin 

Colistimethate 

Chloramphenicol 

Tetracycline 

Klebsiella 

pneumoniae 

99.5% 

962 

84.7% 

992 

86.2% 

995 

76.1% 

67 

32.7% 

1,020 

96.3% 

640 

82.9% 

1,028 

77.1% 

1,026 

Aerobacter 

aerogenes 

95.9% 

2,739 

86.1% 

2,818 

53.5% 

2,985 

58.8% 

1,514 

22.7% 

3,066 

88.6% 

2,603 

85.8% 

3,071 

67.8% 

2,981 

Klebsiella 
aerobacter  group 

98.8% 

566 

83.9% 

547 

66.1% 

522 

60.5% 

276 

28.0% 

553 

89.5% 

560 

86.2% 

587 

62.8% 

433 

Klebsiella, 
all  others 

92.7% 

2,944 

83.3% 

3,186 

77.4% 

2,976 

67.5% 

627 

13.5% 

2,883 

95.0% 

2,105 

81.6% 

3,212 

70.6% 

3,063 

Pseudomonas 

aeruginosa 

91.6% 

4,528 

29.8% 

4,460 

6.6% 

4,418 

6.6% 

1,279 

6.0% 

4,360 

91.3% 

3,852 

26.9% 

4,608 

26.4% 

4,404 

Proteus, 

Indole-positive 

91.8% 

1,031 

85.8% 

1,062 

39.9% 

981 

54.1% 

364 

40.2% 

1,042 

10.3% 

758 

76.1% 

1,096 

42.1% 

1,051 

Proteus  mirabllls, 
indole-negative 

94.9% 

3,272 

90.1% 

3,378 

83.1% 

3,290 

77.5% 

975 

78.0% 

3,274 

8.8% 

2,634 

85.9% 

3,469 

26.8% 

3,278 

Proteus, 

unspecified 

96.2% 

1,335 

85.8% 

1,371 

71.7% 

1,434 

70.0% 

647 

64.7% 

1,435 

11.2% 

1,233 

76.0% 

1,421 

22.4% 

1,298 

Escherichia  coli 
and  all  other 
Escherichias 

96.4% 

12,557 

91.4% 

12,818 

87.8% 

12,686 

88.8% 

4,251 

74.6% 

12,899 

95.4% 

10,623 

94.1% 

13,086 

70.0% 

12,559 

Paracolobactrum, 

all 

93.4% 

303 

88.9% 

325 

62.0% 

305 

74.2% 

62 

43.8% 

340 

80.9% 

215 

87.1% 

350 

72.6% 

340 

Conform  bacteria 

99.0% 

593 

91.2% 

649 

81.5% 

637 

66.7% 

21 

52.7% 

624 

95.6% 

607 

91.6% 

678 

76.1% 

637 

Totals 

95.1% 

30,830 

80.5% 

31,606 

65.3% 

31,229 

68.1% 

10,083 

50.3% 

31,496 

75.8% 

25,829 

79.7% 

32,606 

56.5% 

31,070 

Gram-positive  (included  for  consistency  with  Package  Insert,  not  an  approved  indication) 

Staph— S.  aureus, 
coagulase-positive 

97.4% 

1,548 

88.8% 

1,458 

97.7% 

2,050 

98.7% 

636 

61.1% 

1,559 

20.4% 

628 

94.4% 

2,123 

83.7% 

1,966 

Staph— S.  aureus, 
unspecified 

99.3% 

993 

92.8% 

902 

98.1% 

1,289 

95.3% 

213 

45.8% 

1,153 

29.3% 

116 

96.4% 

1,427 

82.3% 

1,360 

•Adapted  from  a three-month,  nationwide  hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc.,  Dedham.  Massachusetts  (mid-May  to  mid-August,1969).® 
Antibiotics  with  significant  gram-negative  spectra  are  included.  Organisms  are  listed  as  reported  by  laboratory. 

Sensitivity  testing  was  done  by  the  disc  method,  a generally  reliable  test  in  the  hospital  setting.  It  should  be  noted,  however,  that  the 
results  with  GARAMYCIN  were  somewhat  higher  than  the  results  reported  where  the  tube  dilution  technique  was  used.  (See  Clinical 
Considerations  section  which  follows.)  The  concentration  of  the  GARAMYCIN  disc  was  10  meg. 

Whereas  standard  testing  methods  were  used  by  all  ho^itals,  it  is  acknowledged  that  in  a survey  of  this  kind  considerations  such  as 
differences  in  methodology  are  possible  sources  of  error.  The  comparative  percentage-sensitivity  results  derived  from  a survey  of  this  kind 
are.  therefore,  not  absolute.  One  should  keep  in  mind  also  that  the  proper  selection  of  an  antibiotic  is  based  not  only  on  susceptibility 
testing  but  on  relative  toxicity  and  other  clinical  considerations  as  well. 

It  is  felt,  nonetheless,  that  the  broad  scope  of  the  survey  and  the  extreme  care  in  data  collection  and  tabulation  permit  a conclusion 
that  the  results  are  generally  representative  of  current  nationwide  antibiotic  sensitivity  patterns. 

Injectable 

Goramyan 

oentamian  I sulfate 


gentamian 


injection 


See  Clinical  Considerations  section  on  last  page... 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 

bacteriajt 

Less  Severe 
0.8-1.2  mg./kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  tire 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious/ Life- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

8 mg./kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

To  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./kg.  GARAMYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  Garamycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella- Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULFATE 
(TUBE  DILUTION  STUDIES) 


No.  of 

No.  of  Strains 
(%)  Inhibited  by: 

No.  of 

Strains 

4 mcg./cc. 

8 mcg./cc. 

In  Vitro 

BACTERIA 

Tested 

or  less 

or  less* 

Studies 

Staphylococcus  aureus 
Pseudomonas 

1,210 

1,200 

(99%) 

1,206 

(99%) 

11 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 
Indole-positive  and 

836 

736 

(88%) 

779 

(93%) 

11 

indole-negative 
Proteus  species 

477 

210 

(44%) 

358 

(75%) 

12 

Klebsiella-Aerobacter 

species 

292 

205 

(70%) 

231 

(79%) 

10 

♦Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source:  Package  Insert 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative;  1.  Bacteremia:  2.  Infected 
surgical  wounds:  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections;  and  5.  Selected 
cases  of  urinary  tract  infection. 

Contraindications:  Garamycin  Injectable  is  contraindicated  in 
individuals  with  a history  of  hypersensitivity  or  toxic  reactions  to 
gentamicin. 


Warnings:  Patients  receiving  treatment  with 
GARAMYCIN  should  be  under  close  clinical 
observation  because  of  the  toxicity  associated 
with  the  use  of  this  drug.  Ototoxicity,  vestib- 
ular and  auditory,  can  occur  in  patients,  primarily  those  " 
pre-existing  renal  damage,  treated  with  GARAMYCIN  Inject  i 
usually  for  longer  periods  or  with  higher  doses  than  recommeu  L 
GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  j 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre-exis  ? 
renal  impairment.  Kidney  function  diminished  by  infection  of  | 
upper  urinary  tract  may,  however,  improve  during  effective  tii 
ment  with  Garamycin  Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  sudi 
streptomycin  and  kanamycin  or  of  potentially  nephrotoxic  d j 
such  as  polymyxin,  colistin,  and  kanamycin  with  gentamicin  sui  [ 
has  not  been  shown  to  afford  any  clinical  advantages  and,  morel 
may  result  in  additive  toxicity.  Monitoring  of  vestibular,  cochj 
and  renal  function  will  provide  guidance  for  therapy  in  such  c | 
Precautions:  In  patients  with  impaired  renal  function  in  wl  i 
serious  infection  develops,  serum  concentrations  of  the  drug  i 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  j 
tients  or  in  those  in  whom  recommended  dosage  or  duratioij 
therapy  must  be  exceeded  as  a life-saving  measure,  routiner  stuj 
of  kidney  function  should  be  performed  when  possible.  These  ) 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  fi  | 
tion  and  measurement  of  serum  concentration  of  the  drug  w | 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintai  I 
below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  ototoxicity  ^ 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 t(| 
days  or  be  repeated  unless  required  for  serious  infection  not : 
sponsive  to  other  agents. 

As  with  other  antibiotics,  treatment  with  Gar.amycin  Inject  i 
may  occasionally  result  in  overgrowth  of  nonsensitive  organism  i 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use-  in  pregnancy  or  the  potential  for  fetal  ototoxicit 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant 
mals  have  not  revealed  teratogenic  or  ototoxic  effects  in  the  ft 
Garamycin  Injectable  should  not  be  used  in  pregnant  patient 
in  women  of  childbearing  age  unless  its  use  is  deemed  advis: 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  considt 
related  to  treatment  with  Garamycin  Injectable  was  2.8  per  i 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  v 
relevant  to  most  patients)  were  as  follows:  10  had  azotemia, 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently 
ceived  other  potentially  ototoxic  antibiotics  (streptomycin  or  k< 
mycin),  and  5 were  over  60  years  of  age.  Six  also  had  decree 
high-tone  hearing  acuity,  which  returned  to  or  toward  norma 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  she 
increases  in  BUN  that  were  probably  related  to  treatment  v 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  reh 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients, 

4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  insta 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depress 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  repoi 
and  possibly  treatment-related  adverse  reactions  were  anemia, 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotens 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  tr; 
aminase  activity  (SGOT  or  SGPT),  increased  serum  bilirubin, 
creased  serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiple-t 
vials,  for  intramuscular  administration. 

References:  (1)  Brayton,  R.  G.,  and  Louria,  D.  B.;  Gentamicir 
gram-negative  urinary  and  pulmonary  infections.  Arch.  Int.  ^ 
114:205,  1964.*  (2)  Louria,  D.  B.;  Young,  L.;  Armstrong,  D., 
Smith,  J.  K.:  Gentamicin  in  the  treatment  of  pulmonary  infecth 
J.  Infect.  Dis.  779:483,  1969.  (3)  Cox,  C.  E.:  Gentamicin,  a i 
aminoglycoside  antibiotic:  Clinical  and  laboratory  studies  in  urir 
tract  infections,  J.  Infect.  Dis.  779:486,  1969.  (4)  Groll,  E.:  Clin 
experience  with  gentamicin,  data  from  12  German  clinics,  in  G 
tamicin:  First  International  Symposium,  Paris,  January  1! 
Lucerne,  Essex  Chemie  AG,  pp.  121-128.*  (5)  Jackson,  G.  G.:  Lab( 
tory  and  clinical  investigation  of  gentamicin,  ibid.,  pp.  62-74. 
Medeiros,  A.  E.;  Discussion,  J.  Infect.  Dis.  779:533,  1969.  (7)  Polk, 
Discussion,  J.  Infect.  Dis.  779:529, 1969.  (8)  Three-month,  natiomv 
hospital  audit  by  R.  A.  Gosselin  and  Co.,  Inc.,  Dedham,  Massachus 
(mid-May  to  mid-August,  1969). 

♦Dosage  in  this  investigational  study  was  less  than  now  recommen 
in  Package  Insert. 

For  more  complete  prescribing  details,  consult  package  insert 
Physicians’  Desk  Reference.  Schering  literature  is  also  availa 
from  your  Schering  Representative  or  Medical  Services  Departmi 
Schering  Corporation,  Union,  New  Jersey  07083. 

AHFS  CATEGORY  8:12.28  S 


chrocidin  Tablets  and  Syrup 


lacycline  HCl— Antihistamine— Analgesic  Compound 

tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


IROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
dracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
er  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
mts  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
acycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Iraindications;  Hypersensitivity  to  any 
5onent. 

ling:  In  renal  impairment,  since  liver  tox- 
is  possible,  lower  doses  are  indicated;  dur- 
irolonged  therapy  consider  serum  level 
minations.  Photodynamic  reaction  to  sun- 
; may  occur  in  hypersensitive  persons, 
osensitive  individuals  should  avoid  expo- 
discontinue  treatment  if  skin  discomfort 
rs. 

autions:  Drowsiness,  anorexia,  slight  gas- 
distress  can  occur.  In  excessive  drowsi- 
consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5k/«— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration,  /f/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— UTticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
S/ootf— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  L/ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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PROCEEDINGS 


j Ninety-Sixth  Annual  Meeting 

I 

I Florida  Medical  Association,  Inc. 

j Hollywood,  May  6-10,  1970 

I 

I 

President’s  Address 

Henry  J.  Babers  Jr.,  M.D. 


I Fellow  physicians  and  guests  of  the  Florida 
I Medical  Association,  my  heart  is  full  of  a lot  of 
I things  but  I won’t  say  them  even  though  they  are 
I all  good  as  far  as  I am  concerned.  This  will  be  in 
i the  nature  of  a brief  report  to  you  and  if  you  take 
! a ten  minute  nap  now,  you  will  not  have  missed 
i much.  A speech  at  this  juncture  in  our  meeting  is 
the  least  thing  we  need. 

! First,  I would  like  to  refer  to  my  President’s 
Page  letter  to  you  in  our  monthly  Journal  of  the 
Florida  Medical  Association  in  which  I have 
presented  most  of  my  ideas  to  you,  so  there  is  no 
j need  in  repeating  them.  Secondly,  my  report  as 
I Chairman  of  the  Board  of  Governors  to  this  meet- 
I ing  will  be  taken  up  in  Reference  Committee 
I number  3.  This  report  is  printed  in  the  Delegate’s 
I Handbook  and  I think  will  interest  you.  It  is 
! factual  and  complete  (although  brief)  and  sum- 
I marizes  most  of  our  activities  during  a long  year. 

I Last  year  at  this  meeting  there  was  discussion 
I concerning  the  financial  statement  and  financial 
situation  of  the  Florida  Medical  Association.  In 
Reference  Committee  number  3,  Dr.  Floyd  Hurt, 
Secretary-Treasurer  of  the  Florida  Medical  Asso- 
ciation, and  Mr.  Harold  Parham,  Executive  V’ice 
President  of  this  Association,  will  be  available 
to  go  over  financial  questions  for  the  reference 
committee  and  for  you.  The  budget  for  the  com- 
ing year  will  be  presented  and  discussed  and  the 
CPA  audit  for  the  past  year  will  be  presented 
and  available. 

J.  FLORIDA  M.A./JULY  1970 


few  general  remarks  and  I am  through. 
Speeches  are  either  too  emotional  or  too  boring 
for  me  and  I shy  away  from  them,  but  it  is  fun 
to  talk  to  you,  my  friends  and  medical  comrades, 
informally.  Frankly,  I did  not  take  this  job  as 
FMA  President  as  a front  man  or  for  personal 
attainment.  To  the  best  of  my  ability  I have 
avoided  personal  publicity.  I would  rather  work 
hard  in  the  background  and  let  others,  better 
qualified  by  their  special  assignments  in  the  Flor- 
ida Medical  Association,  make  any  public  state- 
ments necessary.  I heard  someone  say  the  other 


Dr.  Henry  J.  Babers  delivers  his  President’s  Address 
to  the  House  of  Delegates. 


19 


day,  “It  is  nice  to  feel  important.”  iNIaybe  so, 
but  when  any  one  of  us  gets  to  liking  the  feeling, 
I recall  the  old  sa\dng  that  “All  glor\"  ends  in 
bitterness.  He  who  renounces  fame  has  no  sor- 
row.” We  are  born  to  die  and  anyone  who  is  my 
age  realizes  that  he  has  lived  longer  than  he 
will  live.  Anyone  who  gets  to  feeling  important  in 
his  own  right  simply  does  not  understand.  The 
challenge  of  to  any  of  us  is  getting  involved 
in  something  bigger  than  ourselves  rather  than  for 
our  own  selfish  interest. 

My  aspirations  this  year  have  been  to 
strengthen  the  FMA  by  making  us  as  effective  as 
possible  through  our  entire  structure.  This  in- 
cludes our  E.xecutive  Committee,  the  Board  of 
Governors,  our  Councils  and  Committees — all 
working  closely  with  the  county  medical  societies. 
We  have  not  batted  a thousand,  but  we  are  doing 
pretty  well  and  you  can  be  proud  of  this  fact. 

I hope  that  during  this  year  you  all  have  had 
an  opportunity  to  keep  abreast  of  events  by  at- 
tending our  various  conferences  and  seminars  and 
meetings  or  reading  the  reports  of  these  in  our 
Journal,  in  our  Briefs,  our  committee  reports, 
our  legislative  bulletins  and  through  the  county 
and  specialty  society  channels.  Also  I hope  that 
at  this  meeting  you  will  learn  more  about  the 
FM.\  and  its  problems  and  affairs. 

In  our  reference  committees  there  will  be  dis- 
cussion about  many  things,  some  of  them  contro- 
versial. In  our  general  and  scientific  sessions,  we 
cover  a lot  of  fields  of  current  interest.  The  ac- 
tions of  the  reference  committees  and  the  House 
of  Delegates  will  be  published  in  the  July  issue 
of  the  Journal  of  the  Florida  Medical  Associa- 
tion and  this  oftentimes  makes  very  interesting 
reading.  Look  in  the  program  and  in  the  Dele- 
gate’s Handbook  for  the  subjects  to  be  discussed 
in  which  you  have  an  interest.  You  will  be  wel- 
come at  the  reference  committee  meetings. 

Some  of  my  special  interests  this  year  have 
l)een : 

1.  To  attract  and  keep  competent  people  as 
our  council  and  committee  chairmen  and  members 
and  to  be  sure  that  they  got  all  the  cooperation 
and  help  possible.  We  have  done  this  and  our 
programs  are  succeeding.  One  thing  we  have  go- 
ing for  us  in  our  membership  is  intelligence  and 
brain  power.  These  are  assets  you  cannot  buy. 
If  we  give  our  committees  a task,  they  do  the  job. 
Our  FM.\  structure  has  been  led  by  people  who 
have  kept  cool  heads  and  who  have  kept  a good 
balance  of  morality  and  humility  without  arro- 


gance. I am  proud  of  every  man  in  the  FMA  that 
I have  dealt  with. 

2.  To  reorganize  our  Executive  Office  so  that 
it  can  function  better.  This  has  been  done,  espe-  f 
cially  with  the  help  of  our  dues  increase. 

3.  To  reorganize  our  state  legislative  effort.  I 

This  has  been  done  and  I cannot  praise  too  highly  | 
everyone  working  on  this  level.  Our  performance  i 
record  in  reference  to  legislative  affairs  has  always  . 
been  clean.  We  have  never  been  involved  with 
any  undercover  deals  and  we  don’t  plan  on  any-  i 
thing  of  that  sort  in  the  future.  | 

4.  To  develop  better  reaction  time  to  attacks  i 
upon  the  medical  profession  and  to  encourage  the 
American  iMedical  Association  to  do  the  same,  i 
Medical  policy  is  sometimes  difficult,  the  facts 
sometimes  elusive  and  oftentimes  we  lose  by 
reacting  too  late  or  too  emotionally  or  incorrectly. 
One  of  the  criticisms  of  organized  medicine  is  that 

it  only  reacts,  not  acts.  Be  that  as  it  may,  our 
governmental  agencies  must  be  made  aware  of  the 
fact  that  even  if  we  don’t  present  a strong  action 
program,  we  have  a hell  of  a counterpunch. 

5.  To  develop  better  relationships  with  the 
Florida  Hospital  Association.  This  has  been  done 
and  I am  sure  this  communication  channel  will  be 
beneficial. 

6.  We  have  resolved  to  improve  our  com- 
munications; (a)  through  our  Briefs,  (b)  through 
our  field  men,  (c)  through  our  FM.Vlocal  county 
society  liaisons  and  (d)  through  the  Journal. 
Our  Journal  has  been  superb  this  year  and  our 
Editor  deserves  a great  deal  of  credit. 

7.  To  develop  better  ways  of  working  with 
and  influencing  our  medical  schools  so  that  we  can 
have  some  measure  of  influence  on  them  and,  in 
turn,  help  them  with  their  considerable  problems. 
We  have,  therefore,  a special  section  on  medical 
education  planned  for  this  meeting  on  Friday 
afternoon. 

8.  To  develop  better  liaison  communication 
with  government  agencies — local,  state  and  nation- 
al. .\gain  we  have  developed  a program  on  gov- 
ernmental problems  to  be  held  Saturday  afternoon. 

This  finishes  my  report.  I want  to  thank  you 
all  from  the  bottom  of  my  heart  for  the  wonderful 
help  and  cooperation  you  have  given  me  this 
3'ear.  Ever3mne  has  been  wonderful  to  me  and 
I am  so  grateful.  The  Florida  Medical  Associa- 
tion Auxiliary  has  been  a big  help  this  year. 

To  mj'  comrades  in  the  Alachua  County  Medi- 
cal Society  and  in  the  .Alachua  General  Hospital 
m}^  sincere  and  humble  thanks  for  everything. 
Aly  comrades  in  practice  have  taken  on  extra  bur- 
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dens  to  lighten  mine  this  year.  Many,  many 
thanks.  Lastly,  I must  publicly  confess  to  my  wife 
and  family  that  I have  been  hard  to  live  with  this 
year  and  appreciate  how  wonderful  they  have 
been  to  me  and  I will  try  to  make  amends  now 
that  I am  off  the  hook. 


I hope  that  in  the  years  to  come,  I can  be 
shown  to  be  like  our  other  past  presidents, — men 
of  real  character,  high  in  faith,  integrity  and  re- 
sponsibility— and  that  I,  too,  will  prove,  as  they 
have,  that  your  judgment  was  good  when  you 
elected  me  your  president. 


General  Session 

Abel  Seymour  Baldwin  Memorial  Lecture 


The  General  Session  of  the  Ninety-Sixth  An- 
nual Meeting  of  the  Florida  Medical  Association 
was  cabl'd  to  order  at  11:00  a.m.  on  Friday,  May 
8,  1970,  in  the  Regency  Room  of  the  Diplomat 
Hotel,  Hollywood-by-the-Sea,  Florida,  by  Presi- 
dent Henry  J.  Babers  Jr. 

Dr.  Babers  announced  the  winners  of  the 
awards  for  the  best  scientific  exhibits.  First  place 
award  winner  was  “Organization  and  Experience 
of  an  Organ  Transplant  Unit — Initial  Clinical 
Experience  with  Kidney  and  Heart,”  Jerome 
Benson,  M.D.,  Miami  Beach.  Second  award  win- 
ner was  “Percutaneous  Access  to  Implanted  Elec- 
trodes— System  .Allowing  Easy  Assessment  of 
Implanted  Pacemakers  and  Cardiac  Potentials 
and  Thresholds,”  David  A.  Nathan,  M.D.,  John 
W.  Lister,  M.D.,  J.  Walter  Keller,  M.D.,  Rafael 
Castillo,  M.D.,  and  Arthur  Gosselin,  M.D.,  Miami 
Beach.  Third  award  winner  was  “Laryngo- 


Tracheal  Trauma,”  Frederic  W.  Pullen  II,  M.D., 
and  L.  Alan  Smith,  B.S.,  Miami  Shores.  Acknowl- 
edgement and  thanks  were  extended  to  J.  Brown 
Farrior,  M.D.,  Tampa,  for  bringing  his  exhibit 
“Myringoplasty,  Tympanoplasty  and  Mastoidec- 
tomy,” the  1969  .American  Medical  .Association 
Billings  Gold  Medal  winner. 

Dr.  Babers  then  introduced  .Alfred  M.  Freed- 
man, M.D.,  Professor  and  Chairman,  Department 
of  Psychiatry,  New’  York  Medical  College,  New 
AMrk.  Dr.  Freedman’s  presentation  was  entitled 
“.Adolescence  and  Drug  Problems,”  and  concen- 
trated particularly  on  the  use  of  marijuana  by 
adolescents.  He  discussed  studies  in  which  the 
backgrounds  and  family  situations  of  marijuana 
users  were  compared,  and  the  total  social  com- 
plexities as  factors  in  the  use  of  drugs.  The  gen- 
eral session  adjourned  at  12:10  p.m. 


Attending  the  Board  of  Past  President’s  breakfast  were  (standing  from  left)  Drs.  W.  Dean  Steward,  Leo  M. 
Wachtel,  Jere  W.  Annis,  Robert  E.  Zellner,  Samuel  M.  Day,  Ralph  W.  Jack,  George  S.  Palmer,  H.  Phillip  Hamp- 
ton, Jack  Q.  Cleveland,  (seated  from  left)  Warren  W.  (juillian,  John  D.  Milton,  William  C.  Roberts,  William 
C.  Thomas  Sr.,  Walter  C.  Jones  and  Joseph  S.  Stewart. 
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First  House  of  Delegates 


The  House  of  Delegates  of  the  Florida  Medi- 
cal Association  convened  at  4:10  p.m.  on  Wednes- 
day, IMay  6,  1970,  in  the  Regency  Room  of  the 
Diplomat  Hotel,  Hollwood-by-the-Sea,  Florida, 
with  Dr.  Charles  K.  Donegan,  Speaker  of  the 
House,  presiding. 

The  invocation  was  pronounced  by  Dr.  Warren 
W.  Quillian,  Past  President,  of  Coral  Gables. 

“Our  Father,  we  thank  Thee  for  this  occasion; 
for  the  opportunity  to  obtain  instruction  and  for 
the  pleasure  of  good  fellowship  together.  We  need 
divine  guidance  in  our  deliberations.  Impart  to 
us  wisdom  and  proper  judgment  as  we  consider 
the  problems  that  face  us.  ]\Iay  our  actions  be 
followed  with  benefit  for  our  patients  and  for  the 
advancement  of  Thy  Kingdom.  Amen.” 

The  Speaker  announced  the  membership  of  the 
Credentials  Committee:  Drs.  William  W.  Thomp- 
son, Chairman,  Joseph  C.  \’on  Thron  and  Edward 
G.  Haskell  Jr. 

The  chairman  of  the  Credentials  Committee, 
Dr.  Thompson,  reported  a quorum  of  228  dele- 
gates present  out  of  a possible  305,  representing 
a majority  of  the  delegates  and  a majority  of  the 
component  county  medical  societies,  and  moved 
that  the  delegates  be  seated. 


Delegates 

■\L.\CHU.\ — John  W.  Andrews,  Billy  Brashear,  Edward 
G.  Byrne,  George  T.  Singleton,  I.  Irving  Weintraub 
(.\bsent — J.  Russell  Green  Jr.,  William  C.  Ruffin  Jr.). 

B.\Y — (.\bsent — John  F.  Mason  Jr.,  James  Poyner). 

BREV.-\RD — Jack  Bechtel,  Donald  Bryan,  X.  Frank  Fain 
Jr.,  Michael  Foley,  John  Kaminski,  Robert  Seelman, 
Joseph  Von  Thron. 

BR0W.\RD — Robert  L.  .\ndreae.  Miles  J.  Bielek,  Robert 
J.  Brennan,  Gordon  B.  Carver,  Frederick  W.  Fisher, 
Paul  E.  Gutman,  John  R.  Mahoney,  John  H.  Mickley, 
Ray  E.  Murphy  Jr.,  Daniel  C.  Smith,  W.  Dotson 
Wells,  John  I.  Williams  (.Absent — Richard  S.  Doyle, 
David  C.  Lane,  J.  G.  Mc.Mlister,  Robert  U.  Moersch, 
Henr>’  D.  Perry  Jr.,  Robert  H.  Pfeifer,  Lees  M. 
Schadel,  Diran  M.  Seropian). 

CHARLOTTE— (Absent— Carl  X.  Reilly). 

CL.W — William  Mulford. 

COLLIER — Courtlandt  D.  Berrv,  Fred  .4.  Butler. 

COLUMBIA— Frank  E.  Adel. 

D.\DE — William  G.  Aten  Jr.,  Jerome  Benson,  Morris 
Blau,  Rufus  K.  Broadaway,  Richard  C.  Clay,  Francis 
Cooke,  Vincent  P.  Corso,  John  E.  Cunio,  Dewitt  C. 
Daughtry,  Joseph  Davis,  Richard  C.  Dever,  Miguel 
Figueroa,  Joseph  Fitzgerald,  Milton  Goldman,  Leo 
Grossman,  Marshall  Hall,  Henrj'  Hardin,  James  W. 
Holmes,  James  J.  Hutson,  Walter  Jones  HI,  Eugene 
Konrad,  H.  .■\.  P.  Leininger,  Ronald  Mann,  Donald 
Marion,  Ildefonso  R.  Mas,  Charles  Monnin  Jr., 
Sheldon  D.  Munach,  M.  Murray  Schechter,  Everett 
Shocket,  Gilbert  B.  Snyder,  Donald  Slannus,  Chauncey 


Stone  Jr.,  Mario  Stone,  William  Straight,  Charles  F. 
Tate,  Maynard  Taylor,  Arthur  Wood  Jr.,  Scheffel 
Wright,  Nelson  Zivitz  (Absent — William  .A.belove,  Ju- 
lius .-Mexander,  David  J.  Becker,  Manuel  L.  CarboneU, 
Chester  Cassell,  Edward  Cullipher,  O.  William  Daven- 
port, H.  Clinton  Davis,  Victor  D.  Dembrow,  Robert 

F.  Dickey,  Donald  Dooley,  L.  W.  Dowlen,  M.  Eugene 
Flipse,  Maurice  Greenfield,  Jim  C.  Hirschman,  Caro- 
line B.  Hunter,  Paul  Jarrett,  .\lbert  C.  Jaslow,  James 
R.  Jude,  Robert  Katims,  David  Kirsh,  Seymour  Lon- 
don, James  C.  Pringle  Jr.,  Walter  Sackett  Jr.,  Edward 
St.  Mar>’,  Lee  Stapp). 

DESOTO-HARDEE-GLADES— Calvin  Martin. 

DUVAL — James  L.  Borland  Jr.,  Robert  J.  Brown,  Clyde 
M.  Collins,  James  H.  Corwin  II,  Thomas  S.  Edwards, 
Joseph  Farrington,  John  J.  Fisher,  Stephen  P.  Gyland 
Jr.,  Donald  R.  Hagel,  Karl  B.  Hanson,  L.  E.  Masters, 
Thad  Moseley,  John  Rush  Jr.,  Guy  T.  Selander, 
William  A.  \’an  Nortwick,  James  W.  Walker  (Absent 
— Harr\-  W.  Reinstine  Jr.,  C.  Burling  Roesch). 
ESC.-\MBi.\ — W.  A.  Coveil,  Charles  J.  Kahn,  Julian  O. 
Olsen  Jr.,  Philip  B.  Phillips,  Lockland  V.  T>der,  Earl 

G.  Wolf. 

FRANKLIN-GULF- Joe  Hendrix. 

HIGHLANDS— Donald  C.  Hartwell. 

HILLSBOROUGH — Richard  H.  Blank,  Ernest  R.  Bour- 
kard,  Francis  C.  Coleman,  Richard  G.  Connar,  John 
C.  Fletcher,  James  M.  Ingram,  Victor  H.  Knight,  Eu- 
gene B.  Maxwell,  W.  Mahon  Myers,  Charles  L.  Pope, 
William  W.  Trice,  Harold  L.  Williamson,  James  A. 
Winslow,  Henry  L.  Wright  (Absent  — Richard  S. 
Hodes) . 

INDI.\X’^  RIVER — (.\bsent — Hampton  L.  Schofield,  Da- 
vid Tingle). 

L. \KE — Bergon  F.  Brokaw,  J.  Basil  Hall. 

LEE-HENDRV — James  L.  Bradley,  Larry  P.  Garrett,  H. 

Quillian  Jones  Sr.,  Edward  W.  Salko. 
LEON-WAKULLA-JEFFERSON— E.  G.  Haskell,  N.  H 
Kraeft,  George  X'.  Lewis,  Robert  N.  Webster. 

M. \DISON — (.\bsent — A.  F.  Harrison). 

MANATEE — Irving  Hall,  Joseph  Newhall  (.Absent — Roger 
Meyer) . 

M. \RIOX' — Henry  Harrell  (Absent — .-Mex  Goulard). 
MONROE — Jaime  M.  Benavides. 

N. \SS.\U — Cecil  B.  Brewton. 

OK.\LOOS.4 — W.  W.  Thompson  (.Absent — Malcolm  C. 
Crotzer) . 

OR.\NGE — .\xel  W.  .\nderson,  Norman  F.  Coulter,  Rob- 
ert W.  Curry,  Truett  H.  Frazier,  Howard  B.  Good- 
rich, Paul  C.  Harding,  Robert  T.  Hoover,  Ha’-old  W. 
Johnston,  Louis  C.  Murray,  George  Neder,  Edwa-d 
W.  Stoner,  Thomas  B.  Thames,  Miles  W.  Thomley 
(.Absent — Louis  P.  Brady,  Franklin  G.  Norris). 
P.-\LM  BE.\CH — Carl  E.  .\ndrews,  Vernon  B.  Astler, 
James  R.  Brandon,  Jerry  F.  Cox,  Maximihan  A.  Cris- 
pin, John  J.  Farrell,  James  R.  Forlaw,  Bernard  Kim- 
mel,  Richard  B.  Moore  Jr.,  H.  John  Richmond,  L. 
Myrl  Spivey,  Governor  M.  Witt,  Harold  A.  Vount. 
P.’\NH.‘\NDLE — William  F.  Brunner,  James  B.  O’Connor. 
PASCO-HERX  ANDO-CITRUS  — James  W.  Basinger, 
Samuel  R.  Miller  Jr. 

PINELL.\S — Joseph  A.  Ezzo,  .\llyn  B.  Giffin,  Douglas 
W.  Hood,  David  S.  Hubbell,  Charles  Johnson  Jchn 
T.  Karaphillis,  Charles  H.  Lasley,  Jack  .4.  MaCris, 
Donald  G.  Nikolaus,  Da\nd  T.  Overbey,  Thomas  M. 
Quehl,  James  M.  Stem,  George  H.  Welch  Jr.,  .\bbott 
V.  Wilcox  Jr.,  Walter  H.  Winchester,  Rowland  E. 
Wood  (.\bsent — Richard  C.  Trump). 

POLK — James  R.  Boulwa’-e  III,  T.  Gem-d  Converse, 
Howard  M.  DuBose,  Spencer  R.  Garrett,  John  W. 
Glotfelty,  Willard  E.  Manr>'  Jr.,  John  H.  Miller,  John 
C.  Moore  Jr.,  .\ngelo  P.  Spoto  Jr. 

PUTNAM— (Absent— Roy  E.  CampbeU). 
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I'  ST.  JOHNS — William  VV.  O’Connell. 

I ST.  LUCIE-OKEECHOBEE-MARTIN— John  M.  Gunso- 
I lus,  Howard  C.  McDermid. 
k SANTA  ROSA — (Absent — John  P.  Merchant). 

|f  SARASOTA — Irving  A.  Beychok,  John  M.  Butcher,  Sam- 
uel  E.  Kaplan,  Franklin  H.  Pfeiffenberger,  Karl  R. 

' Rolls,  Millard  B.  White. 

I SEMINOLE — Fred  lonata,  Luis  Perez. 

\ SUWANNEE-HAMILTON-LAFAYETTE— Hugo  F.  So- 
' tolongo. 

I TAYLOR — Bart  Knight. 

f VOLUSIA — Bob  Bullwinkel,  Thomas  D.  Cook,  James 
I Demming,  William  H.  Harrison  Jr.,  Richard  VV.  Snod- 
, grass  (Absent — Robert  L.  Stevenson). 

WALTON — (Absent — Howard  F.  Currie). 

COUNCIL  ON  SPECIALTY  MEDICINE— Frederick  C. 
Andrews,  James  D.  Beeson,  West  Bitzer,  Jack  H. 

I Bowen,  Andre  S.  Capi,  James  W.  Clower  Jr.,  Samuel 
G.  Hibbs,  Joseph  G.  Matthews,  William  T.  Mixson, 
Sanford  A.  Mullen,  Edward  J.  Sullivan  Jr.  (Absent — 
Emmet  F.  Ferguson  Jr.,  David  W.  Goddard,  John  M. 
Hamilton,  Robert  E.  Raborn,  Richard  G.  Skinner  Jr.). 
DELEGATES  TO  AMA — Jere  W.  Annis,  Francis  T.  Hol- 
land, Robert  E.  Zellner  (Absent — Burns  A.  Dobbins 
Jr.). 

PAST  PRESIDENT  AMA — (Absent — Edward  R.  Annis). 
OFFICERS  AND  BOARD  OF  GOVERNORS— Henry  J. 
Babers  Jr.,  Jack  Q.  Cleveland,  James  T.  Cook,  James 
F.  Cooney,  William  J.  Dean,  Charles  K.  Donegan, 
Franklin  J.  Evans,  Richard  M.  Fleming,  Floyd  K. 
Hurt,  Eugene  G.  Peek  Jr.,  W.  Dean  Steward,  W^illiam 
M.  C.  Wilhoit  (.\bsent — Russell  B.  Carson  Jr.,  Maxev 
Dell  Jr.) . 

BOARD  OF  PAST  PRESIDENTS— H.  Phillip  Hampton, 
Walter  C.  Jones,  John  D.  Milton,  George  S.  Palmer, 
W.  W.  (Juillian,  W.  C.  Roberts,  Leo  M.  Wachtel  (.Ab- 
sent— Orion  O.  Feaster,  F.  K.  Herpel,  Ralph  W.  Jack, 
Edward  Jelks,  F.  H.  Langley,  Duncan  T.  McEwan, 
Robert  B.  Mclver,  W.  C.  Payne  Sr.,  Eugene  G.  Peek 
Sr.,  W.  M.  Rowlett,  Joseph  S.  Stewart,  W.  C.  Thomas 
Sr.). 

Motion  was  carried  to  adopt  the  Rules  and 
Order  of  Business  of  the  House  as  follows: 

The  Rules  and  Order  of  Business  for  the  House  of 
Delegates  is  included  in  this  Handbook. 

Delegates  and  alternates  whose  names  appear  in  this 
Handbook  have  been  certified  by  their  county  medical 
societies.  Our  By-laws  do  not  permit  an  alternate  to 
serve  for  a delegate  who  has  once  been  seated.  The  By- 
laws require  that  delegates  fill  out  attendance  cards  at 
each  meeting  of  the  House  of  Delegates  in  order  to  be 
credited  in  attendance,  and  further,  the  Chairman  of  the 
Credentials  Committee  is  required  to  report  to  the  House 
the  number  of  delegates  who  have  registered  their  at- 
tendance cards,  thus  eliminating  the  necessity  of  a roll 
call  to  seat  delegates. 

Reports  and  resolutions  that  were  received  before  going 
to  press  are  included  in  this  Handbook.  Delegates  are 
urged  to  study  them  carefully  before  they  are  introduced 
in  the  House.  Whenever  possible,  it  is  requested  that 
resolutions  and  supplemental  reports  be  forwarded  to 
the  .Association’s  executive  office  by  April  30  for  duplica- 
tion and  distribution  to  the  delegates. 

.\11  reports  and  resolutions  will  be  referred  to  Reference 
Committees  by  the  Speaker  at  the  First  Meeting  of  the 
House  of  Delegates.  .■Ml  members  who  are  interested  in 
any  committee  report  or  resolution  are  invited  to  attend 
the  Reference  Committee  meetings  where  a full  discus- 
sion will  take  place.  Council  and  committee  chairmen  are 
respectfully  requested  to  be  present  and  discuss  their  re- 
spective reports.  .All  members  of  Reference  Committees 
are  urged  to  study  carefully  the  reports  and  resolutions 
referred  to  them.  The  chief  purpose  of  the  Reference 
Committees  is  to  allow  an  opportunity  for  as  many  mem- 
bers of  the  Florida  Medical  .Association  as  possible  to  ap- 
pear and  be  heard  and  thus  have  a voice  in  the  business 
of  the  .Association.  In  addition,  discussions  before  the 
Reference  Committees  have  the  added  advantage  of  avoid- 


ing long  discussions  at  the  meetings  of  the  House  of  Dele- 
gates. Members  may  request  the  Reference  Committee 
chairman  to  defer  items  in  which  they  are  interested  in 
order  that  they  may  be  present  to  discuss  the  subject. 

.A  resolution  before  the  Reference  Committee  should 
have  a sponsor  present  before  the  Reference  Committee. 
-All  resolutions  must  be  filed  by  12:00  noon  on  the  day 
of  the  First  Meeting  of  the  House  of  Delegates,  typewrit- 
ten and  in  proper  form.  The  resolutions  so  presented  will 
be  duplicated  and  available  at  the  Reference  Committee 
meetings  when  they  convene.  Your  attention  is  called  to 
the  format  of  the  annual  meeting,  where  the  Reference 
Committee  meetings  will  be  held  in  the  morning  following 
the  First  Meeting  of  the  House.  We  also  plan  to  have 
all  Reference  Committee  reports  duplicated  and  available 
to  the  delegates  at  the  Registration  Desk  on  the  morning 
of  the  day  the  Second  House  of  Delegates  meets  in  the 
afternoon.  We  trust  these  provisions  will  result  in  an 
efficient  and  informed  House  of  Delegates. 

.According  to  our  By-laws,  nomination  and  seconding 
speeches  shall  be  limited  to  a maximum  of  two  minutes 
each.  If  additional  information  needs  to  be  presented 
to  the  House,  it  should  be  duplicated  and  distributed  to 
members  of  the  House. 

Your  Speaker  and  Vice-Speaker  are  available  at  any 
time  to  help  in  any  way  in  the  preparation  of  resolutions 
or  in  any  capacity  in  which  they  might  help  any  member 
of  the  Florida  Medical  .Association. 

Charles  K.  Donegan,  Speaker 
House  of  Delegates 
Franklin  J.  Evans,  Vice-Speaker 
House  of  Delegates 

The  following  corrections  were  made  in  the 
Proceedings  of  the  1969  House  of  Delegates  as 
published  in  the  July  1969  issue  of  the  Journal: 
The  addition  of  the  name  of  Dr.  Alaximilian  A. 
Crispin  as  a seated  delegate  from  Palm  Beach 
County,  and  Dr.  J.  Gerard  Converse  as  a seated 
delegate  from  Polk  County. 

Motion  was  carried  to  approve  the  minutes  of 
the  last  meeting  as  corrected. 

The  Speaker  introduced  the  officers  of  the  As- 
sociation: Drs.  Henry  J.  Babers  Jr.,  President; 
James  T.  Cook,  President-Elect;  Jack  Q.  Cleve- 
land, Immediate  Past  President;  Floyd  K.  Hurt, 
Secretary-Treasurer;  P’ranklin  J.  Evans,  Vice 
Speaker  of  the  House,  and  Mr.  \V.  Harold  Par- 
ham, E.xecutive  Vdce  President.  Dr.  Russell  B. 
Carson,  Vice  President,  was  not  present. 

The  Speaker  then  instructed  the  House. 

Remarks  of  the  Speaker 

This  is  your  House  of  Delegates.  We  are  here  today 
representing  7,000  physicians  in  the  State  of  Florida. 
We  are  here  to  make  policies  for  the  members  of  the 
Florida  Medical  Association  for  the  coming  year. 

The  House  of  Delegates  transacts  business  according  to 
a blend  of  rules  imposed  by  its  By-laws,  established  by 
tradition,  decreed  by  its  presiding  officer,  and  for  the  first 
time,  pursuant  to  Sturgis’  Standard  Code  of  Parliamentary 
Procedure,  Second  Edition,  in  place  of  Robert’s  Rules  of 
O.-der  that  we  had  used  in  the  past.  Parliamentary  law 
serves  to  aid  an  assembly  in  orderly,  expeditious  and 
equitable  accomplishment  of  its  desires.  .Any  compulsive 
adherence  to  an  inflexible  set  of  directives  may  thwart 
rather  than  abet  such  an  objective. 

The  majority  opinion  of  the  House  in  determining 
what  it  wants  to  do  and  how  it  wants  to  do  it  should 
always  remain  the  ultimate  determinant. 
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It  is  the  obligation  of  the  Speaker  to  sense  this  will 
of  the  House,  to  preside  accordingly,  and  to  hold  his 
rulings  ever  subject  to  challenge  from  and  reversal  by 
the  assemblage. 

This  year  in  striving  to  improve  the  efficiency  of  our 
House,  there  will  be  three  sessions  of  the  House  of  Dele- 
gates. This  one;  the  second  meeting  on  Saturday  at  3:00 
p.m.  and  the  third  meeting  Sunday  at  9:00  a.m. 

Let  me  urge  each  delegate  to  conscientiously  attend 
the  reference  committee  meetings — freel}-  express  your 
views  and  opinions  to  the  reference  committees,  in  order 
that  they  may  make  sound  recommendations  to  this 
House  of  Delegates. 

Further,  study  the  reference  committee  reports  carefully 
Saturday  morning,  in  order  that  we  can  make  sound, 
well  thought-out  decisions  on  Saturday  afternoon. 

This  year  the  reference  committee  reports  will  have 
each  line  numbered  in  order  to  clarify  amendments  made 
on  the  floor. 

Your  Speaker  and  Vice  Speaker  will  be  available  to 
assist  you  in  ever>-  way  possible.  Thank  you. 

The  Speaker  introduced  the  distinguished 
guests:  Mrs.  Charles  H.  Gilliland,  President  of  the 
Woman’s  Auxiliary  to  the  Florida  Medical  Associ- 
ation; Mrs.  Arnold  J.  Spanjers,  President-Elect  of 
the  Woman’s  Au-xiliar}*;  and  Mrs.  G.  Prentiss  Lee, 
First  Vice  President  of  the  Woman’s  Auxiliary  to 
the  .American  Medical  Association. 

Mrs.  Gilliland  greeted  the  House  of  Delegates 
on  behalf  of  the  Au.xiliary  and  reported  that  her 
main  objective  during  her  year  as  president  of  the 
Auxiliary  was  to  improve  on  the  part  of  both  As- 
sociation members  and  Auxiliary  members  the 
knowledge  of  the  purposes  and  objectives  of  the 
.Auxiliary.  She  spoke  of  the  public  relations  value 
to  the  Association  of  the  Auxiliary’s  work,  and  of 
its  efforts  to  stimulate  interest  among  doctors  and 
their  wives,  as  well  as  wives  of  medical  students 
who  will  be  the  au.xiliary  leaders  of  tomorrow. 

Mrs.  Gilliland  briefly  reviewed  the  methods 
which  had  been  used  during  the  year  to  further 
these  goals.  She  stated  in  closing  that  it  had  been 
a privilege  to  work  mth  the  President  of  the  As- 
sociation, Dr.  Babers,  through  the  year,  and  the 
other  FIMA  officers,  and  expressed  the  hope  that 
the  .Auxiliary  had  been  of  service. 

The  Speaker  introduced  Mr.  Burton  Young, 
President-Elect  of  The  Florida  Bar. 

Mr.  Young  brought  greetings  from  the  more 
than  10,000  lawj-ers  and  judges  in  Florida.  He 
said  that  cur  nation  is  experiencing  from  within 
the  severest  test  of  its  survival  since  the  Civil 
War,  and  that  this  democracy  must  rise  to  chal- 
lenge its  tormentors.  He  pointed  to  the  real  break- 
down of  our  moral  code,  and  its  traumatic  effect 
on  our  so-called  constitutional  rights — life,  liberty 
and  the  pursuit  of  happiness.  He  said  we  of  Amer- 
ica have  no  reason  to  rob  and  steal;  yet,  every 
day  in  .America  there  is  a murder,  a robbery  every 
four  minutes,  a car  stolen  every  40  seconds  and 


a burglary  every  28  seconds.  He  asked  if,  by  our 
silence,  we  condone  these  actions  of  the  radicals 
and  extremists.  He  lamented  the  campus  disor-  i 
ders,  and  said  that  we  have  conquered  the  com- 
plexities of  the  space  be}'ond  our  world,  but  we 
cannot  learn  to  live  in  peace  with  each  other. 

Air.  Young  said  that  the  only  change  for  bet- 
terment of  mankind’s  life  must  be  wrought  step 
by  step,  from  one  generation  to  another,  without 
force,  without  arms,  but  with  reason  and  the 
capacity  to  accept  and  improve  upon  new  ideas 
and  ideals.  But,  he  said,  we  as  free  men  know 
that  the  changes  must  be  e.xamined  for  truth,  and 
must  come  from  within  the  law. 

In  closing:  “Thus,  we  are  truly  the  physicians 
of  society’s  maladies;  as  professional  men  and 
women,  we  then  have  a real  concern  for  .America 
because  we  cannot  fulfill  our  highest  capacity  as 
individuals  e.xcept  in  terms  of  our  fellow  man.  We 
derive  strength  from  stimulation  from  others  so 
it  becomes  vital  that  society  be  healthy  and  that 
it  can  be  free  and  open.  To  that  noble  end,  for 
which  there  is  no  acceptable  alternative,  let  us 
meet  the  challenge  lest  we  perish  from  this  earth.” 
The  President,  Dr.  Henry  J.  Babers  Jr.,  took 
the  Chair.  He  presented  the  .A.  H.  Robins  Com- 
pan\-  .Annual  .Award  “For  Outstanding  Communi- 
t\’  Service  by  a Physician”  to  Dr.  Reed  Bell  of 
Pensacola.  Dr.  and  Airs.  Bell  were  escorted  to 
the  podium  b\*  Drs.  William  Thompson  and  Wil- 
liam Wilhoit. 

A.  H.  Robins  Company  Award 
“FOR  OUTST.WDIXG  COMMU.NITY  SERVICE 
BY  PHYSICI.A.V’ 

Reed  Bell,  M.D.,  of  Pensacola  is  recipient  of  the  A.  H. 
Robins  Company  .Award  for  1970,  an  honor  accorded 
annually  to  a member  of  the  Florida  Medical  .Association 
for  distinguished  services  in  civic  and  community  activi- 
ties. Dr.  Bell  was  selected  by  the  .Association’s  Board 
of  Governors  from  among  candidates  nominated  bj'  the 
component  medical  societies.  His  dedicated  efforts  to  es- 
tablish the  Sacred  Heart  Children’s  Hospital  in  Pensa- 
cola and  sacrifice  of  time  to  make  the  community  and 
particularly  its  youth  aware  of  the  dangers  of  drug  abuse 
personify  the  practice  of  medicine  in  the  highest  tradition 
of  service. 


Dr.  Babers  presents  the  A.  H.  Robins  Company  Award 
to  Dr.  Reed  Bell  with  Mrs.  Bell  looking  on. 
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Dr.  Bell  was  born  in  Pensacola  in  1927,  son  of  Mrs. 
M.  Langley  Bell  Sr.,  and  the  late  Mr.  Bell  who  served 
as  clerk  of  the  Circuit  Court  for  many  years.  He  played 
football  at  Pensacola  High  School,  attended  the  Univer- 
sity of  Florida  one  year,  joined  the  United  States  Navy 
and  after  discharge  entered  the  Unive~sity  of  the  South 
at  Sewanee,  Tenn.  He  was  captain  of  the  football  team 
in  1947.  Duke  University  School  of  Medicine  conferred 
the  Doctor  of  Medicine  degree  upon  him  in  1952  and  he 
took  further  training  in  pediatrics  and  pediatric  endo- 
crinology prior  to  entering  practice  in  Pensacola  in  1957. 
He  married  the  former  Nellanne  Ham  of  Pensacola  19 
years  ago  and  they  have  six  children. 

Dr.  Bell  relinquished  private  practice  in  March  1969 
to  devote  full  time  to  the  Pensacola  Foundation  for  Medi- 
cal Education  and  Research  as  a consultant  and  teacher. 
He  is  medical  director  of  Sacred  Hea-t  Children’s  Hos- 
pital and  assistant  director  of  medical  education  for 
pediatric  services. 

The  hospital  containing  66  beds  is  one  of  only  a few 
located  in  cities  comparable  in  size  to  Pensacola.  The 
original  structure  was  planned  as  a school  of  nursing  and 
never  used  since  a college  assumed  this  responsibility. 
Inspired  by  Dr.  Bell’s  efforts  and  devotion  to  development 
of  the  institution,  his  colleagues  joined  with  him  in  gain- 
ing the  necessary  financial  support  to  make  the  facility 
possible.  Through  the  medical  staff,  it  provides  specialized 
treatment  for  children  in  northwest  Florida  and  south 
.Mabama  as  well  as  serving  as  an  institution  for  the 
training  of  pediatricians. 

Children  always  have  been  a primary  concern  to  Dr. 
Bell.  Explaining  the  reason  he  gave  up  private  practice 
last  year,  he  stated  that  so  many  services  for  children 
needed  to  be  developed  in  the  area  and  the  opportunity 
presents  itself  in  the  hospital. 

His  part  in  development  of  Children’s  Hospital  and 
devotion  to  the  welfare  of  children  and  young  people  in 
Escambia  County  earned  him  the  Pensacola  News- Jour- 
nal’s Page  One  .^ward  in  November  1969. 

As  President  of  the  Escambia  County  Medical  Society 
in  1969,  Dr.  Bell  initiated  a series  of  newspaper  articles 
on  drug  abuse.  These  were  published  in  conjunction  with 
radio  and  television  programs  on  which  his  colleagues 
warned  of  the  dangers  of  drugs.  Space  donated  by  three 
billboard  companies  was  used  to  warn  young  people  of 
the  hazards.  Dr.  Bell  personally  concerned  himself  with 
the  activity,  regularly  speaking  out  to  student  and  other 
groups  on  the  subject. 

Dr.  Bell  is  a member  of  the  advisory  committee  for 
Pensacola  high  schools,  member  of  the  sex  education  com- 
mittee of  the  Escambia  County  School  Board,  board  mem- 
ber of  the  Greater  Pensacola  Association  for  Learning 
Disabled,  and  chairman  of  the  Escambia-Santa  Rosa 
Health  Planning  Council.  He  is  a director  of  the  Es- 
cambia County  Clinic,  trustee  of  the  University  of  the 
South,  member  of  the  Pensacola  Rotary  Club,  and  a 
vestryman  at  St.  Christopher’s  Episcopal  Church. 

In  addition  to  his  concern  with  the  community’s  im- 
age of  the  physician  and  the  practice  of  medicine.  Dr. 
Bell  is  active  in  his  specialty  as  a member  of  the  fetus 
and  newborn  committee  of  the  Florida  Pediatric  Society, 
consultant  to  the  Florida  Crippled  Children’s  Commission 
and  member  of  the  clinical  faculty  of  the  University  of 
Florida  College  of  Medicine. 

Dr.  Bell:  “It  goes  without  saying  how  much 
this  is  appreciated,  this  significant  and  wonderful 
honor.  I would  like  to  take  this  opportunity  to 
recognize  this  award  in  the  context  of  my  medical 
colleagues  in  Pensacola  and  Escambia  counties, 
particularly  of  the  fine  medical  community  we 
have,  and  I accept  in  recognition  of  the  work  they 
have  done  as  a medical  community  for  the  general 
community.  Thank  you.” 


Dr.  Babers  presented  a Certificate  of  Grateful 
Recognition  to  Mr.  H.  A.  Schroder,  Executive  Vice 
President  of  Blue  Shield  of  Florida,  Inc.  Mr. 
Schroder  was  escorted  to  the  podium  by  Drs. 
Warren  W.  Quillian  and  W.  Dean  Steward. 

Resolution  of  Grateful  Recognition 

Whereas,  Hilary  .\iden  Schroder,  of  Jacksonville, 
Florida,  has  rendered  distinguished  and  able  service  to  the 
medical  profession  and  citizenry  of  the  State  of  Florida 
since  1946 ; and 

Whereas,  This  dedicated  executive  was  born  in  New 
Orleans,  La.,  in  May  1905 ; attended  New  Orleans  public 
schools  and  studied  at  Tulane  University;  and 

Whereas,  This  eminent  gentleman  was  associated 
with  Whitney  National  Bank  in  New  Orleans  from  1921  to 
1936  and  Hospital  Service  Association  of  New  Orleans 
from  1936  to  1946;  and  has  served  as  President  of  Blue 
Cross  of  Florida,  Inc.  and  Executive  Vice  President  of 
Blue  Shield  of  Florida,  Inc.  since  1946;  and  has  further 
served  on  the  Board  of  Directors  of  Blue  Cross  of  Florida, 
Inc.,  Blue  Shield  of  Florida,  Inc.,  American  Red  Cross — 
Duval  Chapter,  Florida  National  Bank  and  Blue  Cross 
.Association,  and 

Whereas,  This  vigorous  administrator  has  served  as 
President  of  Blue  Cross  of  Florida,  Inc.,  and  Executive 
Vice  President  of  Blue  Shield  of  Florida,  Inc.,  during  a 
period  of  tremendous  growth;  in  1946,  there  were  63.000 
subscribers  to  Blue  Cross  and  516  subscribers  to  Blue 
Shield.  Today,  under  Mr.  Schroder’s  leadership.  Blue 
Cross  numbers  in  excess  of  1,221,000  subscribers,  while 
Blue  Shield  counts  over  1,180,000  subscribers,  for  a total 
of  1,225,000  individuals  with  coverage;  therefore  be  it 

RESOLVED,  That  a Certificate  of  Grateful  Recogni- 
tion be  presented  to  Hilary  A.  Schroder  as  a token  of  the 
warm  appreciation  that  the  officers,  members  and  execu- 
tive staff  of  the  Association  hold  for  the  many  years  of 
outstanding  service  rendered  by  this  fine  gentleman. 

Mr.  Schroder:  “I  have  appreciated  the  op- 

portunity of  working  with  so  many  fine  men  in 
the  24  years  I have  been  in  Florida.  This  organi- 
zation has  come  through  many  trials  and  tribula- 
tions. We  have  tried  hard;  we  have  not  pleased 
everybody,  but  we  have  done  our  best.  We  have 
a dedicated  staff  and  a cooperative  board  of  di- 
rectors. I would  like  to  take  this  opportunity  to 
thank  both  of  them.  Thank  you  very  much  for 
the  privilege  of  working  with  you.” 

Dr.  Donegan,  Speaker,  resumed  the  Chair  and 
introduced  the  President,  Dr.  Henry  J.  Babers  Jr. 

Dr.  Babers  then  presented  his  annual  address. 
(The  complete  text  of  President  Babers’  address 
liegins  on  page  19). 

The  Speaker  announced  the  correction  of  a 
minor  error  in  the  Handbook. 

The  Speaker  introduced  Dr.  Eugene  G.  Peek 
Jr.,  President  of  the  Florida  Medical  Foundation. 
Dr.  Peek  gave  an  annual  report  of  the  activities 
of  the  Foundation;  the  report  was  referred  to  Ref- 
erence Committee  No.  HI  for  consideration. 

Dr.  Evans,  Vice  Speaker,  assumed  the  Chair, 
and  announced  the  personnel  of  Reference  Com- 
mittees and  the  times  and  places  of  their  meetings. 
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Dr.  Eugene  G.  Peek  Jr.,  President  of  the  Florida  Medi- 
cal Foundation  presenting  his  annual  report. 


MEETIXGS  OF  REFEREN’CE  COMMITTEES: 
Thursday  morning,  May  7 

I.  9:30  a.m.  Health  and  Education 

Convention  Hall  Room 

II.  10:00  a.m.  Public  Policy 

Convention  Hall  Room  B 
HI.  10:30  a.m.  Finance  and  .\dminist ration 
Tack  Room 

IV.  10:00  a.m.  Legislation  and  Miscellaneous 
Embassy  Room 

V.  9:30  a.m.  Medical  Economics 
Card  Room 

I.  Health  and  Education 

Donald  F.  Marion,  Clint. 

William  C.  Ruffin  Jr. 

Courtlandt  D.  Berry 
Harold  W.  Johnston 
Charles  F.  Tate  Jr. 

II.  Public  Policy 

Thomas  B.  Thames,  Chni. 

John  C.  Fletcher 
Dewitt  C.  Daughtrv 
Miles  J.  Bielek 
James  L.  Borland  Jr. 

III.  Finance  and  Administration 

Richard  C.  Clay,  Chm. 

Richard  G.  Connar 
Abbott  Y.  Wilcox 
Truett  H.  Frazier 
James  C.  Pringle  Jr. 

IV.  Legislation  and  Miscellaneous 

Francis  C.  Coleman,  Chm. 

Karl  B.  Hanson 
Ray  E.  Murphy  Jr. 

Rufus  K.  Broadaway 
Robert  X.  Webster 

V.  Medical  Economics 

Thad  Moseley,  Chm. 

William  M.  Straight 
Douglas  W.  Hood 
Robert  L.  .\ndreae 
Earl  G.  Wolf 

The  Vice  Speaker  read  the  lists  of  reports  and 
resolutions  referred  to  Reference  Committees,  as 
published  in  the  Handbook.  He  also  called  the 
House’s  attention  to  the  referrals  of  supplemental 
reports  and  resolutions  which  had  been  distributed 
in  the  Delegates’  Packets.  Changes  in  referrals 
were  pointed  out:  Resolution  70-27  was  referred 
to  Reference  Committee  Xo.  Ill  rather  than  X'o. 


I as  was  indicated  on  the  printed  resolution ; Res- 
olutions 70-35  and  70-36  were  referred  to  Ref- 
erence Committee  Xo.  IV  rather  than  Xo.  Ill 
as  was  indicated  on  the  printed  resolutions. 

The  Chair  recognized  Dr.  William  ^I.  Straight, 
Chairman  of  the  Committee  on  .Archives,  who 
presented  the  Supplemental  Report  of  the  Com- 
mittee. 

Dr.  Straight:  “Mr.  Speaker,  fellow  physicians 
and  guests:  At  this  moment  in  the  first  meeting 
of  the  House  of  Delegates,  we  would  like  to  rec- 
ognize those  members  who  joined  the  Florida 
Medical  Association  in  the  years  1940  and  1941. 
Would  these  members  please  stand  at  this  time. 
We  have  affi.xed  to  their  convention  badges  a 
ribbon  in  honor  of  this  event.”  These  members 
stood  and  were  recognized. 

“For  the  next  few  moments  we  ask  your  rev- 
erent contemplation  of  our  colleagues  and  friends 
who  during  the  past  j-ear  have  left  us  for  the 
life  hereafter.  Their  names  appear  in  your  dele- 
gates’ packet  and  each  is  represented  by  a rose 
in  the  vases  upon  the  speakers’  podium.  Although 
their  faces  are  no  longer  among  us,  they  are  not 
dead  for: 

“There  is  no  death ! the  stars  go  down 
To  rise  upon  some  other  shore, 

And  bright  in  Heaven’s  jeweled  crown, 

They  shine  forevermore.” 

— John  Lickey  McCreary 

The  House  stood  for  a moment  of  silent  con- 
templation in  commemoration  of  these,  their  col- 
leagues. 

Dr.  Straight’s  report  was  referred  to  Reference 
Committee  X'o.  III.  The  remaining  reports  and 
resolutions  were  referred  as  indicated  on  the  print- 
ed report  in  the  packets. 

The  Speaker  asked  if  there  were  an\'  reports 
from  the  floor.  Xone  were  presented. 

The  Speaker  announced  the  Blue  Shield  meet- 
ing to  be  held  at  8:00  a.m.  on  Thursday,  May  7; 
the  General  Session  to  be  held  at  11:00  a.m.  on 
Friday,  at  which  time  Dr.  Alfred  AI.  Freedman 
will  present  the  Abel  S.  Baldwin  Memorial  Lec- 
ture; and  the  FLAAIP.AC-Au.xiliary  luncheon  on 
Friday,  May  8,  at  12:15  p.m. 

The  House  of  Delegates  recessed  at  5:15  p.m., 
to  reconvene  on  Saturday,  May  9,  1970,  at  3:00 
p.m. 
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Second  House  of  Delegates 


The  second  meeting  of  the  House  of  Delegates 
convened  at  3:00  p.m.  on  Saturday,  May  9,  1970, 
in  the  Regency  Room  of  the  Diplomat  Hotel, 
Hollywood-by-the-Sea,  with  Dr.  Charles  K.  Done- 
gan.  Speaker  of  the  House,  presiding. 

Dr.  Thompson,  Chairman  of  the  Credentials 
Committee,  reported  247  delegates  present,  repre- 
senting a quorum  of  eligible  delegates  and  a 
majority  of  component  county  medical  societies 
represented.  Dr.  Thompson  moved  that  the 
House  be  seated. 

Motion  carried. 

DELEGATES 

.4L.\CHUA — John  W.  Andrews,  Billy  Brashear,  Edward 

G.  Byrne,  George  T.  Singleton,  I.  Irving  Weintraub 
(Absent — J.  Russell  Green  Jr.,  William  C.  Ruffin  Jr.). 

B.\Y — (Absent — John  F.  Mason  Jr.,  James  A.  Poyner). 
BREVARD — Jack  Bechtel,  Donald  Bryan,  N.  Frank  Fain 
Jr.,  Michael  Foley,  John  Kaminski,  Robert  Seelman, 
Joseph  Von  Thron. 

BROW.^RD — Miles  J.  Bielek,  Robert  J.  Brennan,  Gor- 
don B.  Carver,  Frederick  VV.  Fisher,  David  C.  Lane, 
John  R.  Mahoney,  J.  G.  Mc.\llister,  John  H.  Mickley, 
Ray  E.  Murphy  Jr.,  Henry  D.  Perry  Jr.,  Diran  M. 
Seropian,  Daniel  C.  Smith,  Robert  J.  Steinborg,  W. 
Dotson  Wells,  John  I.  Williams  (Absent — Richard  S. 
Doyle,  Paul  E.  Gutman,  Robert  U.  Moersch,  Robert 

H.  Pfeifer,  Robert  L.  Andreae). 

CHARLOTTE— Carl  N.  Reilly. 

CL.4Y— William  A.  Mulford. 

COLLIER — Courtlandt  D.  Berry,  Fred  A.  Butler. 
COLUMBL\— Frank  E.  Adel. 

D.\DE — William  G.  Aten  Jr.,  Morris  Blau,  Rufus  K. 
Broadaway,  James  B.  Byrne,  Manuel  L.  Carbonell, 
Gerard  Carter,  Richard  C.  Clay,  Francis  Cooke,  Vin- 
cent Corso,  Edward  Cullipher,  John  E.  Cunio,  De- 
witt C.  Daughtry,  Joseph  Davis,  Richard  C.  Dever, 
Robert  F.  Dickey,  Lee  Dockery,  L.  W.  Dowlen,  Miguel 
Figueroa,  Joseph  Fitzgerald,  M.  Eugene  Flipse,  James 
J.  Goodman,  Leo  Grossman,  Marshall  Hall,  Hen  y 
Hardin,  Claude  D.  Holmes  Jr.,  James  W.  Holmes, 
James  J.  Hutson,  Walter  Jones  HI,  Simon  I.  Kemp, 
H.  A.  P.  Leininger,  Seymour  B.  London,  Ronald  Mann, 
Donald  Marion,  Ildefonso  R.  Mas,  Charles  Monnin 
Jr.,  Sheldon  D.  Munach,  G.  B.  Paxton  Jr.,  James  C. 
Pringle  Jr.,  M.  Murray  Schechter,  Daniel  L.  Seckinger, 
•\lan  J.  Serrins,  Everett  Shocket,  Donald  Stannus, 
Chauncey  Stone  Jr.,  Mario  Stone,  William  Straight, 
Charles  F.  Tate,  Maynard  Taylo.-,  .Arthur  Wood  Jr., 
Scheffel  Wright,  Nelson  Zivitz  (.Absent — Julius  .\lexan- 
der,  David  J.  Becker,  Chester  Cassell,  Milton  Coplan, 
Victor  D.  Dembrow,  Milton  Goldman,  Maurice  Green- 
field, Jim  C.  Hirschman,  Paul  Jarrett,  .Albert  C.  Jas- 
low,  Robert  Katims,  Walter  Sackett  Jr.,  Gilbert  B. 
Snyder) . 

DESOTO-HARDEE-GLADES— Calvin  Martin. 

DUVAL — James  L.  Borland  Jr.,  Robert  J.  Brown,  Clyde 
M.  Collins,  James  H.  Corwin  II,  Thomas  S.  Edwards, 
Joseph  Farrington,  John  J.  Fisher,  Stephen  P.  Gyland 
Jr.,  Donald  R.  Hagel,  Karl  B.  Hanson,  L.  E.  Maste~s, 
Thad  Moseley,  Harry  W.  Reinstine  Jr.,  C.  Burl'ng 
Roesch,  John  A.  Rush  Jr.,  Guy  T.  Selander,  William 
A.  Van  Nortwick,  James  W.  Walke-. 


ESC.\MBI.\— W.  A.  Coveil,  Charles  J.  Kahn,  Julian  O. 
Olsen  Jr.,  Philip  B.  Phillips,  Earl  G.  Wolf  (.Absent — 
Dockland  V.  Tvler). 

FRANKLIN-GULF— Joe  Hendrix. 

HIGHL.\NDS — (.Absent — Donald  C.  Hartwell). 
HILLSBOROUGH — Richard  H.  Blank,  Ernest  R.  Bour- 
kard,  Francis  C.  Coleman,  John  C.  Fletcher,  Richard 
S.  Hodes,  James  M.  Ingram,  Victor  H.  Knight,  Eu- 
gene B.  Maxwell,  W.  Mahon  Myers,  Charles  L.  Pope, 
William  W.  Trice,  Harold  L.  Williamson,  James  A. 
Winslow,  Henry  L.  Wright  (.\bsent — Richard  G.  Con- 
nar) . 

INDL\N  RIVER — Hampton  L.  Schofield,  David  Tingle. 

L. AKE — J.  Basil  Hall  (.-\bsent — Bergon  F.  Brokaw)- 
LEE-HENDRY — James  L.  Bradley,  Larry  P.  Garrett, 

H.  Quillian  Jones  Sr.,  Edward  \V.  Salko. 
LEON-WAKULLA-JEFFERSON— E.  G.  Haskell,  N.  H. 
Kraeft,  George  N.  Lewis,  Robert  N.  Webster. 

M. \DISON — (.\bsent — .4.  F.  Harrison). 

MAN.4TEE — Irving  Hall,  Roger  Meyer,  Joseph  Newhali. 

M. \RION — Alex  Goulard,  Henry  Harrell. 

MONROE — Jaime  M.  Benavides. 

N. ASSAU — (Absent — Cecil  B.  Brewton). 

OK.\LOOS.\ — W.  W.  Thompson  (Absent — Malcolm  C. 

Crotzer). 

ORANGE — .4xel  W.  Anderson,  Norman  F.  Coulter,  Rob- 
ert W.  Curry,  Joseph  Flynn,  Truett  H.  Frazier,  How- 
ard B.  Goodrich,  Paul  C.  Harding,  David  Hicks, 
Robert  T.  Hoover,  Harold  W.  Johnston,  Louis  C.  Mur- 
ray, George  A.  Neder,  Edward  W.  Stoner,  Thomas  B. 
Thames,  Miles  W.  Thomley. 

P.4LM  BE.4CH — Carl  E.  Andrews,  Vernon  B.  Astler, 
James  R.  Brandon,  Jerry  F.  Cox,  Maximilian  A.  Cris- 
pin, John  J.  Farrell,  James  R.  Forlaw,  Bernard  Kim- 
mel,  Richard  B.  Moore  Jr.,  H.  John  Richmond,  L. 
Myrl  Spivey,  Governor  M.  Witt,  Harold  A.  Yount. 
PANH.\NDLE — William  F.  Brunner,  James  B.  O’Connor. 
PASCO-HERN.4NDO-CITRUS  — James  W.  Basinger, 
Samuel  R.  Miller  Jr. 

PINELL.\S — Joseph  A.  Ezzo,  Allyn  B.  Giffin,  Douglas 
W.  Hood,  David  S.  Hubbell,  Charles  A.  Johnson, 
John  T.  Karaphillis,  Charles  H.  Lasley,  Jack  A.  Ma- 
Cris,  Donald  G.  Nikolaus,  Thomas  M.  Quehl,  James 
M.  Stem,  George  H.  Welch  Jr.,  .\bbott  Y.  Wilcox  Jr., 
Walter  H.  Winchester,  Rowland  E.  Wood  (Absent — 
William  H.  Keeler  HI,  Richard  C.  Trump). 

POLK — James  R.  Boulware  HI,  J.  Gerard  Converse, 
Howard  M.  DuBose,  Spencer  R.  Garrett,  John  W. 
Glotfelty,  Willard  E.  Manry  Jr.,  John  H.  Miller,  John 
C.  Moore  Jr.,  .\ngelo  P.  Spoto  Jr. 

PUTN.4M — (.\bsent — Roy  E.  Campbell). 

ST.  JOHNS— William  W.  O’Connell. 

ST.  LUCIE-OKEECHOBEE-MARTIN— John  M.  Gun- 
solus,  How'ard  C.  McDermid. 

SANTA  ROSA — -(Absent — John  P.  Merchant). 
S.AR.'VSOTA — Irving  A.  Beychok,  John  M.  Butche’-,  Sam- 
uel E.  Kaplan,  Franklin  H.  Pfeiffenberger,  Karl  R. 
Rolls,  Millard  B.  White. 

SEMINOLE — Fred  lonata,  Luis  Perez. 
SUW.MNNEE-HAMILTON-LAFAYETTE  — (Absent— 
Hugo  F.  Sotolongo). 

TAYLOR — Bart  Knight. 

VOLUSL4 — Bob  Bullwinkel,  Thomas  D.  Cook,  James 
Demming,  William  H.  Harrison  Jr.,  Richard  W.  Snod- 
grass (Absent — Robert  L.  Stevenson). 

W.4LTON — (.Absent — Howard  F.  Currie). 

COUNCIL  ON  SPECIALTY  MEDICINE— Frederick  C. 
Andrews,  James  D.  Beeson,  Jack  H.  Bowen,  .Andre 

S.  Capi,  James  W.  Clower  Jr.,  Emmet  F.  Ferguson 
Jr.,  John  M.  Hamilton,  Joseph  G.  Matthews,  Wili  am 

T.  Mixson,  Sanford  A.  Mullen,  Edward  J.  Sullivan  Jr. 
(.Absent — West  Bitzer,  David  W.  Goddard,  Samuel  G. 
Hibbs,  Robert  E.  Raborn,  Richard  G.  Skinner  Jr.). 
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DELEGATES  TO  AMA — Francis  T.  Holland,  Jere  \V. 
Annis,  Robert  E.  Zellner,  (Absent — -Burns  A.  Dobbins 

J-). 

PAST  PRESIDENT  AMA— (Absent— Edward  R.  Annis). 
OFFICERS  AND  BOARD  OF  GOVERNORS— Henry  J. 
Babers  Jr.,  Jack  Q.  Cleveland,  James  T.  Cook,  James 
F.  Cooney,  William  J.  Dean,  Charles  K.  Donegan, 
F ar.klin  J.  Evans,  Richard  M.  Fleming,  Floyd  K.  Hurt, 
Eugene  G.  Peek  Jr.,  W.  Dean  Steward,  William  M.  C. 
Wilhoit,  (Absent — Russell  B.  Carson,  J.  Maxev  Dell 
Jr.). 

BOARD  OF  PAST  PRESIDENTS— Samuel  M.  Day,  H. 
Phillip  Hampton,  John  D.  Milton,  George  S.  Palmer, 
W.  W.  Quillian,  W.  C.  Roberts,  W.  C.  Thomas  Sr., 
Leo  M.  Wachtel  (Absent — Orion  O.  Feaster,  F.  K. 
Herpel,  Ralph  W.  Jack,  Edward  Jelks,  Walter  C. 
Jones,  F.  H.  Langley,  Duncan  T.  McEwan,  Robert 
B.  Mclver,  W.  C.  Payne  Sr.,  Eugene  G.  Peek  Sr., 
W.  M.  Rowlett,  Joseph  S.  Stewart). 


President  Babers  assumed  the  Chair  to  make 
presentations  to  the  medical  school  deans  of  un- 
restricted contributions  from  the  AMA-ERF.  He 
asked  the  deans  to  come  fonvard  to  accept  the 
checks. 

Dr.  Emanuel  Papper,  Dean,  accepted  the  con- 
tribution for  the  University  of  Miami  School  of 
Medicine  in  the  amount  of  S4, 2 79.43.  Dr.  Eman- 
uel Suter,  Dean,  accepted  the  contribution  for  the 
UniversiU'  of  Florida  College  of  Medicine  in  the 
amount  of  $3,949.14.  Dr.  Donn  L.  Smith.  Dean, 
accepted  for  the  University  of  South  Florida  Col- 
lege of  Medicine  in  the  amount  of  $625.00. 


Dr.  Babers  pays  uibute  to  Mrs.  Mae  Mason  for  her 
outstanding  service  to  organized  medicine  over  a span 
of  21  years. 


Dr.  Babers  requested  that  ^Ir.  Parham,  the 
Executive  Vice  President,  escort  Mrs.  Mae  Mason 
to  the  podium.  He  said  that  Mrs.  Mason  has 
worked  with  the  Association  for  many  years,  and 
will  retire  on  June  30,  1970.  He  presented  her 
with  a check  and  an  orchid  on  behalf  of  the  .\s- 
sociation,  and  the  House  accorded  her  a standing 
ovation. 


President  Henry  J.  Babers  welcomes  the  deans  from  the  three  medical  schools:  Emanuel  Suter,  Dean,  Universin 
of  Florida  College  of  Medicine;  Emanuel  Papper,  Dean,  Universin'  of  Miami  School  of  Medicine,  and  Donn 
L.  Smith,  Dean,  University  of  South  Florida  College  of  Medicine. 
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The  Speaker  recognized  Dr.  Edward  Haskeil 
of  Tallahassee. 

Dr.  Haskell  introduced  Jack  Mathews,  Presi- 
dent of  the  Florida  Senate. 

Senator  Mathews  spoke  on  the  changes  which 
have  taken  place  in  Florida  during  the  past  sev- 
eral decades,  and  the  changes  he  anticipates  in  the 
future — such  as  those  in  the  field  of  conservation, 
pollution,  and  ecological  legislation.  He  said  there 
is  much  legislation  of  interest  to  the  medical  pro- 
fession, and  urged  physicians  to  become  more 
involved,  while  complimenting  their  present  in- 
volvement. In  closing,  he  invited  those  present  to 
visit  the  legislative  proceedings  in  Tallahassee 
during  the  session. 

Dr.  Ray  E.  Murphy,  Broward  County:  “Mr. 
Speaker,  may  I present  an  emergency  resolution. 
It  is  nonpolitical,  noncontroversial,  and  is  in 
regard  to  support  for  the  President  of  the  United 
States.” 

There  was  no  objection  expressed;  the  House 
granted  unanimous  approval  to  the  presentation 


of  the  resolution.  Dr.  Murphy  read  the  resolu- 
tion, it  was  seconded  and  adopted  unanimously. 

Resolution 

Support  of  The  President  of  the 
United  States  of  America 

Whereas,  The  Florida  Medical  .Association  is  com- 
posed of  men  dedicated  to  the  preservation  of  life  and 
dignity,  and  who  are  equally  dedicated  to  the  United 
States  as  a sovereign  republic,  and 

Whereas,  We  as  professonals  are  daily  endeavoring 
to  improve  the  health  and  welfare  of  our  citizens,  and 
Whereas,  As  citizens  of  this  great  nation,  we  sup- 
port the  activities  of  our  countr>’’s  representatives  at 
home  and  ab.’oad:  We  hereby 

RESOLVE  That  this  .Association  declares  its  steadfast 
support  and  encouragement  to  the  President  of  these 
United  States  in  his  foreign  policies  during  these  trying 
times,  and  the  members  of  the  .Armed  Forces  who  are 
carrying  out  these  policies.  We  further  acknowledge  our 
indebtedness  to  the  members  of  the  National  Guard  who 
respond  to  the  call  of  duty  to  insure  our  domestic  tran- 
quility. 

The  Speaker  called  for  the  report  of  Reference 
Committee  Xo.  1. 


Report  of  Reference  Committee  No.  I 
Health  and  Education 


Dr.  Donald  F.  Marion,  Chairman  of  Refer- 
ence Committee  No.  I,  came  forward  to  present 
the  report  of  the  reference  committee. 

Dr.  Marion:  “Mr.  Speaker,  members  of  the 
House:  Your  Reference  Committee  on  Health  and 
Education  has  considered  each  of  the  items  re- 
ferred to  it  and  submits  the  following  report.  The 
Committee’s  recommendation  on  each  item  will 
be  submitted  separately  before  proceeding  to  the 
next.” 

Council  on  Scientific  Activities 
“The  Reference  Committee  considered  the  re- 
port of  the  Council  on  Scientific  .Activities  and 
suggests  the  following  amendments: 

“On  page  20,  paragraph  1,  line  11* — Medical 
Schools — delete  the  words  ‘other  committees’  and 
substitute  the  words  ‘a  specific  committee’  so  that 
the  sentence  will  read: 

*This  and  similar  such  references  which  follnw  are  from  the 
1970  House  of  Delegates  Handbook,  a copy  of  which  you  might 
obtain  from  your  own  society  delegate.  A few  copies  are  avail- 
able from  the  FMA  headquarters  office. 


“ — After  comsidering  all  sides,  it  was  the  com- 
mittee’s opinion  that  the  basic  problem  still  e.x- 
ists  but,  since  the  medical  school  apparently  is  no 
longer  involved,  the  matter  should  be  the  respon- 
sibility of  a specific  committee  in  the  .Association’s 
structure.” 

Alotion  carried. 

“On  page  22,  paragraph  3,  line  24 — Recom- 
mendations— add  a sixth  recommendation  to  read : 
“6.  That  the  Committee  on  Medical  Schools 
be  requested  annually  to  provide  the 
House  of  Delegates  cumulative  statistics 
from  each  medical  school  concerning  the 
location  and  type  of  practice  of  the  grad- 
uates of  our  medical  schools  five  years 
after  graduation. 

“Air.  Speaker,  I recommend  the  approval  of  the 
report  of  the  Council  on  Scientific  .Activities  as 
amended.” 

Motion  carried. 
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Council  on  Scientific  Activities 

Richard  C.  Dever,  Chairman 

The  Council  met  February  8,  1970,  in  Miami,  to  con- 
sider the  activities  of  its  committees  and  to  formulate 
recommendations  to  the  Board  of  Governors  and  House 
of  Delegates  to  further  the  scientific  and  medical  educa- 
tion programs  of  the  Association. 

During  the  year,  the  Council  answered  inquiries  to  the 
.Association  on  subjects  within  its  scope  of  responsibility. 
The  chairman  attended  the  annual  meeting  of  the  Asso- 
ciation of  American  Medical  Colleges  held  in  November 

1969,  in  Cincinnati,  Ohio,  and  the  Council  agreed  that 
the  Association  should  continue  to  send  representatives 
to  this  meeting  each  year  to  keep  abreast  of  information 
in  this  field.  The  Council  also  considered  at  length  and 
formulated  recommendations  upon  matters  referred  by  the 
House  of  Delegates  and/or  Board  of  Governors,  such  as 
the  implementation  of  a State  Commission  on  Medical 
Education,  a clinic  program  in  Collier  County  proposed 
by  the  University  of  Miami  School  of  Medicine,  and  reso- 
lutions 69-16  (“Family  Practice”)  and  69-17  (“Medical 
Education”) . 

Because  most  of  the  Council’s  activities  were  con- 
ducted by  its  individual  committees,  a brief  summary  of 
each  committee’s  work  for  the  year  will  be  presented. 
The  one  exception  will  be  the  Committee  on  Regional 
Medical  Program,  which  was  established  in  1969  and  did 
not  meet  as  such  during  the  year.  The  Council’s  delib- 
erations on  this  subject  will  appear  in  lieu  of  that  Com- 
mittee’s summary.  Recommendations  of  the  Council  will 
conclude  the  report. 

The  Committee  on  The  Journal  and  Other  Publi- 
cations continued  to  strive  to  improve  the  appearance  and 
content  of  the  Journal.  Evidence  of  the  success  of  these 
efforts  was  the  specific  selection  of  the  Florida  Journal 
for  .special  and  increased  advertising  by  several  national 
pharmaceutical  houses.  Although  advertising  revenue  con- 
tinued to  be  lower  than  average  in  1969,  volume  increased 
and  appeared  to  be  entering  an  upward  trend  early  in 

1970.  .Attempts  were  made  to  expand  the  Journal  not 
only  as  a vehicle  for  scientific  publication  but  as  a regu- 
lar source  of  timely  organizational  news  and  comment. 
Underlying  all,  the  basic  editorial  philosophy  was  fol- 
lowed that  the  Journal  be  a reflection  of  Florida  and  the 
medicine  practiced  there. 

The  Committee  on  Medical  Schools  carefully  studied 
a proposal  by  the  University  of  Miami  School  of  Medi- 
cine to  establish  a program  to  furnish  medical  care  to 
migrant  agricultural  workers  in  the  Immokalee  area  of 
Collier  County.  Efforts  to  establish  the  project  brought 
about  a local  movement  to  provide  this  care  with  a dif- 
ferent approach.  Due  to  various  problems  encountered, 
the  university  discontinued  its  efforts,  indicating  that  the 
project  would  be  reopened  onlj'  if  all  segments  of  the 
community  invited  it.  .After  considering  all  sides,  it  was 
the  committee’s  opinion  that  the  basic  problem  still  ex- 


ists but,  since  the  medical  school  apparently  is  no  longer 
involved,  the  matter  should  be  the  responsibility  of  a 
specific  committee  in  the  .Association’s  structure. 

-After  considering  the  University  of  Miami  Collier 
County  project  and  the  status  of  the  University  of  Flor- 
ida’s ongoing  clinic  at  Mayo  in  Lafayette  County,  the 
committee  agreed  that  the  need  for  universities  to  par- 
ticipate in  such  activities  must  be  recognized  and  that 
disagreements  and  misunderstandings  are  unfortunate  and 
to  be  avoided.  With  this  in  mind,  the  Committee  is  d'aft- 
ing,  in  consultation  with  the  medical  schools,  guidelines 
for  participation  in  community  medical  service  projects 
by  medical  schools. 

The  Committee  considered  at  length  the  proposal 
adopted  by  the  House  of  Delegates  in  1969  to  establish 
a Joint  Commission  on  Medical  Education.  Specific  rec- 
ommendations to  implement  this  new  body  were  formu- 
lated. 

Resolution  69-16,  calling  for  the  establishment  of  fam- 
ily practice  departments  in  the  medical  schools,  which  was 
adopted  by  the  House  of  Delegates  in  1969  and  referred 
to  the  committee  by  the  Board  of  Governors,  was  taken 
up  in  conjunction  with  the  medical  schools  and  an  ap- 
propriate recommendation  was  carefully  developed. 

Resolution  69-17,  requesting  establishment  of  a two- 
year  medical  program  in  the  basic  sciences  at  Florida 
State  University,  which  was  referred  to  the  Board  of 
Governors  and  in  turn  to  the  Committee,  was  studied 
with  a resulting  recommendation. 

The  Committee  also  took  under  advisement  with  the 
medical  schools  the  fiscal  management  of  teaching  pro- 
grams, temporary’  licensure  for  faculty  members,  expan- 
sion of  phy’sical  therapy  training  programs,  and  the  teach- 
ing of  medicolegal  jurisprudence,  ethics  and  occupational 
health. 

The  Committee  on  Postgraduate  Education  continued 
to  review  applications  for  .Association  approval  or  co- 
sponsorship of  postgraduate  or  continuing  education  pro- 
grams in  the  state.  It  was  requested  by  the  Council  to 
assume  responsibility  for  planning  and  holding  a second 
statewide  conference  on  medical  education,  as  authorized 
by  the  House  of  Delegates  in  1969  as  a sequel  to  the  first 
such  conference  which  was  held  in  February  of  that  year. 

The  Committee  on  Regional  Medical  Program  is  the 
newest  committee  of  the  Council,  having  been  established 
by  the  House  of  Delegates  in  1969.  .Although  the  Coun- 
cil was  furnished  a detailed  history  of  the  Florida  Re- 
gional Medical  Program  to  date,  the  Council  expressed 
concern  about  the  direction  in  which  the  program  appears 
to  be  progressing  in  accumulating  a large  administrative 
staff  and  in  establishing  subregional  offices.  In  consider- 
ing the  present  composition  of  the  Committee,  the  Council 
questioned  whether  a group  so  closely  involved  with  the 
corporate  program  itself  could  be  sufficiently  objective  to 
be  an  effective  observer  for  the  .Association  and  to  bring 
about  needed  changes  in  the  interest  of  Florida’s  citizens 
and  medical  profession. 

The  Committee  on  Research  continued  to  serve  as  an 
advisory  committee  to  the  Florida  Medical  Foundation 


Reference  Committee  I personnel  were  Drs.  Eugene  P.  Peek  Jr.,  AMA  Alternate  for  Dr.  Dobbins,  Courtlandt  D. 
Berry,  Harold  W.  Johnston,  Donald  F.  Marion  (Chairman),  Charles  F'.  Tate  Jr.  and  William  C.  Ruffin  Jr.  Mrs. 
Linda  Flowers  was  recording  secretary. 
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board  of  directors  to  screen  research  grant  applications. 
In  noting  the  Committee’s  relatively  restricted  role  and 
lack  of  involvement  in  other  aspects  of  the  Foundation’s 
research  activities,  the  Council  made  a series  of  recom- 
mendations to  the  Foundation’s  board  designed  to  keep 
the  Committee  more  fully  informed  of  the  disposition  of 
its  recommendations  and  to  broaden  its  functions. 

The  Committee  on  Scientific  Assemblies,  as  program 
committee  for  the  Association’s  annual  meeting,  decided 
to  continue  for  1970  the  fo'mat  initiated  in  1969  in  which 
those  state  specialty  societies  desiring  to  do  so  sponsor 
FMA  scientific  sections.  Participating  specialty  societies 
plan  and  produce  the  sections,  with  partial  financial  as- 
sistance from  the  Association.  In  addition  to  the  various 
scientific  sections,  the  1970  program  will  featu-e  special 
sections  on  medical  education,  mental  retardation,  and 
medicine  and  religion.  The  Committee  evaluated  and 
selected  scientific  and  educational  exhibits  from  among  a 
large  number  of  applications. 

RECOMMENDATIONS 

1.  That  the  Association  give  its  highest  com- 
mendation to  Dr.  Franz  H.  Stewart  and 
his  staff  for  their  outstanding  efforts  in 
producing  and  improving  the  Journal. 

2.  That  the  problem  of  medical  care  for 
migrant  agricultural  workers  in  Collier 
County  be  referred  to  the  Council  on 
Medical  Services  with  the  suggestion  that 
it  be  considered  by  the  Committees  on  Ru- 
ral Health  and  Public  Health. 

3.  That,  as  authorized  by  the  House  of  Dele- 
gates in  1969,  a Joint  Commission  on 
Medical  Education  be  established,  the 
function  of  which  would  be  to  serve  as 

(a)  a state  advisoty-  and  coordinating 
body  for  all  levels  of  medical  education, 

(b)  an  advisoty-  group  to  the  Florida 
Board  of  Regents  on  medical  education 
matters,  (c)  a task  force  on  continuing 
medical  education  for  the  medical  schools 
of  Florida,  and  (d)  to  assume  the  func- 
tion of  the  FMA  Committee  on  Medical 
Schools  at  a later  date,  if  successful  in  its 
other  roles.  The  membership,  to  be  rec- 
ommended for  appointment  by  the  Presi- 
dent of  the  FMA  and  not  to  exceed  15 
persons,  would  consist  of  the  chairmen  of 
the  existing  medical  advisory  committees 
to  the  three  medical  schools,  the  three 
deans  ex-officio,  and  representatives  of  the 
FMA,  directors  of  medical  education  of 
hospitals  and  the  public  at  large,  including 
the  trustees  of  universities. 

4.  With  reference  to  Resolution  69-16,  "Fam- 
ily Practice,”  that  each  medical  school  in 
the  state  be  requested  to  provide  for  some 
arrangement  in  its  administrative  and  aca- 
demic structure  to  carry  out  the  principle 
of  providing  training  for  and  increasing 
the  number  of  family  physicians. 

5.  With  reference  to  Resolution  69-17, 
"Medical  Education,”  that  the  Florida 
Board  of  Regents’  program  to  increase 
the  input  of  medical  students  via  present 
undergraduate  facilities  and  programs  be 
endorsed. 

6.  That  the  Committee  on  Medical  Schools 


be  requested  annually  to  provide  the 
House  of  Delegates  cumulative  statistics 
from  each  medical  school  concerning  the 
location  and  type  of  practice  of  the  grad- 
uates of  our  medical  schools  five  years 
after  graduation. 

Supplemental  Report  of 
Committee  on  Regional  Medical  Program 
(Not  considered  by  Council) 

We  are  pleased  to  report  that  during  the  past  year 
the  Florida  Regional  Medical  Program  has  continued  to 
achieve  progress.  Its  purposes  are  still  to  accomplish  its 
stated  objective  of: 

To  raise  the  levels  of  health  care  in  Florida  by  assist- 
ing physicians,  allied  health  professionals  and  their 
medical  institutions  in  providing  the  highest  quality 
patient  care  in  their  own  communities,  primarily  for 
heart  disease,  cancer,  stroke,  and  related  diseases. 

Recently  more  emphasis  has  been  given  to  directing 
program  activities  more  closely  to  the  community  level 
and  district  offices  have  been  established  or  are  in  the 
process  of  establishment  in  the  following  communities: 
Pensacola,  Tallahassee,  Jacksonville,  Daytona,  Orlando, 
Tampa,  Fort  Myers,  West  Palm  Beach,  North  Miami  and 
South  Miami. 

The  affairs  of  the  Florida  Regional  Medical  Program 
are  operated  by  FRMP,  Inc.,  the  members  of  whose 
board  are: 

H.  Phillip  Hampton,  M.D.,  Chairman,  Florida  Med- 
ical .Association 

Carl  E.  .Andrews,  M.D.,  Florida  Medical  .Association 
Clyde  M.  Collins,  M.D.,  Florida  Medical  .Association 
Richard  M.  Fleming,  M.D.,  Florida  Medical  .Association 
Mr.  W.  Ha-old  Parham,  Florida  Medical  Foundation 
Emanuel  M.  Papper,  M.D.,  Dean,  University  of  Miami 
Donn  L.  Smith,  M.D.,  Dean,  University  of  South 
Florida 

Emanuel  Suter,  M.D.,  Dean,  University  of  Florida 
Freeman  H.  Cary,  M.D.,  Director  of  Medical  Educa- 
tion 

Henry  R.  Cooper,  M.D.,  Florida  Heart  .Association 
Mr.  Baya  Harrison,  Public  Representative 
Louis  C.  Murray,  M.D.,  Board  of  Regents 
WiPon  T.  Sowder,  M.D.,  Florida  Division  of  Health 
.Ashbel  C.  Williams,  M.D.,  .American  Cancer  Society — 
Fla.  Division 

Mr.  Michael  J.  Wood,  Florida  Hospital  .Association 

Council  on  Specialty-  Medicine 

“The  Reference  Committee  considered  the 
report  of  the  Council  on  Specialty  Medicine  and 
recommends  that  it  be  approved  with  the  following 
amendment: 

“On  page  26,  paragraph  3,  line  10, — Recom- 
mendation— delete  lines  10  through  18  and  lines 
45  through  55  and  substitute,  beginning  with  the 
word  ‘Cosmetic,’  lines  48  through  55  in  the  place 
of  lines  10  through  18,  so  that  the  third  para- 
graph, line  10,  reads:  “Cosmetic  surgery  is  defined 
as  surgery  for  the  correction  of  imperfections  in 
human  proportions,  both  real  and  fancied.  It  has 
as  its  primary  objective  the  restoration  of  s\Tn- 
metry  of  contour  and  improvement  of  appearance. 
Cosmetic  surgery  does  not  become  reconstructive 
or  therapeutic  surgery  because  of  psychological  or 
psychiatric  reasons.” 
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“Mr.  Speaker,  I recommend  the  approval  of 
the  rep>ort  of  the  Council  on  Specialty  Medicine 
as  amended.” 

Motion  carried. 


Council  on  Specialty  Medicine 

Joseph  G.  Matthews,  Chairman 

The  Council  on  Specialty  Medicine  meets  three  times 
a year.  It  consists  of  42  committee  chairmen,  16  of  them 
representing  the  major  medical  and  surgical  specialties, 
and  the  other  26  are  subcommittee  chairmen  representing 
the  surgical  specialty  societies. 

The  purpose  of  the  Council  is  to  ser\-e  as  a forum 
and  sounding  board  for  various  Sf)ecialtie5,  for  dissemi- 
nation of  information  of  mutual  interest  and  concern 
and  to  help  correlate  actiNuties  which  relate  to  the  various 
specialties  and  specialty  societies.  !Much  time  is  spent  in 
transmitting  the  information  to  the  committeemen  which, 
in  turn,  can  be  transmitted  to  the  various  specialties. 

This  year,  the  Council  was  asked  to  investigate  and 
make  recommendations  pertaining  to  the  community 
health  project  in  Lafayette  County,  in  the  town  of  Mayo. 
This  was  done  and  reports  back  to  the  Board  of  Gov- 
ernors were  made  periodically. 

The  Council  was  also  asked  to  make  recommenda- 
tions pertaining  to  a method  of  treatment  of  retarded 
children,  commonly  called  the  patterning  treatment,  or 
also  called  the  Doman-Delacato  method  of  treatment. 
The  Council  recommended  that  this  be  investigated  by 
appropriate  committees  to  see  if  this  method  of  treatment 
is  considered  proper. 

The  CouacU  has  been  kept  ad\'ised  of  all  the  acti\’i- 
ties  of  the  Committee  on  Relative  Value  Studies,  and  has 
been  kept  ad\Tsed  regarding  the  progress  and  lack  of 
progress  pertaining  to  negotiations  with  Florida  In- 
dustrial Commission. 

The  Board  of  Governors  has  designated  this  Council 
to  act  as  an  adxnsor  to  the  Committee  on  State  Legisla- 
tion when  specialty  legislation  is  concerned,  and  pointed 
out  that  any  independent  legal  action  by  a sp>ecialty  group 
to  enact  legislation  must  be  approved  and  coordinated 
through  the  FM.\  legislative  program. 

The  Council  recommended  that  when  a specialty  so- 
ciety is  dixdded  into  components  within  the  state,  that 
representatives  from  each  component  could  serve  as  a 
subcommittee  chairman  but  that  overall  acti\-ities  of  the 
committee  should  be  coordinated  as  a single  unit. 

The  Council  has  been  asked  to  clarify  the  definition  of 
cosmetic  and  functional  reconstructive  surgeiy. 

RECOMMENDATION 

That  the  following  definition  of  the  Amer- 
ican SocietA  of  Plastic  and  Reconstructive  Sur- 
geons be  approved  £as  amended}: 

"Reconstructive  surgerr  is  defined  as  surgery 
a surgeon  undertakes  to  restore  normal  appear- 
ance and/or  function  to  any  area  altered  by  dis- 
ease, trauma  or  congenital  deformity. 

"Cosmetic  surgery  is  defined  as  surgery  for 
the  correction  of  imperfections  in  human  propor- 
tions, both  real  and  fancied.  It  has  as  its  primar\ 
objective  the  restoration  of  symmern  of  con- 
tour and  improvement  of  appearance.  Cosmetic 
surgerA  does  not  become  reconstructive  or  thera- 
peutic surgerA  because  of  psychological  or  psy- 
chiatric reasons.” 

^Note:  The  Council’s  recommendations  concerning  physi- 
cal therapy  were  deleted  by  Reference  Committee 
No.  II.  See  discussion  on  page  41). 


The  Council  feels  that  the  Medical  Practice 
Act  should  be  appropriately  amended  to  preA'ent 
practitioners  in  the  crafts  from  expanding  their 
treating  privileges  by  legislative  methods.  (Re- 
ferred to  Board  of  GoA'ernors  by  Reference  Com- 
mittee IV). 

The  Council  heard  Dr.  Emanuel  Suter,  Dean  of  the 
UF  College  of  IVIedicine  regarding  physician  training  and  | 
future  needs  and  feels  that  the  doctors  of  Florida  should  I 

cooperate  in  an  inA'estigatiA'e  study  to  determine  future  \ 

needs  for  training  doctors. 

Board  of  Governors  Actions  | 

Action  No.  8.  Radiation  Therapy 

Dr.  Marion:  “The  Reference  Committee  con- 
-sidered  the  Board  of  Governors  Report,  Action 
No.  8,  and  recommends  that  it  be  approA’ed  as 
printed  in  the  Handbook.” 

Motion  carried.  (See  Board  of  CmAernors  re- 
port, page  48). 

Action  No.  11.  Postgraduate  Education 
Dr.  Marion:  “The  Reference  Committee  con- 
sidered the  Board  of  Goternors  Report,  Action 
No.  11,  and  recommends  that  it  be  approA’ed  as 
printed  in  the  Handbook.” 

Motion  carried.  (See  Board  of  Goternors  re- 
port, page  48). 

Recommendation  No.  1.  Resolution  70-11 
Dr.  Marion:  “The  Reference  Committee  con- 
sidered the  Board  of  Governors  Report,  Recom- 
mendation No.  1,  and  recommends  that  it  be  ap- 
proA'ed  as  printed  in  the  Handbook.” 

Motion  carried.  (See  Board  of  Governors  re- 
port, page  49). 

Resolution  70-11 

Abolishment  of  Cigarette  Advertising 
on  Radio  and  TeleA’ision 

Board  of  Governors 

Dr.  iMarion:  “The  Reference  Committee  con- 
sidered Resolution  No.  70-11,  ‘Abolishment  of 
Cigarette  .VdAertising  on  Radio  and  TeleA'ision,’ 
and  recommends  that  it  be  approA-ed.” 

Motion  carried. 

Resolution  70-11 

Abolishment  of  Cigarette  Advertising  on 
Radio  and  TeleA'ision 

Whereas,  There  is  incontrovertible  e\-idence  on  the 
dangers  of  cigarette  smoking  and. 

Whereas,  .411  medical  agencies  that  ha\'e  carefully  eval- 
uated the  seriousness  of  this  problem  and  its  implications 
regarding  death  and  total  disability,  and 

Whereas,  The  continuous  adA^ertisements  ha\’e  played 
a major  role  in  tempting  the  youths  of  .America  to  indulge 
in  cigarette  smoking,  and 
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Whereas,  Many  smokers  with  respiratory  problems 
have  attempted  to  stop  smoking  but  due  to  the  effects  of 
advertising  have  gone  back  to  smoking,  and 

Whereas,  The  effect  of  a resolution  such  as  this  will 
alert  the  public  to  the  medical  profession’s  great  concern 
regarding  this  problem  which  is,  in  fact,  the  nation’s 
number  one  preventable  medical  problem.  Therefore,  be  it 
RESOLVED,  That  the  medical  profession  go  on  record 
urging  the  abolishment  of  cigarette  advertising  on  tele- 
vision and  radio. 

Resolution  70-16 

Medical  Education 

Escambia  County  Medical  Society 

“The  Reference  Committee  considered  the 
Resolution  70-16  and  recommends  its  adoption 
with  the  following  amendments: 

“On  lines  10  and  11  delete  the  words  ‘Escam- 
bia County  Medical  Society’  and,  also,  ‘Supports 
the  Penrod’;  and  add  ‘Florida  Medical  Associa- 
tion’ and  ‘Reaffirms  its  support  for  the  Florida 
Plan’  so  that  the  sentence  reads:  “RESOL\'ED, 
That  the  Florida  Medical  Association  strongly 
reaffirms  its  support  for  the  Florida  Plan  of  en- 
hanced medical  education  in  Elorida,  involving  the 
universities  of  the  state  in  the  first  year  of  medical 
education,  the  medical  schools  in  the  second  and 
third  years,  and  the  community  hospitals  of  the 
major  metropolitan  areas  in  the  senior  year  of 
training,  in  order  to  increase  both  the  quality  and 
quantity  of  graduating  physicians  in  E'lorida.” 
The  Committee  recommends  further  that  the 
following  be  added: 

“RESOL\’ED,  That  in  the  planning  and  de- 
velopment of  such  a program  which  will  include 
several  state  universities  and  community  hospitals, 
care  must  be  given  to  close  collaboration  between 
these  institutions  in  order  to  guarantee  that  the 
program  is  of  high  quality,  is  based  on  sound 
educational  and  academic  principles  and  provides 
the  student  with  a well-coordinated  educational 
experience  in  medicine. 

“RESOL\'ED,  That  it  is  further  recommended 
that  implementation  of  this  plan  be  made  as  soon 
as  possible.” 

Motion  carried. 

Resolution  7 0 - 1 6 

Medical  Education 

RESOLVED,  That  the  Florida  Medical  .Association 
strongly  reaffirms  its  support  for  the  Florida  Plan  of  en- 
hanced medical  education  in  Florida,  involving  the  uni- 
versities of  the  state  in  the  first  year  of  medical  educa- 
tion, the  medical  schools  in  the  second  and  third  years, 
and  the  community  hospitals  of  the  major  metropolitan 
areas  in  the  senior  year  of  training,  in  order  to  increase 
both  the  quality  and  quantity  of  graduating  physicians 
in  Florida; 


RESOLVED,  That  in  the  planning  and  development 
of  such  a program  which  will  include  several  state  uni- 
versities and  community  hospitals,  care  must  be  given  to 
close  collaboration  between  these  institutions  in  order 
to  guarantee  that  the  program  is  of  high  quality,  is  based 
on  sound  educational  and  academic  principles  and  provides 
the  student  with  a well-coordinated  educational  experi- 
ence in  medicine; 

RESOL\'ED,  That  it  is  further  recommended  that 
implementation  of  this  plan  be  made  as  soon  as  possible. 

Resolution  70-17 

A Program  for  Aid  to  Medical  Education 
and  Distribution  of  Medical  Care  in  the 
State  of  Florida 

Sarasota  County  Medical  Society 

Dr.  Marion:  “The  Reference  Committee  con- 
sidered Resolution  70-17  and  recommends  that 
it  be  approved  in  principle  but  referred  to  the 
Board  of  Governors  for  further  study  [and  im- 
plementation] .” 

Dr.  Franklin  Evans,  Dade,  pointed  out  that 
this  recommendation  is  asking  for  legislation 
which  would  tax  the  doctors  of  E'lorida  up  to  $20 
apiece.  He  said  that  there  is  plenty  of  money  now 
available  (approximately  $250,000)  for  medical 
education  loans  from  the  E'lorida  Medical  Foun- 
dation. He  moved  to  amend  the  recommendation 
of  the  Reference  Committee  by  striking  the  words 
“and  implementation.” 

Dr.  Dean  Steward,  I’ast  President,  spoke  for 
the  amendment  to  strike.  The  motion  to  amend 
carried. 

The  recommendation  of  the  Reference  Com- 
mittee carried  as  amended,  referring  Resolution 
70-17  to  the  Board  of  Governors  for  further  study. 

Resolution  7 0 - 1 7 

(Approved  in  Principle) 

Referred  to  Board  of  Governors  for  Study 

A Program  for  Aid  to  Medical  Education 
and  Distribution  of  Medical  Care 
in  the  State  of  Florida 

Whereas,  if  we  are  to  retain  any  influence  on  main- 
taining the  private  practice  of  medicine  as  the  primary 
method  of  providing  medical  care,  it  would  appear  that 
we  must  become  active  in  solving  the  problems  of  the 
distribution  of  medical  services,  and 

Whereas,  Whether  we  agree  with  those  who  claim 
that  we  have  a shortage  of  physicians  in  the  United 
States,  we  don’t  believe  anyone  would  deny  that  we  need 
more  physicians  for  general  practice  and  family  care,  and 
that  this  situation  applies  right  in  our  own  community 
in  spite  of  a high  ratio  of  physicians  per  capita,  and 

Whereas,  If  most  present  graduates  are  going  into 
specialties  with  a resultant  shortage  of  gene  al  practice, 
and  some  areas  are  unable  to  obtain  physicians,  what 
measures  can  we  take  to  improve  this  situation?  and. 

Whereas,  Most  of  us  are  aware  of  the  present  high 
cost  of  a medical  education,  and  the  fact  that  only  a few, 
other  than  the  well-to-do,  can  finance  a medical  degree. 
The  affluence  of  our  present  graduates  makes  it  possible 
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for  them  to  practice  in  the  more  desirable  locations  and 
specialties,  leatdng  many  areas  without  services,  and 

Whereas,  A plan  by  which  students,  who  would 
otherwise  be  completely  unable  to  finance  their  education, 
would  be  financed  with  the  agreement  in  advance  that 
they  would  establish  general  practice  in  an  a-ea  of  need 
for  a minimum  period  of  time  has  been  proposed,  and  has 
been  tried  in  a number  of  states,  including  Florida.  How- 
ever, because  the  amount  of  the  aid  has  not  been  sufficient 
to  actually  be  the  deciding  factor  in  the  student  obtaining 
a medical  degree,  and  because  the  periods  of  required 
practice  have  been  so  long  that  it  has  been  mo'e  a*tractiv 
after  graduation  to  borrow  and  repay  the  funds,  these 
plans  have  failed  in  their  objective,  and 

Whereas.  It  is  quite  possible  that  such  a program 
could  very  successfully  improve  our  physician  distribution 
in  the  state,  provided  (1)  That  the  amount  of  loan  cr 
scholarship  made  available  would  educate  a young  man 
who  would  not  be  so  affluent  as  to  be  choosy  as  to  his 
location  and  type  of  practice,  and  (2)  That  the  term  of 
compensators-  practice  should  be  short  enough  to  make 
serving  a term  of  practice  a more  attractive  alternative 
than  repaying  a sizable  loan,  and 

Whereas,  The  Florida  State  Legislature  attempted 
such  a scholarship  program  between  the  years  1955 
through  1963.  It  was  a failure  because  of  the  reasons 
listed  above.  It  was  dropped  because  the  Legislature  was 
reluctant  to  appropriate  greater  funds  in  light  of  the  ex- 
perience with  the  program,  and 

Whereas,  Time  has  shown  the  government  student 
loan  programs  a'e  being  dried  up,  the  AM.\  student  loan 
program,  as  well  as  the  state  medical  association  loan 
funds  have  failed  to  solve  these  problems,  and 

Whereas,  Therefore,  it  is  time  for  the  medical  prcfes- 
sion  to  propose  some  constructive  measures  for  the  solu- 
tion of  these  problems  of  medical  econcmics  and  to  par- 
ticipate in  administering  them,  and 

Whereas,  Our  past  experience  with  the  Florida 
Medical  Scholarship  has  given  us  valuable  expe-ience  in 
how  to  organize  and  administer  such  a program,  and 

Whereas,  There  is  little  doubt  that,  if  a sound  pro- 
gram were  presented  by  the  Florida  Medical  Assoc'ation 
to  our  Legislature,  we  could  obtain  their  complete  cooper- 
ation and  sufficient  funds  to  make  it  work,  and 

Whe'eas,  It  is  in  view  of  these  facts  that  we  p-esent 
to  the  Sarasota  County  Medical  Society  for  approval 
and  for  reference  to  the  House  of  Delegates  of  the  Flor  da 
Medical  .Association  for  approval  and  implementation 
the  following  resolution,  therefore  be  it 

RESOLVED,  That  the  Florida  Medical  .At'ocia'ion 
shall,  in  cooperation  with  interested  members  of  the  Flor- 
ida Legislature,  cause  to  be  prepared  a bill  to  be  p-esented 
to  the  Legislature  of  the  State  of  Florida  fcr  enactment. 
The  purpose  of  this  bill  will  be  to  accomplish  the  fol- 
lowing: 

1.  \ fund  shall  be  established  called  the  Florida  Medi- 
cal Scholarship  Loan  Fund. 

2.  This  Fund  should  be  administered  by  the  Flonda 
Department  of  Professional  and  Occupational  Reg- 
ulations at  the  direction  of  the  Flo.-ida  Medical 
Scholarship  .Advisory  Committee. 

3.  The  membership  of  the  Florida  Medical  Scholarship 
.Advisory  Committee  should  be  made  up  of  seven 
(7)  physicians,  recommended  by  the  Florida  Medi- 
cal .Association  and  appointed  by  the  Governor. 

4.  This  Fund  shall  be  funded  as  follows:  The  Flor- 

ida Board  of  Medical  Examine.-s  shall  be  author- 
ized to  le\->-  an  annual  fee  for  license  registration 
for  medical  practice,  up  to,  but  not  to  exceed, 
$20.00.  The  funds  generated  by  these  fees  shall  be 
assigned  one-half  each  to  the  FEME  and  FMSLF. 
Each  year  an  amount  equal  to  those  funds  assigned 
from  fees  to  the  FM5LF  shall  be  transferred  from 
the  State  General  Fund  to  the  FMSLF.  The 
FMS&L  .Ad\-isor>-  Committee  shall  be  requi'ed  to 
evaluate  the  funds  available  each  year  and  recom- 
mend decreases  in  the  registration  fee  when  ade- 
quate funds  a*e  available. 

The  Fund  shall  be  administered  as  follows: 

(1)  Loans  shall  be  made  to  students  who  are  resi- 
dents of  Florida  for  three  years,  who  are  admitted 


to  or  are  enrolled  in  medical  school,  who  have  a 
satisfactory  achie%-ement  record. 

(2)  Preference  in  the  greatest  order  shall  be  shown 
to  students  who  on  certified  report  of  family  in- 
come would  be,  to  the  satisfaction  of  the  Commit- 
tee, completely  unable  to  finance  a med'cal  degree. 

(3)  Preference  shall  be  shown  to  students  who 
agree  to  contract  to  do  gene-al  practice  in  a quali- 
fied area  of  need  in  the  State  of  Florida. 

(4)  Scholarship  loans  up  to  S30CO.CO  per  year  may 
be  awa-ded.  These  funds  are  to  be  disbursed  at  the 
beginning  of  each  half  yea~. 

(5)  Within  two  years  following  graduation,  the 
recipient  shall  elect:  To  do  general  practice  in  an 
area  of  need,  as  approved  by  the  Committee,  in 
the  State  of  Florida,  for  a period  of  not  less  than 
three  years  for  four  years  of  loans.  He  may  repay 
the  loan,  including  interest  accumulated  at 

per  annum. 

(6)  .At  the  discretion  of  the  Committee,  scholarship 
recipients  may  be  allowed  to  practice  a specialty, 
if  need  is  designated  by  the  Committee. 

Resolution  70-34 

Separate  Compartments  for  Smokers 
on  Public  Transportation 

Dade  County  Medical  Association 

“The  Reference  Committee  cons’dered  Resolu- 
tion 70-34  and  recommends  that  it  be  approved 
with  the  following  amendments: 

“The  fourth  paragraph,  lines  21  through  23. 
he  changed  to  read: 

“RSSOLA’ED,  That  the  Florida  Aledical  .As- 
sociation go  on  record  as  urging  very  strongly 
‘hat  the  Federal  .Aviation  .-Agency  require  all  pub- 
lic air  transportation  suppliers  to  segregate 
smokers  to  minimize  air  pollution.’’ 

Motion  carried. 

Resolution  70-34 

Separate  Compartments  for  Smokers 
on  Public  Transportation 

Whereas,  It  is  a well  known  fact  that  smoking 
causes  serious  lung  disease  and  is  esptecially  harmful  to 
people  who  have  any  form  of  allergx'  or  asthma,  and 

\Vhereas,  Many  people  with  asthma  use  public 
transportation  and  particularly  when  they  are  on  planes 
a-e  unable  to  leave  the  plane  to  avoid  the  cigarette  smoke, 
thus  being  captive  in  a situation  that  frequently  causes 
severe  respiratorx-  disease,  and 

Whereas,  The  Federal  .Aviation  .Agency  is  now  holding 
public  hearings  regarding  provision  of  separate  compart- 
ments for  smokers,  therefore  be  it 

RESOLVED,  That  the  Florida  Medical  .Association  go 
on  record  as  urging  ver\-  strongly  that  the  Federal  .Avia- 
tion .Agency  require  all  public  air  transportation  suppliers 
to  segregate  smokers  to  minimize  air  pollution. 

Dr.  Marion:  “The  chairman  wishes  to  e.xpress 
h’s  appreciation  to  the  members  of  the  committee 
— Dr.  William  C.  Ruffin  Jr.,  Dr.  Courtlandt  D. 
Berry,  Dr.  Harold  W.  Johnston  and  Dr.  Charles 
F.  Tate  Jr. — who  worked  so  diligently.  I particu- 
larly wish  to  thank  the  .Association  for  the  serv- 
ices of  Mrs.  Linda  Flowers,  our  secretary,  and 
those  fine  people  who  came  to  advise  us.” 

“Mr.  Speaker,  th’s  concludes  the  report  of 
Reference  Committee  Xo.  I." 
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Report  of  Reference  Committee  No.  II 
Public  Policy 


Dr.  Thomas  B.  Thames,  Chairman,  presented 
the  report  of  Reference  Committee  Xo.  II,  Puldic 
Policy. 

Dr.  Thames:  “Mr.  Speaker,  your  Reference 

Committee  on  Public  Policy  has  considered  each 
of  the  items  referred  to  it  and  submits  the  follow- 
ing report.  The  Committee’s  recommendations  on 
each  item  will  be  submitted  separately  and  we 
request  that  each  item  be  acted  upon  separately 
before  proceeding  to  the  next.” 

Council  on  Allied  Professions 
and  Vocations 

“The  Reference  Committee  considered  the 
report  of  the  Council  on  Allied  Professions  and 
\’ocations  and  recommends  the  following  amend- 
ments: 

“On  page  28,  paragraph  12,  line  5.3 — Recom- 
mendation 7 — delete  the  word  ‘Florida,’  and  on 
line  54,  the  words  ‘Society  of  Ophthalmology,’ 
and  substitute  the  words  ‘Proposed  Board  of 
Examiners,  consisting  of  Ophthalmologists  and 
Opticians,  as  now  pending  in  the  Florida  Legisla- 
ture,’ so  that  the  sentence  will  read: 

“That  the  final  approval  of  certification  of 
qualified  opticians  to  dispense  contact  lenses  and 
suspension  of  previously  granted  certification  shall 
be  by  the  proposed  board  of  examiners  consisting 
of  ophthalmologists  [and  opticians]  as  now  pend- 
ing in  the  Florida  legislature.” 

Dr.  David  Lane,  Broward:  “I  understand  the 
bill  as  proposed  in  the  legislature  does  not  have 
opticians  on  the  board.  The  board  would  be  made 
up  of  three  ophthalmologists.” 

Dr.  Thames  reported  that  the  reference  com- 
mittee’s recommendation  was  based  on  informa- 
tion given  them  that  the  bill  would  provide  for 
both  ophthalmologists  and  opticians. 

Dr.  Thomas  Edwards,  Duval,  said  that  the  bill 
had  been  changed  several  times;  however,  there 
was  no  particular  objection,  as  long  as  it  is  either 
made  up  jointly  of  both,  or  all  ophthalmologists. 

Dr.  Spencer  Garrett,  Polk:  “I  move  that  the 
recommendation  be  amended  by  deleting  the 
words  ‘and  opticians.’  ” 

Dr.  James  Glower,  Council  on  Specialty  Medi- 
cine, spoke  in  favor  of  the  amendment. 

Following  discussion,  the  amendment  carried. 

The  motion  as  amended  carried. 


“On  page  29,  paragraph  1,  line  18 — Recom- 
mendation 8 — add  the  word  ‘Registered,’  so  that 
the  sentence  will  read: 

“4)  A utilization  review  committee  com- 
posed of  registered  physical  therapists  should  be 
established  for  the  purpose  of  reviewing  therapy 
given  by  physical  therapists  under  the  Medicare 
Law.” 

Motion  carried. 

“On  page  29,  paragraph  5,  lines  47-50 — Rec- 
ommendation 12 — the  Committee  recommends 
that  it  be  approved  with  the  additional  recom- 
mendation that  Resolution  69-8  (Orange  County’s 
Definition  of  Podiatry)  be  considered  at  the  next 
House  of  Delegates  after  the  fact  finding  commit- 
tee’s report  is  available.” 

Motion  carried. 

“The  Reference  Committee  recommends  that 
the  report  of  the  Council  on  Allied  Professions  and 
\’ocations  be  adopted  as  amended.” 

Motion  carried. 

Council  on  Allied  Professions 
and  Vocations 

Jajies  W.  Walker,  Chairman 

The  Council  met  once  during  the  year,  October  12, 
1969.  Most  of  the  committees  have  been  active  during 
the  year.  Many  items  which  have  been  referred  to  this 
Council  are  still  under  study.  The  Council  has  worked 
closely  with  the  emerging  Florida  Health  Manpower 
Council  and  guided  its  formation.  The  Council  also  con- 
sidered the  structure  of  its  component  committees  and  has 
made  recommendations  as  to  their  size. 

Committee  on  Dietetics — The  Committee  is  working 
with  the  Florida  Dietetic  .Association  to  develop  a dietetic 
manual  for  use  in  all  hospitals,  whether  large  or  small, 
and  adaptable  to  nursing  homes. 

Committee  on  Law — The  Committee  has  addressed 
itself  to  : (a)  matters  concerning  nonresident,  nonspe- 
cialist physicians  testifying  in  malpractice  cases  in  Flor- 
ida; (b)  resolution  69-1  (definite  fee  arrangements  for 
attorneys)  ; (c)  unwarranted  liability  claims,  and  (d) 
interprofessional  code. 

Committee  on  Medical  Technologists — The  Chairman 
of  this  Committee  has  been  working  with  some  10  state 
and  national  organizations  to  establish  “a  medical  labora- 
tory continuing  education  program”  as  a nonprofit  cor- 
poration. 

Committee  on  Nursing — This  Committee,  along  with 
the  Florida  Nurses  .Association,  sponsored  a Second  Florida 
State  Physician-Nurse  Conference  on  October  31-Xovem- 
ber  1,  1969,  to  consider  “Changing  Roles  and  Goals  of 
Physicians  and  Nurses  for  Total  Patient  Care.”  .Approxi- 
mately 40  physicians  and  47  nurses  attended. 

Committee  on  Opticians — The  Committee  has  con- 
cerned itself  with  litigation  by  Florida  optometrists  against 
opticians  concerning  contact  lens  dispensing.  The  Com- 
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mittee  supports  the  ophthalmologists  in  their  efforts  to 
assist  the  opticians  and  feels  that  dispensing  of  contact 
lenses  by  a qualified  optician  on  the  prescription  of  a 
physician  is  an  integral  part  of  the  practice  of  medicine. 

Committee  on  Physical  Therapy  and  Rehabilitation 
— The  Committee  met  with  the  Florida  chapter  of  the 
American  Physical  Therapy  Association  and  discussed 
problems  of  mutual  concern.  These  items  include  serv- 
ices rendered  by  therapists  on  a doctor’s  prescription 
under  Medicare,  continuing  education,  and  licensure  of 
certification  by  the  Board  of  Medical  Examiners.  The 
Committee  also  considered  music  therapy  as  a recognized 
means  of  rehabilitative  therapy. 

Committee  on  Podiatry — The  Committee  is  conduct- 
ing a comprehensive  study  of  the  science  of  podiatry  as  a 
whole  with  particular  emphasis  on  its  practice  in  Florida. 

Committee  on  Radiologic  and  Nuclear  Medicine 
Technologists — The  Committee  has  under  study  the  li- 
censure or  certification  of  x-ray  technicians  by  the  Medi- 
cal Examining  Board. 

Committee  on  Religion — The  Committee  considered 
its  membership  and  function.  Problems  concerning  the 
harmonious  cooperation  of  physicians  and  clerg>-  for  the 
good  of  the  patient  were  considered. 

Committee  on  Veterinary  Medicine — The  Committee 
has  worked  with  the  veterinary  society  to  develop  a sys- 
tem whereby  colleagues  in  veterinary  medicine  may  be 
apprised  of  pertinent  meetings  in  human  medicine  of 
scientific  and/or  regional  interest. 

RECOMMENDATIONS 

1.  Approval  of  the  participation  of  the 
FMA  in  the  Florida  Health  Manpower 
Council. 

2.  That  the  Health  Careers  Chart  be  discon- 
tinued, as  this  is  a function  of  the  new 
Florida  Health  Manpower  Council. 

3.  That  the  FMA  approve  FLAMPAC’s 
considering  participation  by  the  allied 
health  professions. 

4.  That  a joint  committee  consisting  of  the 
Executive  Committee  of  the  Florida 
Medical  Association  and  a similar  com- 
mittee of  The  Florida  Bar  meet  to  discuss 
those  problems  of  mutual  concern. 
(Steps  have  been  taken  to  implement 
this  request.) 

5.  That  the  FMA  endorse,  in  principle,  the 
establishment  of  programs  of  continuing 
education  for  all  persons  engaged  in 
allied  health  fields. 

6.  That  the  fitting  of  contact  lenses  by  a 
qualified  optician  under  complete  respon- 
sibility and  control  of  the  ophthalmol- 
ogists is  an  integral  part  of  the  practice 
of  medicine,  regardless  of  the  geographic 
location  of  the  optician’s  office. 


7.  That  the  final  approval  of  certification 
of  qualified  opticians  to  dispense  contact 
lenses  and  suspension  of  previously 
granted  certification  shall  be  by  the  pro- 
posed board  of  examiners  consisting  of 
ophthalmologists  as  now  pending  in  the 
Florida  legislature. 

8.  Approve  an  interpretation  of  the  physical 
therapy  law  to  the  effect  that  a prescrip- 
tion for  physical  therapy  treatment  must 
be  written  and  the  following  procedures 
be  essential  in  filling  such  a prescription. 
1 ) That  when  an  oral  prescription  is  giv- 
en over  the  telephone  by  a physician  to 
the  physical  therapist,  it  must  be  follow- 
ed by  a written  prescription  within  a 
reasonable  period  of  time.  2)  That  there 
should  be  a time  period  to  limit  treat- 
ment with  no  blanket  prescription. 
Guidelines  should  be  established  to  deter- 
mine the  time  period  of  treatment  de- 
pending on  disease  and  mode  of  treat- 
ment. 3)  All  therapy  on  a physician’s 
prescription,  given  outside  of  a physi- 
cian’s office,  should  be  done  or  supervised 
by  a physical  therapist  and  no  billing 
should  be  initiated  on  work  which  is  not 
done  or  supervised  by  a physical  thera- 
pist. 4)  A utilization  review'  committee 
composed  of  registered  physical  thera- 
pists should  be  established  for  the  pur- 
pose of  reviewing  therapy  given  by  physi- 
cal therapists  under  the  Medicare  Law. 

9.  That  FMA  sponsor  development  of  in- 
terdisciplinary seminars  for  allied  health 
professions  and  acknowledges  the  appli- 
cation by  a nonprofit  organization  for  a 
regional  medical  program  grant  to  estab- 
lish a continuing  education  program  for 
physical  therapy,  occupational  therapy, 
speech  pathology  and  others  that  may  be 
included  later. 

10.  That  FMA  consider  recognition  of  music 
therapy  as  a therapeutic  means  of  reha- 
bilitative therapy  and  further  that  a 
seminar  or  symposium  on  all  related 
fields  of  rehabilitative  therapy  be  con- 
sidered to  be  held  at  a future  FMA  an- 
nual meeting. 

11.  That  FMA  support  the  physical  thera- 
pists in  opposing  any  change  or  restric- 
tion on  physical  therapy  treatments  un- 


Reference  Committee  II  personnel  were  Drs.  James  L.  Borland  Jr.,  Miles  J.  Bielek,  John  C.  Fletcher,  Thomas  B. 
Thames  (Chairman),  Jere  W.  Annis,  AMA  delegate  and  Dewitt  C.  Daughtry.  Miss  Sandy  Stanley  was  recording 
secretary. 
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der  Medicare  which  would  limit  treat- 
ments based  on  years  of  experience  of 
the  physical  therapist  or  date  of  licen- 
sure; and  further,  that  FMA  endorse  ac- 
ceptance of  all  qualified  registered  phys- 
ical therapists  in  providing  physical  ther- 
apy under  Medicare  without  restrictions 
as  to  years  of  experience  from  date  of 
licensure. 

12.  Defer  consideration  of  Resolution  69-8 
(Orange  County’s  Definition  of  Podia- 
try) until  such  time  as  the  attitude  and 
intentions  of  the  Florida  Podiatry  Asso- 
ciation are  clearly  determined;  and  that 
Resolution  69-8  (Orange  County’s  Defi- 
nition of  Podiatry)  be  considered  at  the 
next  House  of  Delegates  after  the  fact 
finding  committee’s  report  is  available. 

Council  on  Medical  Services 

‘‘The  Reference  Committee  considered  the  re- 
port of  the  Council  on  Medical  Services  and  rec- 
ommends the  following  amendments: 

“On  page  34,  paragraph  1,  line  3 — Recom- 
mendation 4 — add  the  words  ‘(To  also  include 
alcohol  and  tobacco),’  so  that  the  sentence  will 
read: 

“That  the  Association  establish  an  .-\d  Hoc 
Committee  on  Drug  Abuse  (to  also  include  alco- 
hol and  tobacco),  the  membership  of  which  should 
contain  representatives  of  appropriate  medical 
specialties,  law  enforcement  authorities,  educators, 
the  legal  profession  and  the  pharmaceutical 
industry.” 

Motion  carried. 

“On  page  35,  paragraph  5,  line  24 — Recom- 
mendation 14 — delete  the  word  ‘changes’  and  sub- 
stitute the  words  ‘the  change,’  and  on  line  26  add 
the  words  ‘as  minimum  standard,’  so  that  the  sen- 
tence will  read; 

“That  the  Association  support  the  change  in 
the  state  ambulance  law  proposed  by  the  Division 
of  Health  which  would  require  as  minimum  stand- 
ard two  persons  to  staff  each  ambulance,  both  of 
whom  have  completed  standard  and  advanced 
first  aid  training.” 

Motion  carried. 

“On  page  35,  paragraph  8,  line  45 — Recom- 
mendation 17 — delete  the  words  ‘closer  and  con- 
tinuous’ and  substitute  the  word  ‘close’  and  delete 
the  word  ‘established’  and  substitute  the  word 
‘continued’  and  on  line  47,  delete  the  words  ‘its 
medical’  and  on  line  48,  delete  the  words  ‘advisory 
committee’  and  substitute  the  words  ‘the  FIMA 
Medical  Advisory  Committee,’  so  that  the  sentence 
will  read: 


“That  close  communication  be  continued  be- 
tween the  University  of  Florida’s  community 
health  clinic  project  in  Lafayette  County  and  the 
FM.^  Medical  Advisory  Committee.” 

Motion  carried. 

“The  Reference  Committee  also  suggests  fre- 
quent meetings  be  held  between  the  FMA  Medical 
Advisory  Committee  and  the  community  health 
clinic  physicians  and  that  the  responsibility  for 
calling  such  meetings  should  rest  with  the  chair- 
man of  the  FMA  IMedical  Advisory  Committee.” 
Motion  carried. 

“The  Reference  Committee  recommends  that 
the  report  of  the  Council  on  IMedical  Services  be 
adopted  as  amended.” 

Motion  carried. 

Supplemental  Report 
Committee  on  Blood 

“The  Reference  Committee  supports  the  report 
of  the  Committee  on  Blood  in  its  recommendation 
that  the  State  Board  of  Medical  Examiners  be 
granted  statutory  authority  for  licensure  of 
plasmapheresis,  since  it  is  felt  this  constitutes  the 
practice  of  medicine,  and  recommends  that  the 
report  be  adopted.  It  is  also  recommended  that 
the  FMA  request  that  the  legislature  appropriate 
funds  for  the  implementation  of  this  program.” 
Motion  carried. 

Council  on  Medical  Services 

Irving  F).  Hall  Jr.,  Chairman 

The  Council  held  one  meeting  during  the  past  Associa- 
tion year,  on  February  1,  1970,  in  Orlando,  for  the  pur- 
pose of  reviewing  the  activities  of  its  13  committees, 
acting  upon  matters  which  had  been  referred  to  the  Coun- 
cil, and  adopting  recommendations  to  be  included  in  its 
1969-70  annual  report. 

Recommendations  concerning  several  matters  which 
were  referred  during  the  year  to  the  Council  and/or  vari- 
ous individual  committees  were  made  directly  to  the 
Board  of  Governors  due  to  the  time  factor.  These  rec- 
ommendations will  appear  in  the  Board’s  annual  report 
rather  than  in  that  of  the  Council.  .Among  these  matters 
were  actions  pertaining  to  a State  Commissioner  of 
Health,  a series  of  neonatality  seminars,  an  Ohio  State 
University  nutrition  project,  encroachment  by  psychol- 
ogists upon  the  practice  of  medicine,  plans  for  a statewide 
conference  on  plasmapheresis,  and  resolutions  on  state 
agency  responsibility  for  milk  and  food  inspection  and 
control  of  poisonous  and  hazardous  substances. 

On  February'  24,  1970,  the  Council  held  a special  meet- 
ing in  Orlando  of  the  chairmen  of  its  committees  on 
Emergency  Medical  Services,  Public  Health  and  Rural 
Health  to  consider  ways  and  means  of  improving  emer- 
gency medical  services  in  Florida,  with  particular  atten- 
tion to  communications  and  transportation.  .Also  par- 
ticipating in  the  meeting  were  representatives  of  the  Divi- 
sion of  Health,  Department  of  Health  and  Rehabilitative 
Services,  who  reported  upon  implementation  of  the  Divi- 
sion’s $221,060  federal  Department  of  Transportation 
Highway  Safety  Project  Grant.  It  was  agreed  by  all  in 
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attendance  that  this  problem  should  receive  major  em- 
phasis by  the  Association  and  the  appropriate  state  agen- 
cies concerned. 

Most  of  the  Council’s  committees  functioned  as  such 
and  were  active  in  their  areas  of  responsibility.  They  held 
or  conducted  more  than  25  meetings  during  the  year.  As 
in  recent  years,  the  Committee  on  Labor  was  authorized 
an  inactive  status  in  the  absence  of  pressing  problems 
between  organized  labor  and  medicine.  Although  detailed 
individual  reports  were  submitted  by  most  of  the  com- 
mittees which  are  available  upon  request,  the  following 
highlights  of  some  of  the  committees’  acti\*ities  will  serve 
as  a brief  summar\-  of  the  Council’s  work  during  the  year. 

The  Committee  on  Aging  concerned  itself  with  efforts 
to  provide  alternatives  to  long  term  hospitalization  of 
aged  patients  in  state  mental  hospitals  and  with  the  in- 
volvement of  the  medical  profession  in  state  planning  for 
a 1971  White  House  Conference  on  -\ging. 

The  Committee  on  Blood  devoted  major  effort  to 
developing  needed  controls  over  the  practice  of  plasma- 
pheresis in  Florida.  It  distributed  an  information  bul- 
letin to  county  medical  societies  on  this  subject  in  May 
1969  and,  as  directed  by  the  1969  House  of  Delegates, 
planned  and  conducted  a statewide  conference  on  plasma- 
pheresis, held  -\pril  4,  1970,  which  should  bring  about 
necessaiy  regulation  in  this  field. 

The  Committee  on  Child  Health  met  quarterly  in  its 
busy  capacity  as  School  Health  Medical  Advisory  Com- 
mittee to  the  Department  of  Education  and  Division  of 
Health,  Department  of  Health  and  Rehabilitative  Services 
of  Florida.  It  also  served  as  Pediatric  .\dvisorj-  Committee 
to  the  Ditnsion  of  Health.  few  of  the  committee’s 
many  activities  included  the  presentation  of  a special 
program  on  health  education  for  Florida’s  county  school 
superintendents  in  January  1970,  efforts  to  expand  and 
improve  health  education  programs  in  the  state  univer- 
sities, review  and  updating  of  immunization  policies  and 
procedures,  study  and  recommendations  for  Association 
action  in  the  field  of  drug  abuse,  and  initiation  of  a 
study  to  reduce  athletic  injuries  through  use  of  improved 
equipment. 

The  Committee  on  Emergency  Medical  Service 
planned  and  carried  out,  in  cooperation  with  the  Division 
of  Health,  two  regional  seminars  for  hospital  emergency 
room  personnel  under  a federal  grant  to  the  Florida  Medi- 
cal Foundation.  Nearly  300  physicians,  nurses  and  other 
emergency  personnel  from  throughout  the  state  attended 
these  meetings,  which  were  held  in  October  1969  in 
Orlando  and  Fort  Lauderdale.  Similar  future  seminars 
are  planned.  The  Committee  also  continued  to  function 
as  state  medical  advisory  committee  for  the  Selective 
Service  System. 

The  Committee  on  Hearing  continued  to  work  to- 
ward full  implementation  by  the  Division  of  Health  of 
hearing  screening  programs. 

The  Committee  on  Maternal  Health  continued  its 
statewide  maternal  mortality  survey,  studied  the  practice 
of  nurse-midwifery  and  made  appropriate  recommenda- 
tions, and  advised  various  groups  concerning  legislation 
permitting  therapeutic  abortion. 

The  Committee  on  Mental  Health  conducted  its  an- 
nual Conference  of  Key  State  Mental  Health  Leaders  in 
February,  1970,  which  was  attended  by  some  25  persons 
in  policy-making  positions  in  government  and  the  pro- 
fessions. The  Committee  also  studied  and  made  recom- 
mendations for  legislation  in  the  areas  of  psychology, 
therapeutic  abortion  and  community  mental  health  centers. 

The  Committee  on  Mental  Retardation  developed  a 
professional  educational  program  on  mental  retardation 
which  will  be  one  of  the  scientific  sections  of  the  1970 
annual  meeting. 

The  Committee  on  Occupational  Health  continued 
its  efforts  to  encourage  increased  instruction  in  occupa- 
tional health  in  medical  school  curricula  and  cooperated 
with  other  committees  of  the  Association  having  respon- 
sibilities in  the  economic  area  of  industrial  medicine. 

The  Committee  on  Public  Health  considered  and  for- 
mulated recommendations  upon  a broad  range  of  prob- 
lems and  subjects  classified  generally  as  public  health 
matters,  .^mong  the  topics  were  a proposal  for  a nation- 


al conference  on  environmental  health,  plans  for  a state 
conference  on  communicable  diseases,  immunization  poli- 
cies and  procedures,  responsibility  for  food  insptection 
and  control  of  hazardous  substances,  toxic  pesticides  and 
their  environmental  effects,  nutrition  among  low  income 
families,  the  adequacy  of  nursing  home  inspection  and 
improvements  in  the  state  ambulance  law. 

The  Committee  on  Rural  Health  continued  to  repre- 
sent the  .Association  on  the  joint  Florida  Committee  on 
Rural  Health,  an  effective  liaison  mechanism  between 
medicine  and  agriculture  which  has  existed  since  1956.  The 
Committee  concerned  itself  with  the  effects  of  pesticides 
in  rural  areas,  ways  and  means  to  encourage  more  health 
professionals  to  locate  in  smaller  towns,  the  improve- 
ment of  ambulance  and  other  emergency  services  in  out- 
lying areas,  the  quality  and  quantity  of  medical  care 
available  to  elderly  persons  residing  in  remote  retirement 
communities,  and  the  operation  of  the  University  of  Flor- 
ida’s health  clinic  at  Mayo  in  Lafayette  County. 

The  Committee  on  Vision  developed  and  produced, 
in  cooperation  with  the  State  Department  of  Education, 
a videotape  describing  current  preschool  and  school  vision 
screening  procedures.  In  conjunction  with  the  Division  of 
Health,  the  Committee  will  sponsor  a glaucoma  exhibit 
at  the  .Association’s  1970  annual  meeting. 

The  following  consecutively  numbered  recommenda- 
tions were  adopted  by  the  Council.  To  facilitate  pro- 
curement of  needed  additional  background  information, 
the  name  of  the  originating  committee  or  committees 
precedes  each  recommendation  or  series  of  recommen- 
dations. 

RECOMMENDATIONS 

(Committee  on  Aging) 

1.  That  support  be  given  efforts  and  pilot 
projects  of  the  Division  of  Eamily  Serv- 
ices and  the  Division  of  Mental  Health, 
Department  of  Health  and  Rehabilitative 
Services,  to  establish  community-based 
alternatives  to  long  term  mental  hospital 
care  for  elderly  patients  not  requiring 
such  care. 

2.  That  the  activities  of  the  Florida  Council 
on  Aging  be  supported  by  the  Florida 
Medical  Association  and  that  the  Asso- 
ciation actively  demonstrate  its  interest 
in  health  problems  of  the  aged  in  prepa- 
ration for  the  1971  White  House  Confer- 
ence on  Aging. 

(Committee  on  Blood) 

3.  That  the  Association  provide  all  possible 
support  for  legislation  which  would 
bring  about  adequate  controls  and  safe- 
guards over  the  conduct  of  plasma- 
pheresis in  Florida.  (Referred  to  Board 
of  Governors  by  Ref.  Comm.  IV) 

(Committee  on  Child  Health) 

4.  That  the  Association  establish  an  Ad 
Hoc  Committee  on  Drug  Abuse  (to  also 
include  alcohol  and  tobacco),  the  mem- 
bership of  which  should  contain  repre- 
sentatives of  appropriate  medical  special- 
ties, law’  enforcement  authorities,  edu- 
cators, the  legal  profession  and  the  phar- 
maceutical industry. 

(Committees  on  Child  Health  and 
Public  Health) 

5.  That  compulsory  immunization  of  chil- 
dren as  a prerequisite  for  admission  to 
dav  care  centers  or  schools  be  endorsed 


38 


VOLUME  57/NUMBER  7 


and  that  required  immunizations  be 
determined  by  the  Division  of  Health, 
Department  of  Health  and  Rehabilitative 
Services  and  modified  from  time  to  time 
as  appropriate. 

(Committee  on  Maternal  Health) 

6.  That  provision  for  a yes  or  no  answer 
to  the  statement  "Pregnant  or  pregnancy 
terminated  in  the  last  90  days”  be  added 
to  the  Florida  death  certificate  as  re- 
quested by  the  House  of  Delegates  in 
1968  and  still  not  implemented  by  the 
Division  of  Health  despite  issuance  of  a 
new  death  certificate  in  1970. 

7.  That  in  order  to  establish  and  clarify 
the  profession  of  nurse-midwife  in  those 
counties  where  it  is  necessary  for  the  ade- 
quate care  of  pregnant  women,  the  As- 
sociation urge  the  addition  of  a defini- 
tion of  nurse-midwifery  to  Chapter  485, 
Florida  Statutes,  and/or  to  the  Division 
of  Health  rules  and  regulations  thereto, 
and  that  the  Division  of  Health  be  re- 
quested to  subm.it  a proposed  scope  of 
practice  and  related  rules  and  regulations 
subject  to  further  consideration  and  ap- 
proval by  the  Committee  on  Maternal 
Health. 

(Committees  on  Maternal  Health  and 
Mental  Health) 

8.  The  Florida  Medical  Association  be- 
lieves that  the  liberalization  of  the  abor- 
tion law  in  the  State  of  Florida  should 
be  passed;  however,  it  is  believed  that  the 
North  Carolina  type  law'  is  preferable  to 
the  Hawaii  type  law.  With  this  in  mind, 
the  following  recommendations  are 
made: 

1.  An  abortion  m.ay  be  performed 
to  protect  the  life  or  the  health  of  the 
m.other,  health  of  the  m.other  to  include 
physical  or  mental  health. 

2.  An  abortion  should  be  allowed 
when  there  is  a reasonable  m.edical  cer- 
tainty that  the  pregnancy  would  result  in 
a defective  child. 

3.  Abortion  should  be  allowed  fol- 
lowing rape,  statutory  or  forceful,  and 
incest. 

4.  Consideration  should  be  given 
to  establishing  a residency  requirement 
of  three  months. 

This  recomsm.endation  by  the  FMA  is 
further  made  because  of  recent  court  de- 
cisions in  the  United  States  which  would 
indicate  that  our  present  law  allowing 
abortion  only  to  save  the  life  of  the 
m.other  may  soon  be  declared  unconstitu- 
tional and  this  would  result  in  no  abor- 
tion law  for  the  State  of  Florida.  It  is 
believed  that  guidelines  for  abortion  by 
physicians  on  legal  grounds  should  be 
definite.  (Amended  by  Ref.  Comm.  IV). 


(Committee  on  Mental  Health) 

9.  That  the  Association  support  a Commu- 
nity Mental  Health  Center  and/or  Clinic 
Act,  if  introduced,  provided  it  includes 
(a)  a base  minimum  of  statutory  state 
participation  of  no  less  than  50  per  cent 
of  the  cost  of  reimbursable  expenses  for 
patient  care  and  (b)  principles  for  con- 
tinuity of  patient  care.  (Approved  by 
Ref.  Comm.  IV) 

10.  That,  in  view  of  a proliferation  of  health 
disciplines  and  splintered  licensure,  cer- 
tification and  registration  laws  regulating 
them,  the  Association  undertake  a care- 
ful, indepth  study  of  state  regulation 
of  professions  and  vocations  delivering 
health  care,  with  the  objective  of  devel- 
oping long  range  policy  and  legislation 
in  the  public  interest. 

(Committee  on  Public  Health) 

11.  That  tentative  plans  by  the  American 
Medical  Association  for  a national  con- 
ference on  environmental  and  public 
health  be  supported. 

12.  That  endorsement  be  given  to  a nutrition 
surveillance  study  to  be  conducted 
among  low  income  families  in  Florida 
by  the  Division  of  Health. 

13.  That  more  adequate  inspection  of  nurs- 
ing homes  be  brought  about  through 
increased  funding  of  Division  of  Health 
programs  in  this  area. 

(Committees  on  Public  Health,  Emer- 
gency Medical  Service  and  Rural 
Health) 

14.  That  the  Association  support  the  change 
in  the  state  ambulance  law  proposed  by 
the  Division  of  Health  which  would 
require  as  minimum  standard  two  persons 
to  staff  each  ambulance,  both  of  who.m 
have  completed  standard  and  advanced 
first  aid  training. 

(Committees  on  Public  Health  and 
Rural  Health) 

15.  That  the  Association  (a)  express  concern 
over  the  increasing  problem  of  toxic 
pesticides  in  the  environment,  (b)  recog- 
nize the  need  for  controls  upon  indis- 
criminate and  unsafe  use  of  pesticides, 
(c)  support  further  scientific  study  in 
this  field,  and  (d)  not  support  legislative 
measures  immediately  banning  such 
agents.  (Amended  by  Ref.  Comm.  IV) 

(Committee  on  Rural  Health) 

16.  That  efforts  he  made  to  improve  the 
qualit}'  and  quantity  of  health  care  in 
rural  areas  by  encouraging  more  physi- 
cians and  other  health  professionals  to 
locate  in  such  areas. 

17.  That  close  communication  be  continued 
between  the  University  of  Florida’s  com- 
munity health  clinic  project  in  Lafayette 
County  and  the  FMA  Medical  Advisory 
Committee. 
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(Committees  on  Rural  Health  and 
Emergency  Medical  Service) 

18.  That  the  Association  study  the  problem 
of  ambulance  and  other  emergency  trans- 
portation serv  ices  in  rural  areas  through- 
out Florida  with  the  goal  of  making 
recommendations  to  improve  such  serv- 
ices. 

Supplemental  Report 
Committee  On  Blood 

.\s  directed  by  the  1969  House  of  Delegates,  a State- 
wide Conference  on  Plasmapheresis  was  planned  and  held 
under  Association  sponsorship  in  cooperation  with  the 
Florida  Association  of  Blood  Banks,  Florida  Division  of 
Health  and  Florida  Board  of  Medical  Examiners.  Held 
.\pril  4,  1970,  in  Jacksonville,  the  conference  attracted  a 
registration  of  nearly  100  persons  representing  medical 
societies,  blood  banks,  public  health  departments,  plasma- 
pheresis centers  and  professional  and  public  news  media. 
Subjects  presented  by  carefully  selected  speakers  included 
“The  Medical  .\spects  of  Plasmapheresis,”  “The  Role  of 
the  Federal  Government  in  Plasmapheresis  Supervision,” 
“The  Role  of  Blood  Banks,”  “The  Role  and  Experience 
of  State  Government  in  Plasmapheresis  Regulation," 
“Plasmapheresis  and  the  Florida  Medical  Practice  Act,” 
“Informed  Consent  and  its  .Application  to  Plasmapheresis" 
and  “National  Research  Council  Guidelines.” 

From  information  presented  at  the  conference  and 
subsequent  discussions,  it  became  obvious  that  there  is 
a definite  need  for  state  regulation  in  this  field.  It  was 
agreed  by  all  individuals  concerned  that  plasmapheresis  is 
the  practice  of  medicine  and  that  protection  of  donors  is 
of  extreme  importance.  It  was  noted  that  the  Division  of 
Health  presently  has  legal  authority  to  regulate  only  the 
laboratorj-  aspects  of  plasmapheresis  centers  which  does 
not  include  the  medical  practice  component.  It  was 
unclear  whether  or  not  the  State  Board  of  Medical 
Examiners  has  statutorx-  authority  and  if  so,  the  capacity 
and  willingness  to  undertake  effective  regulaton,-  activities 
in  this  area.  It  is  the  opinion  of  the  Committee  on  Blood, 
however,  that  the  agencj’  which  administers  and  enforces 
the  Medical  Practice  .Act  should  be  the  one  to  regulate 
all  aspects  of  the  practice  of  medicine. 

In  view  of  the  apparent  hiatus  of  state  agency  author- 
ity and  responsibility  and  agreement  that  the  practice  of 
plasmapheresis  constitutes  the  practice  of  medicine,  it 
was  decided  that  this  important  question  should  be  placed 
before  the  House  of  Delegates  for  full  consideration  and 
appropriate  action  in  the  interest  of  the  citizens  and 
medical  profession  of  Florida. 

Council  on  Voluntan-  Health  Agencies 

"The  Reference  Committee  considered  the  re- 
port of  the  Council  on  A'oluntary  Health  .Agencies 
and  recommended  that  it  be  approved  as  printed 
in  the  Handbook.” 

Motion  carried. 

Council  on  Voluntary 
Health  Agencies 

Fr.axk  L.  Creel,  M.D.,  Chairman 

Official  meetings  of  the  Council  were  held  October  18, 
1969,  and  February  14,  1970.  The  October  meeting  was 
devoted  to  planning  and  implementation  of  Council 
activities.  In  Februaiy  the  Council  held  a joint  conference 
with  executive  directors  of  recognized  Florida  voluntary- 
agencies.  .A  future  joint  meeting  is  scheduled  for  the 
fall  of  1970. 

The  Council  remained  quite  active  during  the  year, 
concerning  itself  with  a variety  of  subjects  related  to  its 


basic  purpose  of  maintaining  close  liaison  with  voluntary- 
health  agencies,  and  assuring  adequate  medical  participa- 
tion in  their  programs,  in  the  public  interest. 

.A  brief  summary  of  the  Council’s  1969-70  activ-ities 
is  presented  by  general  subject  area. 

Recognition  Program — .As  is  the  annual  custom,  pro- 
grams of  the  eleven  statewide  voluntary  health  agencies 
officially  recognized  by  the  FM.A  were  carefully  reviewed 
and  reevaluated,  with  emphasis  on  the  medical  aspects. 
Xo  reasons  were  found  for  recommending  withdrawal  of 
recognition  for  any  of  the  eleven,  however,  one  which 
furnished  inadequate  information  relative  to  their  recog- 
nition, is  still  on  probation.  The  application  of  the 
Leukemia  Society  of  -America,  Inc.,  has  received  consider- 
able study.  .A  lengthy  conference  was  held  with  national 
and  state  representatives  of  the  Leukemia  Society  at  the 
time  of  the  February  1970  joint  meeting  of  the  Council 
with  recognized  agencies.  It  was  decided  to  reconsider 
their  request  for  recognition  in  one  year.  The  following 
organizations  currently  are  recognized: 

Florida  Chapter,  .Arthritis  Foundation 
Florida  Society  for  the  Prevention  of  Blindness 
Florida  Division,  .American  Cancer  Society 
United  Cerebral  Palsy  of  Florida 
Florida  Society  for  Crippled  Children  and  .Adults 
Florida  Heart  .Association 
Florida  .Association  for  Mental  Health 
National  Multiple  Sclerosis  Society 
The  National  Foundation 
Florida  .Association  for  Retarded  Children 
Florida  Tuberculosis  and  Respiratory  Disease 
.Association 

Liaison  with  Agency  Executive  Directors — .At  the 
annual  joint  conference  with  executive  directors  of  rec- 
ognized agencies,  February  1970,  many  subjects  were 
discussed.  Particular  emphasis  was  placed  on  recent 
activities  of  the  Florida  Voluntary  Health  .Association 
and  the  continuing  professional  education  programs  of 
the  voluntary  agencies,  changes  in  financing,  staff,  and 
physician  representation  on  local  voluntary-  health  agency 
boards.  There  was  much  discussion  regarding  percentage 
of  income  spent  in  fund  raising. 

Florida  Voluntart-  Health  Association — The  Council 
has  maintained  close  liaison  with  the  Florida  Voluntary 
Health  .Association,  a joint  state  coordinating  body  whose 
membership  is  composed  of  voluntary  health  association 
executive  directors.  This  group  includes  in  its  activities: 
legislative  action,  preparation  of  a directory  of  Florida 
health  services  and  organizations,  sponsorship  of  educa- 
tional programs  (including  the  annual  Institute  for 
Voluntary  Health  .Agencies  in  which  this  Council  partici- 
pates), and  encouragement  in  developing  coordinating 
groups  of  executive  directors  of  voluntary  health  agencies 
at  the  local  level. 

County  Medical  Society  Programs — In  an  address  de- 
livered to  the  delegates  at  the  1970  Conference  of  County 
Medical  Society  Presidents  and  Secretaries,  the  chairman 
delineated  the  scope  and  functions  of  the  Florida  Medical 
.Association  Council  on  Voluntary  Health  .Agencies,  and 
appealed  for  developing  more  meaningful  local  medical 
society  councils  or  liaison  groups. 

Charitable  Solicitations  Act — Despite  the  abolition  of 
the  .Ad\-isoiy  Committee  to  the  Charitable  Solicitations 
Program,  the  Charitable  Solicitations  Program,  maintained 
by  the  Secretary  of  State’s  office,  is  actively  functioning. 
Close  liaison  is  continuing  between  the  Council  and 
this  Program. 

.AMA  Programs — Close  relations  have  continued  be- 
tween the  .American  Medical  .Association  Council  on 
Voluntary  Health  .Agencies  and  the  FM.A  Council  through 
the  membership  on  the  .AM.A  Council  of  a past  chairman 
of  the  FM.A  Council.  .At  its  February  1970  meeting,  the 
Council  received  a report  of  recent  .AM.A  activities  which 
noted  that  there  will  be  increased  emphasis  on  profes- 
sional education  programs  of  voluntary  health  agencies. 

National  Program  for  Voluntary  Action — The  Coun- 
cil has  established  informational  liaison  with  President 
Nixon’s  National  Program  for  Voluntary  .Action  (NPV.A), 
which  is  en\-isioned  as  a revitalization  of  the  private,  inde- 
pendent sector  as  a factor  in  solving  many  of  .America’s 
problems. 
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Council  on  Specialty  Medicine 

(Recommendation  Concerning  Physical 
Therapy) 

“The  recommendation  of  the  Council  on  Spe- 
cialty Medicine  concerning  physical  therapy  was 
briefly  discussed  by  the  chairman  of  the  Council 
on  Specialty  Medicine  and  the  chairman  of  the 
Committee  on  Physical  Therapy  and  Rehabilita- 
tion and  there  was  now  felt  to  be  no  action  neces- 
sary on  this  recommendation.  As  this  material 
had  been  covered  in  other  reports  of  the  Council 
on  Allied  Professions  and  \'ocations,  w'e  recom- 
mend that  it  be  deleted.” 

Motion  carried. 

(See  Council  on  Specialty  Medicine  report, 
page  32). 

Report  of  Board  of  Governors 

PKU  Testing 

“The  Reference  Committee  considered  the 
Board  of  Governors  report,  PKU  Testing,  and 
recommends  that  it  be  approved  as  printed  in  the 
Handbook.” 

Motion  carried.  (See  Board  of  Governors  re- 
port, page  47). 

Action  No.  21.  Migrant  Labor 

“The  Reference  Committee  considered  the 
Board  of  Governors  Action  No.  21,  IMigrant 
Labor,  and  recommends  that  it  be  approved  as 
printed  in  the  Handbook.” 

Motion  carried.  (See  Board  of  Governors 
report,  page  48). 

Action  No.  22.  Health  Manpower 

“The  Reference  Committee  considered  the 
Board  of  Governors  Action  No.  22,  Health  Man- 
power and  recommends  that  it  be  approved  as 
printed  in  the  Handbook.” 

Motion  carried.  (See  Board  of  Governors 
report,  page  48). 

Resolution  70-5 
Communications 
Irving  E.  Hall,  Delegate 

“The  Reference  Committee  considered  Resolu- 
tion 70-5,  ‘Communications,’  and  recommends  that 
it  be  approved  as  printed  in  the  Handbook.” 

Motion  carried. 


Resolution  70-5 

Communications 

Whereas,  With  the  very  rapid  and  far-reaching 
development  of  communications,  data  retrieval  and  trans- 
port, it  has  become  obvious  that  utilization  of  these 
electronic  devices  can  greatly  improve  the  delivery  of 
medical  care;  and 

Whereas,  The  improvement  of  the  delivery  of  medical 
care  is  the  primary  aim  of  organized  medicine ; therefore 
be  it 

RESOLVED,  That  the  Florida  Medical  Association 
investigate  and  pursue  the  necessary  management  develop- 
ments for  utilization  of  appropriate  electronics  and  com- 
munications equipment.  This  includes  development  of 
necessary  state  and  national  legislation,  channel  dedication, 
specification  determination,  establishment  and  mainte- 
nance of  high  standards  for  equipment  and  procedure  and 
production  of  related  educational  systems  for  development 
and  use.  Be  it  further 

RESOLVED,  That  the  leadership  potential  of  the 
FM.\  be  applied  vigorously  to  dissemination  of  informa- 
tion and  promotion  of  the  use  of  these  devices  by  all  its 
members  and  related  health  facilities. 


Resolution  70-6 

Cooperative  Efforts  of  Medical  Societies 
and  School  Boards  on  Problems  of 
Education  of  the  Pregnant  Child 

Duval  County  Medical  Society 

“The  Reference  Committee  considered  Resolu- 
tion 70-6,  ‘Cooperative  Efforts  of  Medical  Societies 
and  School  Boards  on  Problems  of  Education  of 
the  Pregnant  Child,’  and  recommends  adoption 
with  the  following  amendment: 

In  paragraph  10,  line  39 — Resolved — add  a 
comma  after  the  word  ‘delivery’  and  delete  the 
word  ‘any’  and  substitute  the  word  ‘A’  and  on  line 
40  delete  the  words  ‘solve  her’  and  substitute  the 
words  ‘serve  their,’  so  that  the  sentence  will  read: 

“County  school  systems  permit  children  who 
have  been  pregnant  to  continue  education  after 
delivery,  in  a branch  of  the  system  that  will  best 
serve  their  needs.” 

Motion  carried  to  adopt  Resolution  70-6  as 
amended. 

Resolution  70-6 

Cooperative  Efforts  of  Medical  Societies 
and  School  Boards  on  Problems  of 
Education  of  the  Pregnant  Child 

Whereas,  The  medical  community  of  Jacksonville  and 
the  state  of  Florida  are  called  upon  to  care  for  and 
counsel  the  pregnant  children  of  this  state,  and 

Whereas,  In  Florida  14%  of  babies  are  born  to 
mothers  of  school  age,  and 

Whereas,  This  number  in  1969  represented  14,382 
children,  and 

Whereas,  Most  school  policies  in  Florida  now  dismiss 
the  pregnant  child  from  school  and  in  some  cases  will  not 
allow  her  to  return,  and 


J.  FLORIDA  M. A. /JULY  1970 


41 


Whereas,  Other  schools  enroll  the  child  in  adult  educa- 
tional programs  unable  to  cope  with  the  child’s  needs 
causing  most  pregnant  children  to  withdraw  from  any 
formal  education,  and 

Whereas,  The  problem  is  compounded  by  throwing 
undereducated,  unemployable  children  into  the  labor 
market  or  onto  the  resources  of  community  and  family 
care,  and 

Whereas,  Many  of  these  children  are  indigent  at  the 
time  of  their  pregnancy  and  face  a life  time  of  spiraling 
defeat  and  habitual  poverty  since  there  are  practically 
no  employment  opportunities  for  the  pregnant  child,  be 
it  therefore 

RESOLVED,  The  Florida  Medical  Association  de- 
plores the  waste  of  talent  and  abilities  and  encouragement 
of  dependency  resulting  from  poor  education  among 
pregnant  girls  and  recommends  to  the  Florida  legislature, 
the  Governor  and  the  State  Superintendent  of  Schools: 

(1)  The  public  school  authorities,  public  health  and 
public  welfare  authorities  servdng  each  county  will  jointly 
establish  and  operate  schools  for  continuing  education  of 
pregnant  girls.  That  these  schools  will  provide  some 
measure  of  physical  and  health  education  in  addition  to 
academic  and  technical  skills,  in  recognition  of  the  fact 
that  many  of  these  children  have  no  concerned  adult 
attention. 

(2)  County  school  systems  permit  children  who  have 
been  pregnant  to  continue  education  after  delivery  in  a 
branch  of  the  system  that  will  best  serve  their  needs. 


Resolution  70-26 

Production  of  Television  Programs  for 
Enlightenment  of  the  General  Public  as  to  the 
Physician’s  Role  in  Medicine  and 
as  an  Individual  Person 

M.  Bart  Knight  Jr.,  Delegate 

“The  Reference  Committee  considered  Resolu- 
tion 70-26,  ‘Production  of  Television  Programs 
for  Enlightenment  of  the  General  Public  as  to  the 
Physician’s  Role  in  Aledicine  and  as  an  Individual 
Person,’  and  recommends  adoption  with  the  fol- 
lowing amendment: 

“In  paragraph  5,  line  42 — Resolved — delete 
the  words  ‘alone  or.’  On  line  43,  delete  the  word 
‘and’  which  appears  after  the  word  ‘Association’ 
and  on  line  44,  delete  the  words  ‘or  other  medical 
societies  or  associations,’  so  that  the  sentence  will 
read: 

“RESOLVED,  That  the  Florida  Medical  As- 
sociation in  conjunction  and  cooperation  with  the 
American  Medical  Association,  sponsor  the  pro- 
duction of  one  or  more  television  programs  to 
show  the  physician’s  efforts  to  provide  good  medi- 
cal care  in  the  United  States  and  the  obstacles  he 
meets  in  his  efforts  to  provide  this  care.” 

Motion  carried  to  adopt  Resolution  70-26  as 
amended. 


Resolution  70-2  6 

Production  of  Television  Programs  for 
Enlightenment  of  the  General  Public  as  to  the 
Physician’s  Role  in  Medicine  and 
as  an  Individual  Person 

Whereas,  Recent  CBS  news  specials  and  other  pro- 
grams and  printed  material  in  recent  months  and  years 
have  been  extremely  degrading  and  derogatory  toward 
the  physician  and  his  role  in  medical  care  in  the  United 
States  of  .America,  and  neglectful  in  presenting  his  role 
as  citizen  and  independent  individual,  and 

Whereas,  These  efforts  to  degrade  the  physician  by  the 
news  media  and  government  agencies  are  continuing  and 
increasing  in  an  effort  to  sway  public  opinion  to  a degree 
that  it  will  be  possible  to  bring  medical  care  in  the 
United  States  under  governmental  control,  and 

Whereas,  Public  sentiment  and  feelings  toward  medical 
doctors  have  in  the  past  been  created  and  molded  by 
each  individual’s  own  family  or  personal  physician,  and 
Whereas,  With  increased  scientific  technology  the  in- 
diwdual  patient  may  now  be  exposed  to  many  doctors 
under  a less  personal  type  of  relationship,  patients  in 
general  are  more  susceptible  to  derogatory  propaganda 
being  used  by  many  in  the  form  of  mass  media  such  as 
television,  we  feel  that  it  would  be  beneficial  for  medicine 
and  physicians  to  answer  some  of  the  charges  made  against 
them ; and  to  explain  the  situation  and  role  of  the 
physician  in  medical  care,  and  feel  that  it  can  best  be 
done  through  mass  media  such  as  television,  thereby 
reaching  more  people  with  less  time  and  effort  demanded 
on  the  individual  physician  to  explain  these  situations  to 
individual  patients,  be  it  therefore 

RESOLVED,  That  the  Florida  Medical  .Association, 
in  conjunction  and  cooperation  with  the  American 
Medical  .Association,  sponsor  the  production  of  one  or 
more  television  programs  to  show  the  physician’s  efforts 
to  provide  good  medical  care  in  the  United  States  and 
the  obstacles  he  meets  in  his  efforts  to  provide  this  care. 


Resolution  70-29 

Participation  by  County  Medical  Societies 
in  Health  Care  Systems 

James  W.  Walker,  Delegate 

“The  Reference  Committee  considered  Resolu- 
tion 70-29,  ‘Participation  by  County  Medical 
Societies  in  Health  Care  Systems’  and  recommends 
adoption  with  the  following  amendments: 

“In  paragraph  2,  line  18,  that  the  spelling  of 
the  word  ‘original’  be  corrected. 

“In  paragraph  3,  line  22,  that  the  word  ‘phys- 
ical’ be  deleted  and  the  word  ‘fiscal’  be  substi- 
tuted, so  that  the  sentence  will  read: 

“Whereas,  Some  county  medical  societies  and 
their  foundations  have  served  as  the  fiscal  inter- 
mediaries in  various  health  programs,  and” 

Motion  carried. 

“In  paragraph  5,  line  28 — Resolved — delete 
the  word  ‘approves’  and  substitute  the  word 
‘approve.’  On  line  31,  add  the  words  ‘to  the  pub- 
lic’ after  the  word  ‘care.’  On  line  32,  delete  the 
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words  ‘responsible,’  ‘to  the  public’  and  ‘provided,’ 
and  on  lines  33-35,  delete  the  words  ‘such  systems 
of  health  care  delivery  do  not  result  in  the  direct 
competition  of  the  society  with  the  practicing 
physicians  of  that  community,’  so  that  the  sen- 
tence will  read; 

“RESOLVED,  That  the  Elorida  Medical  As- 
sociation approve  in  principle  the  participation 
of  county  medical  societies  or  their  foundations  in 
developing  and  participating  in  these  new  pro- 
grams of  health  care  delivery  which  will  tend  to 
deliver  quality  medical  care  to  the  public,  under 
the  supervision  of  physicians.” 

Motion  carried. 

Motion  carried  to  adopt  Resolution  70-29  as 
amended. 

Resolution  70-29 

Participation  by  County  Medical  Societies 
in  Health  Care  Systems 

Whereas,  New  methods  of  delivery  of  health  care  are 
being  devised  and  recommended  for  implementation,  and 
Whereas,  Some  county  medical  societies  have  under 
consideration  new  and  original  plans  for  the  delivery  of 
health  care  to  their  citizens,  and 

Whereas,  Some  county  medical  societies  and  their 
foundations  have  served  as  the  fiscal  intermediaries  in 
various  health  programs,  and 

Whereas,  County  medical  societies  have  no  clearly 
defined  guidelines  concerning  the  adoption  or  implemen- 
tation of  these  new  programs,  therefore  be  it 

RESOLVED,  That  the  Florida  Medical  .Association 
approve  in  principle  the  participation  of  county  medical 
societies  or  their  foundations  in  developing  and  participat- 
ing in  these  new  programs  of  health  care  delivery  which 
will  tend  to  deliver  quality  medical  care  to  the  public, 
under  the  supervision  of  physicians. 

Resolution  70-32 

Prisoners  of  War  in  North  Viet  Nam 
Clay  County  Medical  Society 

“The  Reference  Committee  considered  Resolu- 
tion 70-32,  “Prisoners  of  War  in  Viet  Nam,”  in- 
cluded in  the  Delegates’  Packet,  and  recommends 
adoption  with  the  following  amendment: 

“In  paragraph  5,  line  29 — Resolved — delete 
the  words  ‘and  the’  and  substitute  the  words 
‘to  approve,’  and  on  line  30,  delete  the  words 
‘American  Medical  Association  forward  approval 
of  these  statements’  and  substitute  the  words 
‘these  statements  and  forward  them  to  the  Ameri- 
can Medical  Association’,  so  that  the  sentence 
will  read: 

“RESOLVED,  That  (a)  the  Clay  County 
Medical  Society  condemns  the  action  of  the  gov- 
ernment of  North  Viet  Nam,  that  (b)  the  Clay 
County  Medical  Society,  as  a professional  medical 


organization,  recommends  that  for  the  best  medi- 
cal interest  of  both  servicemen  and  their  families, 
that  ( 1 ) a list  of  prisoners’  names  should  be 
furnished,  that  (2)  Inspection  of  prisoner  com- 
pounds by  neutrals  should  be  carried  out,  and 
that  (3)  medical  supplies  and  food  parcels,  as 
well  as  mail  should  be  distributed  to  prisoners, 
and  that  (c)  the  [Clay  County  Medical  Society 
further  urges  the  Florida  Medical  Association  to 
approve  these  statements  and  forward  them  to 
the  American  Medical  Association].” 

Dr.  Samuel  Day,  Past  President:  “I  rise  to 
a point  of  order.  I move  the  amendment  that  the 
words  ‘Clay  County  Medical  Society’  be  stricken 
wherever  they  appear,  and  that  ‘Florida  Medical 
.Association’  be  substituted;  and  that  the  last 
item  (c)  be  deleted,  and  replaced  with  the 
following:  ‘the  Florida  Medical  Association  urges 
the  American  Medical  Association  to  do  all 
within  its  power  to  secure  implementation  of 
these  recommendations’.” 

The  subsitute  amendment  was  seconded  and 
carried. 

Motion  carried  to  adopt  Resolution  70-32  as 
amended. 

Resolution  70-3  2 

Prisoners  of  War  in  North  Viet  Nam 

Whereas,  That  since  in  excess  of  1,350  .American 
servicemen  are  presumed  to  be  prisoners  of  war  in  North 
Viet  Nam,  and 

Whereas,  That  since  North  Viet  Nam  has  failed  to 
meet  her  agreement  to  the  Geneva  Convention  in  regard 
to  these  prisoners,  and  in  particular 

Whereas,  That  the  families  of  these  men  have  been 
denied  communications  by  reasonable  channels  or  by  the 
release  of  prisoners’  names,  and 

Whereas,  That  this  has  caused  undue  anguish  to  the 
servicemen  and  their  families,  therefore  be  it 

RESOLVED,  That  (a)  the  Florida  Medical  Association 
condemns  the  action  of  the  government  of  North  Viet 
Nam,  that  (b)  the  Florida  Medical  .Association,  as  a 
professional  medical  organization,  recommends  that  for 
the  best  medical  interest  of  both  servicemen  and  their 
families,  that  (1)  a list  of  prisoners’  names  should  be 
furnished,  that  (2)  inspection  of  prisoner  compounds  by 
neutrals  should  be  carried  out,  and  that  (3)  medical 
supplies  and  food  parcels,  as  well  as  mail  should  be 
distributed  to  prisoners,  and  that  (c)  the  Florida  Medical 
Association  urges  the  .American  Medical  .Association  to 
do  all  within  its  power  to  secure  implementation  of  these 
recommendations. 

Dr.  Thames:  “The  chairman  wishes  to  e.xpress 
his  appreciation  to  all  of  the  members  who 
appeared  before  our  committee  and  to  the  mem- 
bers of  the  committee  who  worked  so  diligently, 
including  our  secretary.  Miss  Sandy  Stanley. 

“Mr.  Speaker,  this  concludes  the  report  of 
Reference  Committee  No.  II.” 
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Report  of  Reference  Committee  No.  Ill 
Finance  and  Administration 


Dr.  Richard  C.  Clay,  Chairman,  came  for- 
ward to  give  the  report  of  the  Reference  Com- 
mittee No.  Ill  on  Finance  and  Administration. 

Dr.  Clay:  “Mr.  Speaker,  Mr.  President,  and 
members  of  the  House  of  Delegates:  Your  Refer- 
ence Committee  on  Finance  and  Administration 
has  considered  each  of  the  items  referred  to  it, 
and  desires  to  present  the  following  report.  The 
reference  committee’s  recommendations  on  each 
item  will  be  submitted  separately,  and  I respect- 
fully suggest  that  each  item  be  acted  upon  before 
going  to  the  next.” 

Report  of  the  Board  of  Governors 

(Resolution  70-19,  FMA  Delegates) 
(Resolution  70-22,  Membership  of  the 
House  of  Delegates) 

“The  reference  committee  considered  the  re- 
port of  the  Board  of  Governors. 

“Under  the  amendments  to  the  By-Laws,  the 
recommendation  of  the  Board  of  Governors  be- 
ginning at  the  top  of  page  49  (items  b and  c) 
concerning  determination  of  delegates,  was  con- 
sidered along  with  Resolutions  70-19  and  70-22, 
as  these  all  deal  with  determination  of  the  mem- 
bership of  the  House  of  Delegates. 

“The  reference  committee  recommends  that 
beginning  on  line  15  on  page  49,  the  paragraph 
be  amended  to  read  as  follows: 

“The  House  of  Delegates  shall  be  limited  as 
nearly  as  possible  to  a maximum  of  250 
regularly  elected  members  from  county  medi- 


cal societies.  The  Board  of  Governors  shall 
automatically  determine  the  ratio  of  delegates 
to  active  members  to  accomplish  this  limit  of 
the  membership  of  the  House.  In  addition  to 
the  delegates  from  the  county  medical  societies, 
the  members  of  the  Council  on  Specialty 
Medicine,  the  officers  and  the  members  of 
the  Board  of  Governors  shall  be  members  of 
the  House  of  Delegates.” 

Then,  beginning  on  line  30,  item  1,  we  recom- 
mend this  portion  be  amended  to  read: 

“The  privilege  of  the  floor  shall  be  restricted 
to  seated  delegates,  AMA  Delegates,  Past 
Presidents,  and  AMA  Past  Presidents  who 
are  FMA  members,  except  by  permission  of 
the  presiding  officer.” 

The  adoption  of  these  amendments  would 
necessitate  the  deletion  from  the  By-Laws  of  the 
second  paragraph  of  Section  6 under  Chapter  IV, 
where  the  current  automatic  delegates  are  listed; 
the  reference  committee  therefore  recommends 
that  this  amendment  also  be  adopted. 

Mr.  Speaker,  I move  that  these  amendments 
be  adopted. 

Dr.  Franklin  Evans,  Dade:  “Mr.  Speaker,  I 
regret  to  say  that  I believe  this  recommendation 
is  out  of  order,  based  on  the  Charter  and  By- 
Laws  of  the  Florida  IMedical  Association.  Chapter 
XIV,  Amendments,  Section  1,  reads:  ‘By-Laws 
Amended.  These  By-Laws  may  be  amended  by 
first  being  considered  by  the  Board  of  Governors. 
The  report  of  the  Board  of  Governors  shall  be 
submitted  to  the  House  of  Delegates  and  the 
appropriate  Reference  Committee.  After  the  re- 
port of  the  Reference  Committee,  it  shall  require 


Reference  Committee  III  personnel  were  Drs.  Abbott  Y.  Wilcox,  James  C.  Pringle  Jr.,  Richard  C.  Clay  (Chair- 
man), Richard  G.  Connar,  Truett  H.  Frazier  and  Francis  T.  Holland,  AMA  delegate  (not  shown).  Mrs.  Wanda 
Bain  was  recording  secretary. 
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a majority  vote  of  the  delegates  seated  to  pass 
the  amendment.’  What  this  means  is,  a change  in 
the  By-Laws  must  first  be  considered  by  the 
Board  of  Governors  and  a recommendation  must 
be  made  to  the  FMA  House  of  Delegates.  Then 
the  House  can  act  upon  it.  This  has  not  been 
done,  and  therefore  this  really  can  not  be  con- 
sidered.” 

Dr.  Donegan  pointed  out  that  a change  in 
the  By-Laws  was  recommended  in  the  Handbook 
and  should  have  come  to  the  delegates’  attention, 
and  that  although  the  Reference  Committee’s 
recommendations  are  different,  it  is  on  the  same 
subject.  “Theoretically,  if  the  Board  of  Governors 
never  recommended  a change  in  the  House  of 
Delegates,  the  House  could  never  be  changed.” 

Dr.  Evans;  “The  recommendation  should  go 
to  the  Board  of  Governors;  then,  if  the  Board 
turned  a proposal  down,  the  House  could  overrule 
the  Board.” 

The  Speaker  asked  for  the  desires  of  the 
House. 

Dr.  Day  moved  that  the  recommendation  be 
referred  to  the  Board  of  Governors.  The  motion 
was  seconded  but  failed  to  carry. 

Dr.  Clay:  “The  Board  of  Governors  made 
recommendations  to  us  for  amendments  to  the 
By-Laws,  most  of  which  are  totally  acceptable. 
If  Dr.  Evans’  thinking  is  to  be  followed,  the 
Reference  Committee  would  have  only  one  pur- 
pose— to  rubber  stamp  the  recommendation  of 
the  Board  of  Governors,  or  send  it  back,  which 
I do  not  think  is  the  intent  of  our  organization. 

“The  Board  has  taken  cognizance  of  the  fact 
that  the  House  is  continuing  to  grow,  and  made 
an  effort  to  keep  the  House  at  a size  comparable 
to  what  we  have  here  today.  There  are  56  stand- 
ing, fixed  members  as  presently  constituted.  As 
this  number  grows,  the  ratio  of  these  to  elected 
delegates  will  continue  to  increase.  For  this 
reason,  we  are  hopeful  that  proper  proportion 
will  be  retained  by  the  recommendation  we  have 
made,  which  we  think  is  better  than  that  sub- 
mitted by  the  Board  of  Governors.” 

Dr.  Luis  Perez,  Seminole:  “Being  a repre- 
sentative of  a very  small  county,  I think  this 
will  dilute  our  voting  privileges  in  the  House. 
Before  any  determination  is  made,  I believe  we 
should  consider  Resolution  70-22,  Membership 
of  the  House  of  Delegates,  presented  by  the 
Alachua  County  Medical  Society,  and  judge  which 
will  be  best  for  the  Association.  If  we  vote  on 
this  recommendation  now,  it  will  destroy  that 
resolution.” 


A division  of  the  House  was  required  for  the 
vote  on  the  recommendation  of  the  Reference 
Committee. 

Motion  carried. 

Dr.  Clay:  “Mr.  Speaker,  the  reference  com- 
mittee recommends  that  the  portions  of  the 
Board  of  Governors  report  which  were  referred 
to  Reference  Committee  No.  HI  be  approved 
as  amended.” 

Motion  carried. 


Report  of  the  Board  of  Governors 

Henry  J.  Babers  Jr.,  Chairman 

The  Board  of  Governors  held  five  meetings  during 
the  A.ssociation’s  administrative  year.  These  were  held  on 
May  18  and  October  2-4,  1969,  and  January  18,  Janu- 
ary 30  and  March  22,  1970.  The  Executive  Committee 
of  the  Board  held  more  frequent  meetings  during  the  year. 

This  has  been  a most  active  and  demanding  year  for 
the  Association  upon  its  leadership,  and  your  chairman 
wishes  to  express  his  deep  appreciation  to  each  officer, 
member  of  the  Board  of  Governors,  council  and  com- 
mittee chairmen  and  individuals  who  have  performed  in 
an  outstanding  manner  during  the  past  year.  To  be 
associated  with  so  many  outstanding  physicians  has  been 
one  of  the  greatest  compensations  of  being  president  of 
our  .Association. 

MAJOR  ACTIVITIES 

Annual  Meeting. — The  Board  of  Governors  approved 
the  format  for  the  1970  annual  meeting  and  the  scientific 
program  as  submitted  by  the  Committee  on  Scientific 
Assemblies,  which  again  this  year  is  being  sponsored  in 
cooperation  with  various  specialty  groups.  The  1969 
annual  meeting  was  carefully  reviewed  and  an  attempt 
has  been  made  to  improve  the  format  in  every  way 
possible.  The  major  change  is  the  addition  of  a third 
meeting  of  our  House  of  Delegates,  so  the  business  of 
our  Association  may  be  more  properly  conducted. 

Presidents’  and  Secretaries’  Conference. — The  Twelfth 
.Annual  Conference  of  Presidents  and  Secretaries  of 
County  Medical  Societies  was  held  in  January  1970  in 
Orlando.  .Again  this  year  the  purpose  of  the  Conference 
was  to  orient  the  officers  of  the  county  medical  societies 
regarding  the  major  programs  and  activities  of  the 
Association,  to  better  facilitate  their  prog-amming  and 
implementation  at  the  county  level.  The  Conference  was 
enthusiastically  received  by  the  county  medical  society 
representatives,  and  was  followed  by  a Seminar  on  State 
Legislation  which  covered  in  detail  the  specific  legislative 
programs  and  problems  of  medicine  which  are  being 
considered  by  the  Florida  Legislature. 

Financial  Statement  and  Budget. — The  Board  review- 
ed the  financial  statement  prepared  by  the  Secretary- 
Treasurer  and  the  Executive  Vice  President,  and  approved 
the  auditor’s  statement  prepared  by  Lucas,  Herndon, 
Harms  and  Hyers,  Certified  Public  Accountants,  for  the 
Association’s  fiscal  year  which  was  the  calendar  year  1969. 
The  Association  had  an  income  from  all  sources  of 
$403,603;  expenses  incurred  were  $397,423,  for  a gross 
excess  of  income  over  expenses  of  $6,180,  which  did  not 
include  funds  expended  for  equipment  and  interest  paid 
as  these  were  picked  up  under  fixed  assets  of  the 
.Association.  .Advance  dues  were  received  during  the  year 
of  approximately  $20,000  more  than  in  previous  years. 
The  net  result  for  1969  was  the  .Association  going  into 
the  red  approximately  $25,000.  This  was  anticipated  by 
your  Board.  Several  items  last  year  which  were  un- 
budgeted had  to  come  from  the  .Association’s  reserves. 
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The  Board  approved  an  annual  budget  for  the 
calendar  year  1970  of  $505,000.  In  compliance  with  the 
By-Laws,  this  budget  was  prepared  by  the  Executive 
Vice  President  after  consultation  with  the  Secretary- 
Treasurer,  reviewed  by  the  Executive  Committee  and 
approved  by  the  Board  of  Governors.  It  was  based  upon 
an  anticipated  income  of  $505,000.  This  budget  included 
every  item  which  your  officers  presented  to  the  House 
of  Delegates  last  year  when  requesting  a dues  increase. 

Copies  of  the  CPA  audit  are  available  to  the  ap- 
propriate Reference  Committee  and  are  on  file  in  the 
Association’s  office  and  available  for  review  by  members 
of  the  Association. 

Appointments — The  Board  of  Governors  appointed 
Robert  E.  Zellner,  M.D.,  as  the  AMA  Delegate  to  serve 
on  the  Board  of  Gov^ernors;  Eugene  G.  Peek  Jr.,  M.D., 
as  the  State  Board  of  Health  representative  on  the  Board 
of  Governors;  and  approved  the  appointment  of  William 
M.  C.  Wilhoit,  M.D.,  as  the  optional  member  of  the 
Executive  Committee  and  W.  Dean  Steward,  M.D.,  as 
Public  Relations  Officer.  Franz  H.  Stewart,  M.D.,  was 
appointed  as  Editor  of  the  Journal;  Oscar  Wk  Freeman, 
M.D.,  and  Clyde  M.  Collins,  M.D.,  were  appointed  as 
Assistant  Editors.  William  M.  Straight,  M.D.,  was  ap- 
pointed Medical  History  Editor,  and  Richard  M.  Fleming, 
M.D.,  was  appointed  as  .\ssistant  Editor  from  the  Board 
of  Governors. 

The  Board  re-appointed  the  Committee  on  Research, 
with  Donald  W.  Smith,  M.D.,  as  chairman;  re-appointed 
the  Subcommittee  on  Inter-American  Relations,  Quackery, 
Venomous  Snake  Bite,  and  the  Investment  Plan  Com- 
mittee. 

The  Board  of  Governors  appointed  four  ad  hoc 

committees:  Committee  on  Peer  Medical  Utilization 

Review,  James  B.  Byrne,  M.D.,  Chairman;  Committee 
on  Computerization  in  Medicine,  Vernon  B.  Astler,  M.D., 
Chairman;  Committee  on  Professional  Liability  Insurance, 
Robert  J.  Brennan,  M.D.,  Chairman;  and  Committee  on 
Government  Programs,  George  H.  Evans,  M.D.,  Chair- 
man. Recommendations  are  being  presented  elsewhere  to 
make  these  standing  committees  under  the  appropriate 
councils  within  the  Association’s  structure. 

The  Board  appointed  the  Committee  on  National 

Legislation  and  Key  Contact  Physicians  for  1970,  as  well 
as  a Medical  Advisory  Committee  to  the  Lafayette 
County  Health  Project,  designating  the  chairman  of  the 
-Association’s  Committee  on  Rural  Health  to  serve  as  an 
advisory  member  of  this  committee. 

The  Board  of  Governors  re-appointed  the  ad  hoc 

special  Committee  on  .Allied  Health  Personnel  with 

James  W.  Walker,  M.D.,  Chairman,  and  the  ad  hoc 
Committee  on  Workmen’s  Compensation,  Joseph  G. 


Matthews,  M.D.,  Chairman.  The  Board  designated  Jack 
Q.  Cleveland,  M.D.,  to  serve  as  the  Board’s  representative 
on  the  FL.AMPAC  Board  of  Directors,  and  designated 
the  Council  on  Specialty  Medicine  as  advisory  to  the 
Committee  on  State  Legislation  when  specialty  legislation 
is  being  considered.  The  duties  of  the  Subcommittee  on 
Individual  Responsibility  Program  were  transferred  to 
the  Council  on  Medical  Economics  for  assignment  to  the 
appropriate  committee. 

RECOGNITION 

The  Board  reviewed  nominations  received  from  county 
medical  societies  and  selected  the  recipient  of  the  A.  H. 
Robins  Company  Award  “For  Outstanding  Community 
Service  by  a Physician”  to  be  presented  at  the  First 
Meeting  of  the  House  of  Delegates,  May  6,  1970.  Award 
nomination  will  be  included  in  the  Delegates’  Packets. 

The  Board  of  Governors  extended  sincere  appreciation 
to  Franz  H.  Stewart,  M.D.,  who  has  served  in  an  out- 
standing manner  as  Editor  of  the  Journal  of  the  Florida 
Medical  Association. 

NOMINATIONS 

The  Board  of  Governors’  nominations  for  the  recipi- 
ents of  the  Certificate  of  Merit  and  the  Certificate  of 
Appreciation  will  be  included  in  the  Delegates’  Packets 
for  presentation  at  the  First  Meeting  of  the  House  of 
Delegates. 

Committee  on  Membership  and  Discipline. — As  pro- 
vided in  the  By-Laws,  the  Board  of  Governors  nominates 
the  following  physicians  for  terms  expiring  in  1970: 

District  1 — James  T.  Cook,  Marianna  (1972) 

William  W.  Thompson,  Fort  Walton 
Beach  (1974) 

District  2 — Charles  E.  Barrineau,  Palatka  (1971) 
Louis  G.  Landrum,  Lake  City  (1973) 

J.  Maxey  Dell  Jr.,  Gainesville  (1974) 

District  3 — John  A.  Rush  Jr.,  Jacksonville  (1972) 
Leslie  R.  Adams,  Jacksonville  (1973) 
Samuel  J.  Alford  Jr.,  Jacksonville  (1974) 

District  4 — Carroll  M.  Crouch,  Daytona  Beach  (1971) 
William  W.  O’Connell,  St.  Augustine 
(1973) 

Edwin  H.  Updike  H,  Ocala  (1974) 

District  5 — Truett  H.  Frazier,  Orlando  (1972) 

Theodore  J.  Kaminski,  Melbourne  (1974) 

District  6 — Linus  W’.  Hewit,  Tampa  (1971) 

James  M.  Ingram,  Tampa  (1974) 

District  7 — John  M.  Butcher,  Sarasota  (1972) 

Woods  A.  Howard,  Lakeland  (1973) 

H.  Quillian  Jones  Sr.,  Fort  Myers  Q974) 


Members  of  the  Board  of  Governors  (standing  from  left)  Drs.  William  J.  Dean,  Charles  K.  Donegan,  James  F. 
Cooney,  Eugene  G.  Peek  Jr.,  William  M.  C.  Wilhoit,  Jack  Q.  Cleveland  and  Richard  M.  Fleming.  (Seated  from 
left)  Drs.  James  W.  Walker,  Richard  C.  Dever,  Floyd  K.  Hurt,  James  T.  Cook,  Henry  J.  Babers  Jr.,  Francis  T. 
Holland  and  Joseph  G.  Matthews. 
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District  8 — John  P.  Ferrell,  St.  Petersburg  (1971) 

Richard  Reeser  Jr.,  St.  Petersburg  (1974) 
District  9 — Martin  G.  Gould,  Fort  Pierce  (1972) 
John  S.  Stewart,  Naples  (1973) 

Charles  M.  Harris  Jr.,  West  Palm  Beach 
(1974) 

District  10 — Russell  B.  Carson,  Fort  Lauderdale  (1972) 
Henry  D.  Perr\%  Hollywood  (1974) 
District  11 — Harold  Rand,  Miami  (1971) 

Richard  C.  Dever,  Miami  (1973) 

Vincent  P.  Corso,  Miami  (1974) 

District  12 — J.  Lee  Dockery,  Miami  (1971) 

Richard  M.  Fleming,  Miami  Beach  (1974) 

Blue  Shield  Board  of  Directors. — The  Board  of  Gov- 
ernors reviewed  the  nominations  for  the  Blue  Shield 
Board  of  Directors  presented  by  the  Blue  Shield  Nominat- 
ing Committee  and  from  those  nominations  for  each 
physician  directorship  the  following  were  chosen: 

Medical  District  B:  Thomas  E.  McKell,  M.D.,  Tampa 

M.  Brittain  Moore,  M.D.,  Lake- 
land 

Medical  District  D:  Scheffel  H.  Wright,  M.D.,  Miami 

Richard  C.  Clay,  M.D.,  Miami 
.\t  Large:  E.  R.  Dunsford  Jr.,  M.D.,  Jack- 

sonville 

Charles  K.  Donegan,  M.D.,  St. 
Petersburg 

.\t  Large:  Warren  W.  Quillian,  M.D.,  Coral 

Gables 

Samuel  M.  Day,  M.D.,  Jackson- 
ville 

At  Large:  Joseph  C.  Von  Thron,  M.D., 

Cocoa  Beach 

Joseph  P.  Hendrix,  M.D.,  Port 
St.  Joe 

The  lay  members  nominated  by  the  Nominating  Com- 
mittee were  approved  by  the  Board,  as  follows: 

Medical  District  D:  .\llen  Morris,  Miami 
■\t  Large:  Dean  C.  Houk,  St.  Petersburg 

At  Large:  Arthur  W.  Saarinen,  Fort  Lauder- 

dale 

Blue  Cross  Board 

Member:  Michael  J.  Wood,  Jackson\nIle 

State  Agencies. — Your  Association  made  numerous 
recommendations  to  the  Governor  and  to  other  agencies 
for  appointments  of  physicians  to  serve  on  various 
Boards  or  advisory  committees. 

REFERRALS  BY  HOUSE  OF  DELEG.\TES 

The  Board  of  Governors  reviewed  the  entire  Proceed- 
ings of  the  1969  House  of  Delegates  and  referred  every 
item  needing  study  or  action  to  appropriate  councils  and 
committees  of  the  Association,  and  implemented  the 
policy  itself  where  appropriate.  The  individual  actions 
regarding  the  policies  of  the  House  of  Delegates  appear 
in  the  various  council  reports  as  well  as  in  this  report. 

PKU  Testing. — The  Executive  Committee  and  the 
Board  of  Governors  reviewed  the  recommendation  of  the 
Council  on  Medical  Services  concerning  PKU  Testing 
which  was  referred  to  the  Board  of  Governors  by  the  1969 
House  of  Delegates.  This  recommendation  was  amended 
and  approved  as  follows:  “That  the  state  legislature  be 

urged  to  provide  adequate  funding  for  the  Division  of 
Health’s  program  of  case-finding  and  laboratory  services 
for  patients  with  phenylketonuria  (PKU)  and  other  meta- 
bolic disorders,  and  that  the  policy  be  established  that  the 
Division  of  Health  serve  as  the  reference  laboratory  for 
the  state,  with  diagnostic  centers  at  appropriate  locations.” 
(••\pproved  by  Ref.  Comm.  II) 

Resolution  69-6,  Physician  Participation  in  Planning 
for  and  Provision  of  Health  Care  Facilities.- — This  res- 
olution was  adopted  by  the  1969  House  of  Delegates  and 
referred  to  the  Board  of  Governors.  Your  Board  referred 
this  resolution  to  the  Council  on  Medical  Economics  for 


implementation  and  also  emphasized  the  importance  to 
the  county  medical  societies  that  they  provide  physician 
leadership  in  comprehensive  health  planning  at  a local 
level.  One  of  our  past  presidents,  Samuel  M.  Day,  M.D., 
is  chairman  of  the  Florida  Health  .Advisory  Council  for 
comprehensive  health  planning,  and  has  serving  with  him 
on  the  Executive  Committee  of  this  Council,  Irving 
E.  Hall  Jr.,  M.D.,  Wilson  T.  Sowder,  M.D.,  and  Mr. 
Harold  Parham. 

Resolution  69-29,  Hospital  Medical  Staffs. — This 
resolution  was  approved  in  principle  by  the  1969  House 
of  Delegates  and  referred  to  the  Board  of  Governors  for 
appropriate  amendments.  The  Board  in  turn  referred  this 
subject  to  the  Judicial  Council  and  the  Committee  on 
Hospitals.  After  careful  review,  your  Board  recommends 
to  the  House  of  Delegates: 

•Although  H.B.  3887  (Hospital  Medical  Staffs)  is 
approved  in  principle,  in  view  of  the  recent 
action  of  the  Governor  in  vetoing  the  bill  con- 
cerning hospital  privileges,  we  do  not  think  it 
appropriate  to  support  this  legislation  and  believe 
the  principle  could  be  better  implemented  other- 
wise through  strong  medical  staff  by-laws  and 
rules  and  regulations;  but  that  if  it  looks  as  if 
this  legislation  will  be  passed,  we  should  attempt 
to  have  it  amended  so  that  it  is  acceptable. 
(Approved  in  principle  by  Ref.  Comm.  IV;  See 
discussion,  page  66). 

BOARD  ACTIONS  OF  MAJOR  IMPORTANCE 

1.  Lawsuit. — Your  Board  has  carefully  reviewed  with 
the  Association’s  legal  counsel  the  progress  of  the  suit 
against  the  Jackson  Memorial  Hospital  in  Dade  City  and 
individual  members  of  its  medical  staff  regarding  individ- 
ual hospital  privileges  for  the  osteopaths  bringing  the  suit, 
and  against  the  Florida  Medical  Association  for  violation 
of  the  Sherman  .\nti-Trust  Act,  with  triple  punitive  dam- 
ages. Your  Association  won  this  suit  in  the  Federal  Dis- 
trict Court  at  Tampa  and  it  is  now  pending  before  the 
Fifth  District  Court  of  .Appeals.  We  have  been  advised 
that  this  court  intends  to  request  an  advisory  opinion 
from  the  Florida  State  Supreme  Court  regarding  the  privi- 
leges of  osteopaths.  Your  .Association  has  been  threatened 
with  other  law  suits,  but  they  have  not  been  filed  at  the 
time  of  the  writing  of  this  report. 

2.  Workmen’s  Compensation.— The  Board  re-ap- 
pointed  a special  ad  hoc  Committee  on  Workmen’s  Com- 
pensation, headed  by  Dr.  Joseph  G.  Matthews,  and  in  co- 
operation with  legal  counsel,  filed  a petition  before  the 
Florida  Industrial  Commission  with  appropriate  testimony 
under  oath,  requesting  the  Commission  to  adopt  a fee 
schedule  which  would  pay  physicians  for  services  rendered 
in  compliance  with  Florida  Statutes.  .As  a result  of  the 
FM.A  petition,  a public  bearing  was  held  on  March  25, 
1970,  in  Tallahassee.  The  results  of  this  hearing  will  be 
covered  in  a supplemental  report,  as  a decision  has  not 
been  rendered  as  of  this  date.  (.Approved  by  Ref.  Comm. 
V) 

3.  Relative  Value  Studies. — A’our  Board  approved 
the  recommendation  of  the  Council  on  Medical  Economics 
to  continue  the  Relative  Value  Studies  of  the  .Association 
and  authorized  the  appropriate  expenditure  of  funds  for 
this  continuation,  which  included  utilizing  the  services  of 
a consultant.  (.Approved  by  Ref.  Comm.  V) 

4.  Peer  Medical  Utilization  Review. — Your  Board 
requested  the  Florida  Medical  Foundation  to  negotiate 
with  Blue  Shield  of  Florida,  Inc.,  a contract  for  the 
services  of  physicians  to  provide  peer  utilization  review 
for  both  Blue  Shield  and  Medicare.  This  contract  was 
executed,  the  county  medical  societies  were  requested  to 
appoint  revdew  committees,  and  the  state  committee  has 
been  activated.  .As  provided  for  in  the  contract,  the  activ- 
ities have  begun  and  are  being  implemented  in  this  area. 
The  Board  has  also  adopted  criteria  for  appeals  of  county 
committee  decisions.  (.Approved  by  Ref.  Comm.  V) 

5.  American  Medical  Association. — Upon  the  recom- 
mendation of  Florida’s  .AM.A  Delegation,  your  Board  of 
Governors  enthusiastically  supports  the  nomination  of  Jere 
W.  Annis,  M.D.,  for  the  office  of  President-Elect  of  the 
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American  Medical  Association  at  its  annual  meeting  in 
June  1970. 

6.  Members  Insurance  Trust. — Your  Board  author- 
ized, executed  and  amended  a trust  agreement  and  imple- 
mented a program  to  provide  a group  Blue  Shield-Blue 
Cross  and  term  life  insurance  program  for  physicians, 
their  families  and  employees.  (Approved  bv  Ref.  Comm. 
V) 

7.  Program  Effectiveness  System  for  Health  Care. — 
Your  Board  approved  in  principle  and  requested  the 
Foundation  to  enter  into  a contract,  which  was  executed, 
to  develop  a Program  Effectiveness  System  for  Health 
Care. 

8.  Radiation  Therapy. — Your  Board  approved  in 
principle  and  requested  the  Florida  Medical  Foundation 
to  enter  into  a contract  with  the  Regional  Medical  Pro- 
gram, which  was  executed,  to  assess  the  capability  in 
Florida  for  radiation  therapy,  utilizing  the  appropriate 
radiologic  consultants.  (Approved  by  Ref.  Comm.  I) 

9.  Future  Meeting  Locations. — The  Americana 
Hotel,  Bal  Harbour,  was  selected  for  the  site  of  the  1975 
annual  meeting,  and  the  Diplomat  Hotel,  Hollywood,  for 
the  annual  meeting  in  1976.  The  Americana  Hotel  is  hold- 
ing dates  for  1977  and  the  Diplomat  for  1978.  In  addi- 
tion, Disney  World  and  the  Fontainebleau  Hotel  are  being 
considered  for  these  latter  two  years. 

10.  Staff  Reorganization. — Your  Board  reviewed  a 
detailed  report  from  the  Executive  Vice  President  on  reor- 
ganization of  the  FM.\  executive  staff,  change  in  person- 
nel, and  the  establishment  of  the  Capitol  office  as  author- 
ized by  the  Board. 

11.  Postgraduate  Education. — Your  Board  approved 
the  recommendation  of  the  Association’s  Committee  on 
Postgraduate  Education  that  the  criteria  for  approval, 
co-sponsorship  or  sponsorship  of  postgraduate  programs 
be  amended  to  provide  for  attendance  at  the  courses  by 
the  chairman  of  our  .Association’s  committee  or  a member 
of  his  committee.  (.Approved  by  Ref.  Comm.  I) 

12.  Public  Pronouncement. — The  Board  authorized 
the  preparation  of  appropriate  statements  for  inclusion 
in  the  (Congressional  Record  and  for  release  to  the  public 
press  facts  dealing  with  the  cost  of  medical  care  and  in 
defense  of  the  good  name  of  the  physicians  of  this  state. 

13.  Joint  meeting  with  Florida  Hospital  Association. 
— The  Board  reviewed  the  reports  and  recommendations 
of  the  Executive  Committee  resulting  from  joint  meetings 
of  the  Executiv'e  Committee  with  the  Executive  Commit- 
tee of  the  Florida  Hospital  Association  and  the  Chairman 
of  our  Committee  on  Hospitals  and  Extended  Care  Facil- 
ities, held  on  September  30,  1969,  and  March  20,  1970. 

14.  Medical  Defense  Fund. — Your  Board  established 
funds  for  and  adopted  criteria  for  implementing  a medi- 
cal offense  and  defense  fund  for  members  of  the  Florida 
Medical  .Association  and  the  protection  of  their  good  name 
or  defense  against  unwarranted  professional  liability  suits. 

15.  Legislative  Activities. — .Advised  the  Council  on 
Specialty  Medicine  that  recognized  specialty  groups  must 
clear  the  legislative  activities  of  their  legal  counsel,  and 
legislative  policies,  through  the  FM.A  legislative  council. 
(.Amended  by  Ref.  Comm.  IV) 

16.  Medical  Tours. — The  Board  approved  a proposal 
of  the  Woman’s  .Auxiliarj-  to  sponsor  group  tours  abroad 
with  the  proceeds  to  be  donated  to  the  Florida  Medical 
Foundation,  subject  to  the  details  being  satisfacton,-  to 
the  .Association. 

17.  Handbook  for  County  Medical  Societies. — 
Publication  of  a revised  Handbook  for  County  Medical 
Society  officers  was  authorized  by  the  Board,  and  the 
Handbook  was  published  in  January  1970. 

18.  Governor’s  Steering  Committee  on  Health. — 
The  Governor’s  Steering  Committee  on  Health  was  reac- 
tivated and  designated  as  the  medical  advisory  committee 
to  Dr.  James  .A.  Bax,  Secretary,  Etepartment  of  Health 
and  Rehabilitative  Services. 

19.  Proposed  Regulation  for  Hospital  Licensure. — 
The  Board  of  Governors  recommended  to  the  Division  of 
Health  that  a section  be  included  in  the  regulations  for 
licensure  of  hospitals,  providing  that  hospitals  shall  fur- 
nish a statement  from  the  State  Board  of  Medical  Ex- 


aminers (and,  in  the  case  of  osteopathic  hospitals,  from 
the  osteopathic  examining  board)  certifying  that  physi- 
cians responsible  for  patient  care  are  in  compliance  with 
the  pertinent  laws  on  the  practice  of  medicine,  and  that 
arrangements  between  the  administration  and  the  physi- 
cians providing  care  for  patients  in  the  hospital  are  such 
as  to  permit  the  practice  of  medicine  without  any  im- 
proper influence,  direction  or  impediment.  (.Amended  by 
Ref.  Comm.  V) 

20.  Procedures  and  Policies. — Your  Board  adopted 
appropriate  procedures  and  policies  for  the  Council  on 
Legislation  and  Public  .Agencies  to  carry  out  its  legisla- 
tive activfities.  (.Approved  by  Ref.  Comm.  IV) 

21.  Migrant  Labor. — The  Board  considered  a special 
report  regarding  the  health  care  of  the  migrant  laborers 
at  Immokalee  and  recommended  that  an  additional  appro- 
priation be  made  available  to  the  county  health  depart- 
ment at  Immokalee  and  the  Division  of  Health  under  the 
migrant  program  for  care  of  indigents.  The  Florida  Hos- 
pital .Association  was  asked  to  concur  in  this  recommen- 
dation. (Approved  by  Ref.  Comm.  II) 

22.  Health  Manpower. — The  Board  of  Governors 
approved  the  FM.A’s  working  with  and  through  the  Flor- 
ida Health  Manpower  Council  and  Comprehensive  Health 
Planning  in  forming  a subcommittee  of  the  Council,  hav- 
ing a full  time  staff  available  to  plan  cooperative  efforts 
and  proceed  with  development  of  programs  for  providing 
supportive  occupational  and  professional  assistants,  and 
recommended  that  the  Secretarj-  of  the  Department  of 
Health  and  Rehabilitative  Services  provide  the  staffing 
and  funding  for  this  program  through  the  Division  of 
Comprehensive  Health  Planning.  (Approved  by  Ref. 
Comm.  II) 

23.  Extended  Care  Facilities. — Your  Board  approved 
the  recommendation  of  the  Committee  on  Hospitals  and 
Extended  Care  Facilities  that  prior  to  refusal  of  claims 
for  admissions  to  extended  care  facilities,  the  appropriate 
government  agency  or  fiscal  intermediary  be  requested  to 
submit  individual  cases  for  local  peer  review,  and  that  it 
be  clarified  that  peer  review  means  review  by  a doctor 
of  medicine.  (Approved  by  Ref.  Comm.  V) 

24.  AMA  Committee  on  Planning  and  Development. 
— Florida’s  .AM.A  delegates  met  and  carefully  considered 
in  detail  the  report  of  the  .AM.A  Committee  on  Planning 
and  Development  and  the  minority  report.  A^our  Board 
of  Governors  approved  a general  statement  of  attitude 
and  philosophy  toward  this  report  and  also  a line-by-line 
listing  of  objections  to  specific  items.  Your  Board  further 
directed  that  the  .AM.A  committee  report,  along  with  the 
general  summary  statement  of  the  delegation,  be  sent  to 
each  county  medical  society  with  the  information  that  the 
line-by-line  criticisms  were  available  from  the  .AM.A  dele- 
gates if  desired.  Further,  a special  “Brief”  was  sent  to  the 
entire  membership  concerning  the  .AM.A  Committee  on 
Planning  and  Development  report.  .At  the  time  of  this 
report,  no  recommendations  or  resolutions  have  been 
received  from  any  component  county  medical  society. 

25.  Utilization  Review  Committees. — The  Board  of 
Governors  advised  the  Secretary  of  the  Department  of 
Health  and  Rehabilitative  Services  of  the  urgency  of  the 
need  for  legislation  providing  immunity  from  civil  libel 
for  members  serving  on  utilization  review  committees. 

26.  Title  XIX  (Medicaid). — Your  Board  carefully 
reviewed  the  action  of  the  Florida  Legislature  in  appro- 
priating inadequate  funds  for  implementation  of  Title  XIX 
(Medicaid)  in  the  state  of  Florida.  The  .Association 
nominated  individual  physicians  to  advise  the  Department 
of  Health  and  Rehabilitative  Services.  Your  Board  fur- 
ther objected  to  the  required  method  of  verification  of 
eligibility  of  welfare  recipients  for  physician  services  under 
this  program,  and  at  the  time  of  this  report  is  conducting 
a study  county  by  county  on  the  implementation  of  Title 
XIX.  The  Board  has  requested  the  physicians  nominated 
to  the  Title  XIX  advisory  committee  to  assist  the  FM.A 
staff  in  working  with  the  legislative  committee  for  proper 
appropriations  for  the  Title  XIX  program.  (Approved 
by  Ref.  Comm.  I\’,  with  the  following  additions) : 

“That  the  Board  of  Governors  continue  their  efforts: 

“1.  To  obtain  official  appointment  by  the  Department 
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of  Health  and  Rehabilitative  Services  of  the  physicians 
nominated  to  advise  it; 

“2.  To  obtain  adequate  funding  for  the  Title  XIX 
program ; 

“3.  To  change  the  federal  regulations  so  a;  to  permit 
the  physician  a freedom  of  choice  with  respect  to  accept- 
ing assignments.” 

27.  Professional  Liability. — Your  Board  reviewed 
several  reports,  recommendations  and  information  regard- 
ing the  malpractice  and  professional  liability  insurance  in 
Florida,  and  appointed  a special  committee  to  carefully 
review  and  make  recommendations  regarding  the  over-all 
problem  from  a legislative  standpoint,  the  insurance  carrier 
standpoint,  and  from  the  standpoint  of  the  individual 
physician.  (.Approved  by  Ref.  Comm.  V) 

28.  Board  of  Medical  Examiners. — The  Board  rec- 
ommended to  the  Governor  and  appropriate  members  of 
the  Legislature  to  release  appropriate  trust  funds  of  the 
Florida  State  Board  of  Medical  Examiners  in  an  amount 
necessary  to  allow  it  to  meet  its  budgetary  requirements, 
including  funds  for  appropriate  investigations  and  other 
activities.  (Approved  by  Ref.  Comm.  IV — See  discussion, 
page  74). 

29.  Allied  Health  Personnel. — The  Board  of  Gov- 
ernors recommends  that,  in  view  of  a proliferation  of 
health  disciplines  and  splintered  licensure,  certification  and 
registration  laws  regulating  them,  the  .Association  under- 
take a careful,  indepth  study  of  state  regulation  of  pro- 
fessions and  vocations  delivering  health  care,  with  the 
objective  of  developing  long  range  policy  and  legislation 
in  the  public  interest;  that  the  .Association  reaffirm  its 
position  that  the  statutory  privileges  of  allied  groups 
should  be  restricted  through  the  Medical  Practice  .Act  or 
any  way  possible;  and  that  this  recommendation  be 
referred  to  the  Committee  on  State  Legislation  for  their 
support  if  at  all  possible.  (.Approved  by  Ref.  Comm.  IV) 

30.  Deferred  Compensation. — Your  Board  reviewed 
the  report  of  the  Investment  Plan  Committee  and  recom- 
mended that  the  FM.A  should  investigate  a deferred  com- 
pensation program  for  participating  physicians  through 
Blue  Shield,  with  the  possible  use  of  the  FM.A  Investment 
Plan  as  the  funding  mechanism.  (.Approved  by  Ref. 
Comm.  V) 

31.  During  the  year,  numerous  reports  and  recom- 
mendations of  the  .Association’s  councils  and  committees 
were  reviewed  by  the  Board  and  action  taken  when  ap- 
propriate. 

RECOMMENDATIONS 

1.  Your  Board  approved  a resolution  pre- 
sented by  the  Dade  County  Medical  Asso- 
ciation regarding  the  abolishment  of  ciga- 
rette advertising  on  radio  and  television 
and  this  resolution  is  presented  to  the 
House  of  Delegates  as  Resolution  70-11. 
(Approved  by  Ref.  Comm.  I) 

2.  Definition  of  Staff  Self-Government. — The 
Board  of  Governors  referred  to  the  ap- 
propriate committees  and  councils  a res- 
olution defining  staff  self-government 
presented  by  the  Charlotte  County  Medi- 
cal Society  and  approved  this  definition  as 
amended.  It  appears  as  Resolution  70-12. 

3.  Medical  Practice  Act. — The  Board  of 
Governors  recommends  to  the  House  of 
Delegates  that  the  following  addition  be 
made  to  the  Medical  Practice  Act:  "Noth- 
ing in  this  article  shall  be  so  construed  as 
to  prohibit  service  rendered  by  a physi- 
cian’s trained  assistant,  a registered  nurse, 
a registered  nurse  midwife  (nurse  obstetric 
associate),  or  a licensed  practical  nurse 
if  such  service  be  rendered  under  the  re- 


sponsible supervision  and  control  of  a li- 
censed physician.”  (Amended  by  Ref. 
Comm.  IV) 

4.  After  careful  consideration,  the  Board  of 
Governors  recommends  to  the  House  of 
Delegates  the  following  amendments  to 
the  current  By-Laws  of  the  Florida  Medi- 
cal Association,  Inc.: 

a.  CH.APTER  III,  SESSIONS  .AND  ASSEMBLIES— 
SECTIO.N  1:  PARTICIPATION 

1)  Delete  the  last  sentence  of  the  first  paragraph, 
which  reads:  “Each  scientific  assembly  shall  be 
presided  over  by  a member  of  the  Committee 
on  Scientific  .Assemblies.” 

b.  CH.APTER  IV,  HOUSE  OF  DELEGATES— SEC- 
TIO.N 6:  DETERMINATION  OF  DELEGATES 

1 ) “Each  component  society  shall  be  entitled  to 
select  annually  and  to  send  to  each  meeting  of 
the  House  of  Delegates  one  delegate  for  every 
FORTY  active  members  of  the  Association  with- 
in that  society,  and  one  for  any  fraction  over 
and  above  the  last  complete  unit  of  FORTY, 
as  shown  on  the  .Association’s  records  on  De- 
cember 31  of  the  preceding  calendar  year,  pro- 
vided that  each  component  society  holding  a 
charter  from  the  .Association  shall  be  entitled  to 
at  least  one  delegate. 

“The  HOUSE  OF  DELEGATES  SHALL  BE 
LIMITED  AS  NEARLY  AS  POSSIBLE  TO  A 
M.AXIMUM  OF  250  REGULARLY  ELECTED 
MEMBERS  FROM  COUNTY  MEDICAL  SO- 
CIETIES. THE  BOARD  OF  GOVERNORS 
SHALL  .AUTOM.ATIC.ALLY  DETERMINE 
THE  R.ATIO  OF  DELEGATES  TO  ACTIVE 
.MEMBERS  TO  ACCOMPLISH  THIS  LIMIT 
OF  THE  MEMBERSHIP  OF  THE  HOUSE. 
I.N  ADDITION  TO  THE  DELEGATES  FROM 
THE  COUNTY  MEDICAL  SOCIETIES,  THE 
MEMBERS  OF  THE  COU.NCIL  ON  SPE- 
CIALTY MEDICINE,  THE  OFFICERS  .AND 
THE  MEMBERS  OF  THE  BOARD  OF  GOV- 
ER.NORS  SHALL  BE  MEMBERS  OF  THE 
HOUSE  OF  DELEG.ATES.” 

c.  CHAPTER  IV,  HOUSE  OF  DELEG.ATES— SEC- 
TION 14:  PRIVILEGE  OF  FLOOR 

1)  “THE  PRIVILEGE  OF  THE  FLOOR  SHALL 
BE  RESTRICTED  TO  SEATED  DELE- 
G.ATES, AMA  DELEG.ATES,  PAST  PRESI- 
DENTS, AND  AMA  PAST  PRESIDE.NTS 
WHO  ARE  FM.A  MEMBERS,  EXCEPT  BY 
PER.MISSIO.N  OF  THE  PRESIDING  OF- 
FICER.” 

d.  CH.APTER  VI,  OFFICERS  .AND  DELEG.ATES 
TO  AMERICAN  MEDICAL  ASSOCIATIO.N— 
SECTION  1:  DEFINED 

1)  “The  officers  of  the  .Association  are:  President, 
President-Elect,  Vice  President,  Secreta-y,  Treas- 
urer, Immediate  Past  President,  Speaker  of  the 
House  of  Delegates,  .AND  VICE  SPEAKER  OF 
THE  HOUSE  OF  DELEG.ATES.” 

e.  CH.APTER  IX,  COMMITTEES— SECTIO.N  1: 
ORGANIZ.ATIO.N 

1)  “Council  on  .Allied  Professions  and  Vocations: 
Committees  on  Dentistry,  Law,  Medical  .Assist- 
ants, Medical  Technologists,  Nursing,  Opticians, 
Pharmacy,  Physical  Therapy  and  Rehabilitation, 
Podiatry,  MEDICINE  .AND  Religion,  Veterin- 
ary Medicine,  and  Radiological  and  Nuclear 
Medicine  Technologists,  and  other  paramedical 
personnel  as  approved  by  the  Board  of  Gov- 
ernors.” 

2)  “Council  on  Legislation  & Public  .Agencies: 
Committees  on  GOVERNMENT  PROGRAMS, 
National  Legislation  and  State  Legislation.” 
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3)  “Council  on  Medical  Economics;  Committees 
on  Ad\-isorv  to  Blue  Shield  and  Fiscal  Inter- 
mediaries, COMPUTERIZATIOX  IX  MEDI- 
CIXE,  Health  Insurance,  Hospitals  and  Extend- 
ed Care  Facilities,  Members’  Insurance,  PEER 
MEDICAL  UTILIZATIOX  REVIEW,  PRO- 
FESSIOXAL  LIABILITY  IXSURAXCE,  and 
Relative  Value  Studies.” 

f.  CH.\PTER  IX,  COMMITTEES— SECTIOX  2: 

COMPOSITIOX,  SELECTIOX  AXD  TEXURE 

OF  COMMITTEES 

1)  Amend  Item  Xo.  2,  The  Journal  and  Other 

Publications,  second  paragraph,  to  read:  “The 

Board  of  Governors  shall  select  annually  an 
Editor  from  the  membership  at  large.  The 
Editor  shall  appoint  annually,  subject  to  the 
Board’s  approval,  ASSOCIATE  EDITORS,  AS- 
SIST.\XT  EDITORS,  AXD  A COXSULTLXG 
EDITORIAL  STAFF.” 

2)  Delete  Item  6,  Second  Paragraph  “Subcommittee 
on  Liaison  with  Federal  .\gencies.” 

3)  Delete  Item  10  in  its  entirety,  and  renumber 
the  remaining  paragraphs. 

4)  Add  a new  Paragraph  14,  to  read;  “THE 
COUXCIL  OX  .\LLIED  PROFESSION'S  AXD 
VOCATION'S,  THE  COUNCIL  OX  MEDICAL 
ECONOMICS  AND  THE  COUNCIL  OX 
MEDICAL  SERVICES;  THE  COMPOSITION 
OF  ALL  THE  STANDING  COMMITTEES  OF 
THE  COUNCIL  OX  ALLIED  PROFESSION'S 
.\N'D  VOCATION'S,  THE  COUNCIL  OX 
MEDICAL  ECONOMICS,  .WXD  THE  COUN- 
CIL OX  MEDICAL  SERVICES  SHALL  BE 
LEFT  TO  THE  DISCRETION  OF  THE 
BOARD  OF  GOVERNORS.” 

5)  .\dd  a new  Paragraph  15,  to  read:  “GOVERN- 
MENT PROGRAMS.— THIS  COMMITTEE 
SHALL  BE  COMPOSED  OF  MEMBERS  AP- 
POINTED BY  THE  BOARD  OF  GOVER- 
NORS IN  A NUMBER  DEEMED  NECES- 
SARY TO  ADEQU.\TELY  SERVE  THE 
FUNCTION'S  OF  THE  COMMITTEE.” 

g.  CH.\PTER  IX,  COMMITTEES— SECTION  3: 

DUTIES  .\N'D  FUNCTION'S 

1)  Delete  the  last  sentence  of  Item  12,  The  Com- 
mittee on  Scientific  Assemblies,  which  reads: 
member  of  this  Committee  shall  preside  at 
each  scientific  assembly.” 

h.  CH.\PTER  XI,  COMPONENT  SOCIETIES— 

SECTION  6:  DELEG.\TES  TO  HOUSE  OF 

DELEGATES  OF  FLORIDA  MEDICAL  ASSO- 
CIATION 

1)  “Each  component  society  shall  be  entitled  to 
representation  in  the  House  of  Delegates  of  the 
Florida  Medical  Association  .\S  PROVIDED 
FOR  IN'  CHAPTER  IV,  SECTION  6,  DETER- 
MINATION OF  DELEG.\TES.” 


Resolution  70-19 
FMA  Delegates 

John  A.  Rush  Jr.,  Delegate 

Dr.  Clay:  “Since  the  subject  of  Resolutions 
70-19  and  70-22  have  been  incorporated  into  the 
above  change  in  the  By-Laws,  the  reference  com- 
mittee recommends  that  Resolution  70-19  not  be 
adopted.” 

Dr.  John  .A.  Rush,  Duval:  “I  would  like  for 
Resolution  70-19  to  be  referred  to  the  Board  of 
Governors  for  further  study,  and  so  move.  I feel 


that  the  purposes  of  70-19  have  not  been  met  in 
the  previous  action.  This  does  not  allow  direct 
representation  from  specialty  organizations.” 

Motion  to  refer  was  seconded. 

Dr.  Rush:  “This  was  introduced,  not  with  the 
idea  that  it  be  implemented  by  this  House,  but 
that  it  be  studied.  The  Reference  Committee  lis- 
tened diligently,  but  did  not  move  to  refer  as  they 
should  have.  There  are  indications  by  the  AMA 
of  the  need  on  the  national  level  for  this  sort  of 
study.” 

Alotion  to  refer  Resolution  70-19  to  the  Board 
of  Governors  for  stud\^  carried. 

Resolution  70-19 

FMA  Delegates 

(XoT  Approved) 

Referred  to  Bo.vrd  of  Governors  for  Study 

Whereas,  The  specialty  medical  organizations  with- 
in the  membership  of  the  Florida  Medical  Association  do 
not  have  direct  representation  of  their  own  selection  in 
the  House  of  Delegates  of  the  Florida  Medical  .Association, 
and 

Whereas,  Ever  increasing  numbers  of  Florida  Medi- 
cal .Association  members  are  becoming  active  in  the  spe- 
cialty medical  organizations  because  of  the  more  effective 
approach  to  mutual  problems  by  the  specialty  group 
rather  than  through  the  widely  diversified  interests  of  the 
Florida  Medical  .Association,  and 

Whereas,  It  appears  desirable  for  closer  coordina- 
tion of  activities  and  more  effective  conduct  of  programs 
to  have  direct  representation  of  specialty  medical  orga- 
nizations in  the  House  of  Delegates  of  the  Florida  Medical 
.Association,  now  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Florida  Medical  .Association  be  restructured  in  such  a way 
as  to  allow  direct  representation  by  delegates  from  each 
recognized  specialty  medical  organization,  as  well  as  by 
delegates  from  each  component  county  medical  society 
in  Florida,  in  the  House  of  Delegates  of  the  Florida 
Medical  .Association. 

Resolution  70-22 

Membership  of  the  House  of  Delegates 
Alachua  County  Medical  Society 

(XoT  .Adopted) 

Dr.  Clay:  “The  reference  committee  recom- 
mends that  Resolution  70-22  not  be  adopted.” 

Dr.  Calvin  Alartin,  DeSoto-Hardee-Glades, 
raised  a question  concerning  whether  the  amend- 
ment just  adopted  to  the  By-Laws  would  allow  a 
county  medical  society  with  less  than  forty  mem- 
bers to  have  a delegate.  The  Chair  assured  him 
that  it  would  allow  at  least  one,  and  called  atten- 
tion to  this  provision  remaining  in  the  By-Laws. 

Alotion  carried  that  Resolution  70-22  not  be 
adopted. 
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Report  of 

Subcommittee  on  Inter-American  Relations 

“The  reference  committee  considered  the  re- 
port of  the  Subcommittee  on  Inter-American  Rela- 
tions and  recommends  that  it  he  approved  as 
printed  in  the  Handbook.” 

Motion  carried. 

Subcommittee  on  Inter-American 
Relations 

William  P.  Clarke,  Chairman 

■Appreciation  from  the  Government  of  Honduras  was 
forwarded  to  the  Florida  Medical  Association.  The  gov- 
ernment understood,  with  their  own  war,  about  the  prob- 
lems they  had  and  their  inability  to  extend  further  cour- 
tesies to  the  Florida  Medical  Association.  The  Minister 
of  Health  has  extended  his  sincere  thanks  for  the  efforts 
of  the  Florida  Medical  Association  and  all  its  efforts  in 
Trujillo,  Honduras,  and  without  Florida  Medical  Associa- 
tion, they  feel  the  success  of  the  hospital,  which  has 
been  considerable,  would  be  nonexistent. 

It  is  very  evident  that  all  of  Latin  .America  has  a 
diminished  demand  both  on  the  government  of  the  U.  S. 
and  that  of  Florida.  The  Viet  Nam  war  has  continued 
to  detract  from  the  multitude  of  problems  within  Latin 
■America.  Physicians  should  be  encouraged  to  participate 
in  a teaching  level  within  Latin  .America,  helping  those 
governments  which  are  friendliest,  first. 

Report  of 

Investment  Plan  Committee 

“The  reference  committee  considered  the  re- 
port of  the  Investment  Plan  Committee  and  rec- 
ommends that  it  be  approved  as  printed  in  the 
Handbook.” 

Motion  carried. 


Investment  Plan  Committee 

Burns  .A.  Dobbins  Jr.,  Chairman 

During  the  past  year  the  chairman  and  several  com- 
mittee members  met  with  representatives  of  both  Pan- 
.American  Life  Insurance  Company  and  Loomis-Sayles  & 
Company,  Inc.,  the  two  participants  in  the  FM.A  Invest- 
ment Plan,  for  the  purpose  of  renewing  the  status  of  the 
Plan  with  respect  to  professional  associations  or  “profes- 
sional corporations.”  Specific  attention  was  directed  to 
the  following  three  points,  which  should  be  emphasized 
and  made  widely  known  to  FM.A  members; 

1)  The  FM.A  Plan  has  covered  individuals,  partner- 
ships, and  professional  associations  since  1963  ! No  cur- 
rent change  is  needed  in  the  master  FM.A  Plan  specifically 
to  encompass  professional  associations  or  corporations. 
The  FM.A  Plan  is  one  of  the  very'  few  of  such  programs 
to  have  this  feature. 

2)  FM.A  members  who  have  not  yet  set  up  a Keogh 
Plan  and  who  wish  to  incorporate  can  set  up  a retirement 
plan  very  easily  under  the  FM.A  plan. 

3)  FM.A  members  who  have  already  set  up  a Keogh 
account  under  the  FM.A  plan  can  now  set  up  a corporate 
form  of  retirement  plan  under  the  FM.A  Plan  through 
an  attractive  and  imaginative  option  devised  by  Pan- 
.American  Life.  This  unique  feature  maintains  continuity 
and  protection  during  the  transition  period  between  the 


Keogh  Plan  and  the  corporate  plan.  .A  special  5-year  pen- 
sion term  insurance  policy  is  to  be  made  available,  without 
evidence  of  insurability  equal  to  the  face  amount  of  the 
old  Keogh  policy. 

It  is  recognized  that  lack  of  continued  growth  and 
number  of  participants  coming  into  the  association’s 
retirement  plan  is  a result  of  pending  national  legislation 
relating  to  professional  tax  sheltered  plans  and  continued 
efforts  by  the  IRS  to  issue  definite  rulings  effecting  such 
plans. 

The  full  committee  met  on  January  30,  1970,  at  which 
time  the  committee  and  executive  staff  representatives  of 
Blue  Shield  reviewed  a film  on  “Deferred  Compensation 
Plan  for  Physicians.”  There  was  detailed  discussion  of  the 
benefits  that  can  be  provided  through  a deferred  com- 
pensation plan  mechanism. 

■Another  item  considered  at  the  committee  meeting  was 
members’  responses  to  the  Forbes  Magazine  article  ques- 
tioning whether  or  not  Loomis-Sayles  Funds  were  ap- 
propriate investment  fund  vehicles  for  the  FM.A-sponsor- 
ed  program.  In  discussing  this  matter,  Mr.  Phil  Weeks 
presented  detailed  information  pointing  out  the  biased 
and  prejudiced  manner  in  which  the  Forbes  Magazine 
article  attempted  to  be  critical  of  medical  association 
retirement  programs  and,  in  particular,  Loomis-Sayles. 

President’s  Address 

Dr.  Clay:  “The  reference  committee  acknowl- 
edges with  appreciation  the  report  of  the  President 
as  presented  in  his  address  to  the  First  House  of 
Delegates  on  Wednesday  and,  accordingly,  recom- 
mends that  it  be  approved  as  presented.” 

Motion  carried.  (The  complete  text  of  the 
President’s  .Address  begins  on  page  19). 

Remarks  of 
Speaker  of  the  House 

“The  reference  committee  heard  the  Remarks 
of  the  Speaker  of  the  House  as  presented  to  the 
First  House  of  Delegates,  and  is  grateful  for  the 
information  contained  therein.  We  recommend, 
Mr.  Speciker,  that  your  remarks  be  approved  as 
presented.” 

Motion  carried.  (The  Speaker’s  remarks  are 
recorded  in  the  proceedings  of  the  First  House  of 
Delegates,  page  23). 

Report  of 
Judicial  Council 

Dr.  Clay:  “The  reference  committee  consider- 
ed the  report  of  the  Judicial  Council,  which  begins 
on  page  55  of  the  Handbook,  and  recommends 
that  this  report  be  approved  as  printed  in  the 
Handbook.” 

Motion  carried. 

Supplemental  Report  of 
Judicial  Council 

“The  reference  committee  considered  the  Sup- 
plemental Report  of  the  Judicial  Council  which 
was  included  in  the  Delegates’  Packets.  On  the 
first  page  of  this  Supplemental  Report,  lines  29-36, 
Recommendation  Xo.  1,  we  wish  to  insert  the 
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words  ‘as  amended’  at  the  end  of  line  34,  so  this 
would  read  . urges  the  House  of  Delegates  to 
support  Resolution  70-4,  as  amended,  which  is 
under  consideration  . . 

“Mr.  Speaker.  I move  the  adoption  of  this 
amendment.” 

Dr.  L.  E.  Masters,  Duval;  “The  Reference 
Committee  is  asking  us  to  approve  the  action  be- 
fore the  discussion  on  Resolution  70-4.  I therefore 
request  that  action  on  this  be  deferred  until  the 
resolution  is  discussed.” 

The  Speaker  assured  the  House  that  Resolu- 
tion 70-4  will  be  discussed,  and  stated  that  the 
question  is  the  Reference  Committee’s  recommen- 
dation for  amendment. 

The  motion  to  amend  carried. 

Dr.  Clay:  “Mr.  Speaker,  the  reference  com- 
mittee recommends  the  adoption  of  the  Supple- 
mental Report  of  the  Judicial  Council  as 
amended.” 

Supplemental  Report 
Committee  on  .\rchives 

“Mr.  Speaker,  the  reference  committee  con- 
sidered the  supplemental  report  of  the  Committee 
on  .Archives  which  was  included  in  the  Delegates’ 
Packets,  and  recommends  that  it  be  approved  as 
presented.” 

Motion  carried. 

Judicial  Council 

John  J.  Cheleden,  Chairman 

The  Judicial  Council  met  on  November  2,  1969.  An- 
other meeting  of  the  Council  is  planned  on  .\pril  4, 
1970,  and  actions  taken  at  that  meeting  will  be  submitted 
in  a supplemental  report. 

Medical  Practice  Aa:  The  Council  reviewed  the  re- 
\-isions  in  the  Medical  Practice  Act  made  by  the  1969 
legislature.  Note  was  taken  of  the  extreme  need  for  more 
investigators  for  the  Board  of  Medical  Examiners.  The 
Council  requested  that  the  State  Board  of  Medical  Ex- 
aminers immediately  deputize  the  members  of  the  Associa- 
tion’s Committee  on  Membership  and  Discipline  and 
members  of  the  Judicial  Council  who  are  not  members 
of  the  Board  of  Medical  Examiners,  as  individuals,  to 
serve  for  the  Board  of  Medical  Examiners  on  call.  On 
Januar>’  7,  1970,  these  members  were  appointed  as  deputy 
investigators  for  the  Board,  and  information  regarding  the 
conducting  of  investigations  was  provided  them. 

Definition  of  Staff  Self-Government;  The  Council 
considered  a proposed  “Definition  of  Staff  Self-Govern- 
ment” submitted  by  the  Charlotte  County  Medical  Socie- 
ty. The  Executive  Committee  amended  the  definition  and 
the  Judicial  Council  approved  as  amended  the  “Definition 
of  Staff  Self-Government.” 

Hiring  of  Unlicensed  Physicians  by  Hospital: 
Correspondence  from  the  President  of  a county  medical 
society  advising  that  a local  hospital  was  hiring  unlicensed 
physicians  was  referred  to  the  State  Board  of  Medical 
Examiners  for  investigation. 

Internship  Prior  to  Graduation  from  Medical  School: 
The  Council  received  a report  from  the  Committee  on 
Medical  Licensure  regarding  the  legality  of  interns  ac- 


cepting appointments  and  assuming  responsibility  for  pa- 
tient care  before  formal  graduation  from  medical  school. 
This  had  been  considered  also  by  the  State  Board  of 
Medical  Examiners,  and  was  approved  on  an  experi- 
mental basis. 

Resolution  69-30,  Blue  Shield  Numbers:  The  Execu- 
tive Committee  called  this  resolution  to  the  attention  of 
the  Judicial  Council  with  the  information  that  it  had  been 
referred  to  the  Blue  Shield  Board  of  Directors.  Blue 
Shield  had  subsequently  advised  that  they  would  not 
issue  numbers  to  groups  of  physicians  unless  they  were 
assured  that  the  group’s  contract  with  the  hospital  in 
which  they  work  is  satisfactory  to  the  Judicial  Council. 
This  resulted  in  voluminous  work  in  attempting  to  re- 
view every  contract  of  every  group  of  physicians.  It  was 
decided  that  a check  list  for  acceptable  provisions  in  con- 
tracts of  hospital-based  physicians  would  be  compiled, 
based  upon  house  of  delegates  policy  and  that  the  appro- 
priate district  members  of  the  Committee  on  Membership 
and  Discipline  would  review  such  contracts  according  to 
this  criteria  and  make  recommendations  to  the  council. 
Blue  Shield  was  to  be  informed  of  the  criteria  and  the 
recommendations  of  the  re\iew  committee  in  order  to 
advise  the  physicians  involved  whether  or  not  their  con- 
tract meets  the  criteria  of  this  council.  This  criteria  has 
also  been  made  available  to  members  of  the  Council  on 
Specialty  Medicine  for  their  use  in  assisting  with  review 
of  these  contracts. 

Resolution  69-29,  Hospital  Medical  Staffs:  This  res- 
olution was  approved  in  principle  by  the  House  of  Dele- 
gates in  1969  and  referred  to  the  Board  of  Governors  for 
consideration  and  editing,  to  be  resubmitted  to  the  House 
in  1970.  The  Board  in  turn  referred  this  resolution  to  the 
Judicial  Council.  The  Council  considered  the  resolution, 
and  H.B.  1705  to  which  it  pertained,  and  submitted  its 
recommendations  back  to  the  Board  of  Governors  as 
directed. 

Miscellaneous:  Other  miscellaneous  inquiries  from 

individual  members  and  county  medical  societies  were 
considered  and  answered,  based  upon  established  associa- 
tion policies. 

Specific  Opinions  of  the  Council:  In  response  to  re- 

quests from  members  and  county  medical  societies,  the 
following  specific  opinions  were  rendered  by  the  Council; 

Opinion  No.  69-1:  In  view  of  the  current  policy  of 

the  FM,\  House  of  Delegates,  it 
would  be  improper  for  x-ray  film 
or  report  to  be  given  to  an 
osteopath  by  a physician ; how- 
ever, the  film  may  be  made  avail- 
able to  the  patient  if  it  is  desired. 

Opinion  No.  69-2:  \ change  in  a component  county 

medical  society’s  by-laws  to  pro- 
vide membership  for  osteopaths 
would  be  in  \-iolation  of  the  policy 
of  the  FM.\  House  of  Delegates 
and  would  be  in  conflict  with  the 
.\rticles  of  Incorporation  and  By- 
Laws  of  the  FM.\. 

Opinion  No.  69-3:  With  regard  to  the  completion  of 

insurance  forms;  It  has  always 
been  the  tradition  for  physicians 
to  have  insurance  forms  completed 
as  soon  as  possible  usually  with- 
out a charge  to  the  patient.  How- 
ever, whenever  a patient  fails  to 
cooperate  in  paying  a bill  to  the 
physician  or  whenever  the  patient 
is  chronically  delinquent  in  pay- 
ment of  such  bill,  it  is  not  un- 
ethical for  the  physician  to  with- 
hold completion  of  insurance 
forms  until  the  patient  has  ful- 
filled his  part  of  the  contractual 
obligation  by  payment  of  the  hill. 
Further,  it  is  ethical  for  a physi- 
cian to  request  a normal  custom- 
ary usual  fee;  and  it  is  ethical  to 
request  pre-payment  of  such  fee 
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Opinion  No.  69-4: 


Opinion  No.  69-S: 


Opinion  No.  69-6: 


Opinion  No.  69-7: 


from  an  insurance  company  where 
the  insurance  carrier  requests  a 
medical  report. 

The  Council  is  of  the  opinion  that 
it  is  advisable  for  a physician  to 
be  present  at  the  time  of  injection 
of  dyes  by  an  x-ray  technician  for 
I.V.P.’s. 

To  deny  an  M.D.  the  right  to  ob- 
tain a life  insurance  license  would 
be  restricting  his  rights,  and  that 
the  Council  sees  nothing  improper 
in  a physician  holding  such  a li- 
cense as  long  as  there  are  no 
violations  of  applicable  laws  and 
ethics. 

The  Florida  Medical  Association 
neither  endorses,  approves  nor  dis- 
approves the  bank  credit  card  pro- 
grams, but  has  no  objection  to  the 
approach  of  members  on  an  indi- 
vidual basis  as  to  whether  or  not 
they  wish  to  participate. 

It  is  improper  for  a hospital  to 
provide  unlicensed  physicians  to 
act  as  assistants  at  surgery  and 
to  bill  the  operating  surgeon  for 
their  assistance;  but  for  the  medi- 
cal staff  to  retain  surgical  assist- 
ants and  pay  them  from  a medical 
staff  fund  is  appropriate. 


Committee  on  Membership  and  Discipline. — The 
members  of  the  Committee  were  individually  deputized 
by  the  State  Board  of  Medical  Examiners  to  assist  with 
investigation  of  complaints  from  members  of  the  Florida 
Medical  Association. 

The  committee  reviewed  complaints  from  the  Medical 
Center  Hospital  in  Punta  Gorda,  the  Charlotte  County 
Medical  Society  and  individual  physicians  in  the  com- 
munity, and  a hearing  was  held  by  the  appropriate  district 
members  of  the  committee.  In  addition,  a joint  Judicial 
Council  and  State  Board  of  Medical  Examiners  hearing 
was  held  in  Jacksonville  in  January  1970. 

The  committee  investigated  a complaint  by  a physician 
in  Louisville,  Kentucky,  concerning  medical  services  in 
Monroe  County,  and  the  situation  was  resolved  to  the 
satisfaction  of  all  concerned. 


RECOMMENDATION 

1.  That  members  of  the  Committee  on  Mem- 
bership and  Discipline  deputized  by  the 
State  Board  of  Medical  Examiners  be 
reimbursed  by  the  State  Board  of  Medical 
Examiners  for  expenses  incurred  when  in- 
vestigating complaints  that  require  travel, 
meals  and  lodging  away  from  the  locale 
of  the  deputy  investigator. 

Committee  on  Archives. — The  Archives  Committee  of 
the  Florida  Medical  Association  has  held  one  meeting,  a 
telephone  conference  on  February  21,  1970,  at  which  time 
it  reviewed  the  year’s  work  and  plans  for  the  future  were 
discussed.  All  members  except  one  were  present. 

Our  activities  began  with  the  first  meeting  of  the 
House  of  Delegates,  May  1969,  at  which  we  conducted 
a brief  memorial  service  in  honor  of  our  departed  members 
and  recognized  those  members  who  joined  the  FMA  in 
the  years  1938  and  1939.  In  further  recognition  of  these 
members  we  attached  streamers  to  their  badges. 

The  accumulation  of  archives  data  forms  on  new 
members  of  the  .Association  continues  to  present  no  signifi- 
cant problem.  However,  about  half  of  the  forms  corne 
without  a picture  of  the  applicant  member.  There  remain 
a number  of  old  members  who  have  never  completed 
these  forms  and  who  could  assist  us  by  so  doing.  These 


forms  are  obtainable  from  the  state  headquarters  in  Jack- 
sonville. 

Our  Subcommittee  on  the  History  of  Medicine  Museum 
in  St.  Augustine  under  the  able  chairmanship  of  Dr.  James 
J.  DeVito  continues  to  support  that  project.  At  the  pres- 
ent time  the  ground  floor  of  the  Spanish  Hospital  is  fairly 
well  equipped  and  the  hospital  was  formally  opened  to 
the  public  in  a dedication  ceremony  on  September  10, 
1969.  The  FMA  was  represented  at  this  ceremony  by  our 
President  and  several  other  members  as  is  reported  on 
pages  929-931  of  the  Journal  of  the  Florida  Medical  As- 
sociation 56:  December  1969.  However,  little  progress  has 
been  made  on  our  plans  to  produce  murals  and  later  dio- 
ramas depicting  the  development  of  medicine  in  the  state 
of  Florida  which  are  to  be  housed  on  the  second  floor  of 
the  hospital.  Except  for  occasional  donations  by  visitors, 
we  have  received  no  funds  to  execute  this  project.  It  is 
hoped  that  county  societies,  individual  doctors,  and  pos- 
sibly pharmaceutical  and  medical  supply  houses  will  come 
to  our  assistance.  Members  of  the  FMA  are  cordially 
invited  to  visit  the  Spanish  Military  Hospital  when  they 
are  next  in  St.  .Augustine;  we  feel  you  will  be  proud  of 
the  part  the  FM.A  has  played  in  this  project.  As  we  did 
last  year,  we  will  have  on  exhibit  a scale  model  of  the 
hospital  at  the  annual  FM.A  meeting. 

.Again  in  August  1969,  the  committee  sponsored  a 
historical  issue  of  the  Journal  of  the  Florida  Medical  As- 
sociation. A similar  issue  is  planned  for  August  of  this 
year. 

The  project  to  write  a history  of  medicine  in  Florida 
is  still  being  pursued  by  the  chairman  of  this  committee 
and  he  welcomes  any  help  that  members  might  be  able 
to  supply.  During  the  past  year  we  have  acquired  on 
micro-film  some  very  interesting  Spanish  archival  material 
not  previously  available  in  this  country.  Mr.  Luis  Arana, 
a Spanish  paleographer,  is  in  the  process  of  translating 
this  material  for  us. 

During  the  past  year  our  Association  has  lost  a number 
of  its  valued  members  whose  names  are  included  in  the 
delegates’  packets  and  in  whose  honor  a memorial  service 
will  be  held  at  the  first  meeting  of  the  House  of  Delegates 
in  the  afternoon  of  Wednesday,  May  6,  1970. 

Supplemental  Report 
Judicial  Council 

The  Judicial  Council  met  on  -April  4,  1970,  to  consider 
two  instances  of  violation  by  individual  members  of  the 
-Association  of  the  rules  and  policies  of  the  House  of  Dele- 
gates which  prohibit  voluntary  professional  association 
with  osteopaths  by  doctors  of  medicine.  In  each  instance, 
an  osteopath  had  been  admitted  as  a member  of  the  medi- 
cal staff  upon  recommendation  of  the  medical  staff.  These 
violations  on  the  part  of  certain  members  were  called  to 
the  attention  of  the  respective  county  medical  societies; 
however,  no  definitive  action  had  been  instituted  by  the 
county  medical  societies. 

-After  the  formal  hearing  of  facts  from  all  concerned, 
each  county  medical  society  was  directed  to  take  appro- 
priate disciplinary  action  against  the  individual  members 
of  their  society  who  had  violated  the  policies  of  the  Asso- 
ciation, and  to  report  back  to  the  Judicial  Council  the 
action  it  takes. 

RECOMMENDATION 

1.  The  Judicial  Council  is  of  the  opinion  that 
situations  which  have  arisen  in  at  least  two 
counties  concerning  association  with  osteo- 
paths are  needless  and  unfortunate  in  view  of 
individual  opinions  which  are  obviously  prev- 
alent within  Elorida  Medical  Association’s 
membership,  and  therefor  urges  the  House  of 
Delegates  to  support  Resolution  70-4,  as 
amended,  which  is  under  consideration  cur- 
rently by  the  House  of  Delegates. 
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The  developments  in  the  controversy  between  the 
Charlotte  County  Medical  Society  and  the  Medical  Center 
Hospital  at  Punta  Gorda,  Florida,  which  have  occurred 
since  the  Council’s  last  report  to  the  House  of  Delegates 
were  followed  closely  by  the  Council  during  the  year. 
.\fter  efforts  to  resolve  the  controversy  had  failed  and  the 
situation  had  reached  an  impasse,  the  Council  conducted 
a formal  hearing  in  an  attempt  to  resolve  the  matter. 
Invitations  were  extended  to  all  parties  involved  in  the 
controversy,  and  all  were  given  an  opportunity  to  present 
their  points  of  view. 

After  formal  hearing  and  proper  review,  the  Council 
found: 

1.  The  current  Medical  Center  Hospital  Medical  Staff 
By-Laws,  from  the  standpoint  of  staff  privileges, 
disciplinary  actions  and  appeals,  are  acceptable  to 
the  Charlotte  County  Medical  Society  representa- 
tives by  their  own  statement,  to  the  Judicial  Coun- 
cil, and  to  all  concerned,  as  of  the  date  of  this 
investigation  (April  4,  1970) ; and 

2.  The  current  management  and  administration  of  the 
Medical  Center  Hospital  are  acceptable  to  all 
concerned ; 

Therefore,  the  Judicial  Council  is  of  the  opinion  that 
it  is  ethical  to  practice  in  this  hospital  provided  the 
former  members  of  the  medical  staff,  who  had  served 
at  least  one  year  and  who  were  arbitrarily  dismissed 
or  resigned  as  a result  of  the  conflict,  are  reinstated  to 
the  active  medical  staff  as  of  this  date  (April  4,  1970) 
with  privileges  commensurate  with  those  held  at  the 
time  of  their  dismissal  or  resignation. 

The  Council  further  directed  that  no  further  publicity 
or  notoriety  be  given  to  these  recommendations  except 
through  the  appropriate  officials  of  the  Florida  Medical 
.\ssociation,  Inc. 

In  addition,  the  Council  recommended  that  local  citi- 
zens be  added  to  the  Board  of  Directors  of  the  Medi- 
cal Center  Hospital,  including  one  or  more  doctors  of 
medicine. 

The  Judicial  Council  expressed  its  observation  that  it  is 
unfortunate  that  the  By-Laws  of  the  hospital  were  not 
followed  initially,  as  much  of  this  controversy  could  have 
been  prevented  if  the  proper  course  of  action  had  been 
followed. 


RECOMMENDATIONS 

2.  That  advertising  from  lay  laboratories  be 
accepted,  provided  all  testing  is  supervised 
by  a physician  and  no  interpretations  are 
rendered. 

3.  In  view  of  the  Florida  Statutes,  Chapter 
456,  relating  to  hypnotists,  which  states: 
"It  is  the  intent  and  purpose  ...  to  regu- 
late the  practice  of  hypnosis  for  therapeu- 
tic purposes  by  providing  that  such  hyp- 
notic techniques  shall  be  used  only  by 
certain  practitioners  of  the  healing  arts 
within  the  limits  and  framework  of  their 
own  particular  field  of  competence;  or  by 
qualihed  persons  to  whom  a patient  may 
be  referred,  in  which  event  the  referring 
practitioner  of  the  healing  arts  shall  be  re- 
sponsible, severally  or  jointly,  for  any 
injury  or  damages  resulting  to  the  patient 
because  of  either  his  own  incompetence,  or 
the  incompetence  of  the  person  to  whom 
the  patient  was  referred"  the  Judicial 
Council  feels  that  it  is  important  that  the 
doctors  of  Florida  be  aware  of  their 


responsibilities  when  referring  patients  to 
limited-practice  technicians. 

4.  It  is  the  opinion  of  the  Judicial  Council 
and  the  State  Board  of  Medical  Examiners 
that  polyphasic  testing,  electronic  inter- 
pretation of  EKG’s,  etc.,  constitutes  the 
practice  of  medicine  and  therefore  must 
have  responsible  medical  supervision. 

Committee  on  Medical  Licensure. — During  the  past 
year  the  Board  of  Medical  Examiners  examined  1,750  ap- 
plicants and  licensed  1,335  physicians.  This  represents  a 
100  per  cent  increase  over  the  previous  year.  The  Board 
believes  that  this  marked  increase  in  applicants  is  a result 
of  the  abolition  of  the  Basic  Science  Board  which  became 
effective  July  1,  1969.  The  Board  also  believes  that  a 
substantial  increase  in  applicants  will  continue  indefinitely. 
The  Board  now  has  a full-time  Executive  Director  as  of 
February  1,  1970,  and  an  office  in  Tallahassee,  as  well  as 
the  office  in  South  Florida. 

-Amendments  to  the  Medical  Practice  Act  effective 
July  1,  1969,  have  definitely  increased  the  work  load  and 
effectiveness  of  the  Board,  especially  in  the  area  of  deal- 
ing with  “sick  doctors.”  This  enables  the  physicians  of 
Florida  through  their  Board  to  preventively  deal  with 
physicians  who  are  incapable  of  practicing  competent 
medicine  for  any  reason  and  therefore  protect  the  public 
from  incompetent  practitioners.  It  is  most  important  that 
we  show  no  hesitancy  in  policing  ourselves  in  the  public 
interest  as  well  as  in  the  individual  physician’s  interest. 
In  this  way  we  can  more  effectively  remove  incompetents 
from  practice  and  rehabilitate  them. 

Problems  of  the  Board  are  mainly  budgetary.  The 
FMA  and  its  members  must  exert  their  influence  upon 
the  executive  and  legislative  branches  of  government  to 
provide  adequate  funds  for  sufficient  personnel,  equipment, 
supplies  and  salaries  so  that  the  Board  can  do  its  job  to 
the  degree  that  the  profession  and  the  public  expect  and 
demand.  At  the  present  time,  this  is  not  possible.  The 
Board  is  completely  self-supportive,  using  funds  provided 
by  physicians  through  annual  registration  fees,  examination 
fees  and  delinquency  fees.  The  new  director  feels  very' 
strongly  about  this  and  he  will  do  his  best  to  carry  out 
the  duties  and  purposes  of  the  Board  as  delineated  in  the 
Medical  Practice  .Act.  There  must  be  mutual  under- 
standing, cooperation  and  synergism  between  the  Board 
and  all  members  of  organized  medicine. 

Supplemental  Report 
Committee  on  Archives 

The  Association  has  lost  a number  of  its  fine  members 
during  the  past  year  and  a list  of  these  names  is  given 
as  follows: 

January  1969 

-Abarbanel,  Milton  G. — Broward 
Bailey,  Charles  D. — Orange 
Moseley,  Dayton  L.,  Jr. — Hillsborough 
O’Kelley,  Marion  B. — Lake 

February  1969 

Barahona,  Jorge  R. — Hillsborough 
Clayton,  James  M.  Sr. — Polk 
Herz,  Ralph — Monroe 

March  1969 

Bowman,  Robert  N. — Dade 

Horton,  James  .A. — St.  Lucie-Okeechobee-Martin 

.April  1969 

Green,  O.  F. — Columbia 
Hendrix,  Claude  A.  Jr. — Broward 
Toporoff,  Jacob — Palm  Beach 

May  1969 

Breakstone,  Judd  R- — Dade 
Click,  Gustav  N. — Escambia 
Cobos,  Limbano — Hillsborough 
Hollander,  .Abraham  R. — Dade 
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Huntley,  Earl  S.  Jr. — Dade 
Morrison,  Charles  VV. — Monroe 
Solomon,  Henry  D.  Sr. — Pinellas 

June  1969 

Jennings,  John  L.  Jr. — Manatee 
Kicklighter,  James  E. — Sarasota 
Navarro,  Jose  I. — Dade 
Van  Schaick,  Harold  D. — Duval 
Wakefield,  Harry  A. — Palm  Beach 
Weiffenbach,  Eugene  J. — Monroe 

July  1969 

Biber,  David — ^Alachua 
Bradshaw,  Donald  G. — Hillsborough 
Butt,  Cecil  G. — Orange 
Cerrato,  Calvin  M. — Broward 
Dawson,  George  M. — Palm  Beach 
Duncan,  William  P. — Hillsborough 
Kearn,  Joseph  D. — Dade 
Rose,  Embree  R. — Alachua 
Uriquiola,  Joaquin — Hillsborough 

■\ugust  1969 

Edwards,  Ray  O.  Jr. — Duval 
Hartsfield,  Richard  C. — Marion 
Mabry,  Charles  B. — Duval 
Smith,  Parke  G. — Dade 
Sternberg,  J.  Charles — Dade 
Tallman,  Maurice  H. — Dade 
Taylor,  Joseph  W.  Sr. — Hillsborough 

September  1969 

Butter,  John  R. — Pinellas 
Jones,  Beverley  B. — Dade 
Sory,  Curtis  H. — Broward 

October  1969 

Elgin,  Lee  W.  Sr. — Dade 
Hogan,  Cecil  M. — Duval 
Matthews,  John  B. — Pinellas 

November  1969 

Fomon,  John  J. — Dade 
Haverfield,  W.  Tracy — Dade 
Kennon,  Charles  L. — Dade 
Marcus,  Nathan  L. — Hillsborough 
Rinaman,  James  C. — Orange 
Twigger,  Norman  A. — Broward 
Welch,  William  B. — Dade 

December  1969 

Byrd,  Mark  M. — Palm  Beach 

Carswell,  A.  Paul  Jr. — Brevard 

Harris,  John  E. — Sarasota 

Massey,  J.  Lloyd — Panhandle 

Regan,  Joseph  J. — Leon-Wakulla-Jefferson 

Watson,  Francis  M. — Panhandle 

White,  Alvyn,  W.  Jr. — Escambia 

January  1970 

Butt,  Thomas  C. — Orange 
Childs,  Lincoln  B. — Duval 
De  Padua,  Virgilio  B. — Duval 
Dyrenforth,  Lucien  Y. — Duval 
Litt,  Edward  T. — Dade 
Pepper,  Max — Dade 
Pohlman,  Louis  E. — Orange 

February  1970 

Boles,  Arthur  E. — Dade 
Scott,  Stuart  D. — .\lachua 

March  1970 

Chapman,  William  H. — Duval 
Pauley,  Harvey  C.  Jr. — Manatee 
Rentz,  Lawson  S. — Dade 
Walker,  Harrison  A. — Dade 

April  1970 

Overman,  William  J. — Escambia 
Date  Unknown 

Eldridge,  Marion  W. — Panhandle 
Sanguinetti,  Alberto  A. — Panhandle 
Tillis,  Wylie  L. — Polk 


Council  on  Special  Activities 

Dr.  Clay:  “The  reference  committee  consider- 
ed the  report  of  the  Council  on  Special  Activities, 
and  recommends  that  it  be  approved  as  printed 
in  the  Handbook.” 

Motion  carried. 


Council  on  Special  Activities 

William  C.  Thomas  Sr.,  Chairman 

The  activities  under  the  jurisdiction  of  the  Council 
have  been  carried  out  by  the  respective  committees. 

Advisory  Committee  to  the  Woman’s  Auxiliary. — 
The  Committee  maintained  an  active  liaison  with  the 
Woman’s  Auxiliary  throughout  the  year,  during  which 
time  Dr.  Gilliland,  Chairman  of  the  Committee,  attended 
many  meetings  of  the  Auxiliary.  The  Committee  met  of- 
ficially once  during  the  year  on  November  5,  1969.  This 
was  a joint  meeting  with  the  Structure  Review  Commit- 
tee of  the  Auxiliary. 

The  Committee  is  cognizant  of  the  fine  work  and  co- 
operation the  Auxiliary  exhibits  on  behalf  of  FM.\  and 
offers  the  following  recommendations  for  future  coopera- 
tion with,  and  assistance  to,  the  .\uxiliary: 

RECOMMENDATIONS 

1.  To  the  Board  of  Governors  of  the  Elorida 
Medical  Association,  that  the  component 
county  medical  societies  be  requested  to 
use  joint  billings  for  the  Woman’s  Auxil- 
iary dues. 

2.  To  the  Woman’s  Auxiliary,  that  they  in- 
crease their  dues  in  the  proper  amount  to 
carry  out  their  functions  and  responsibili- 
ties on  a sound  fiscal  basis. 

3.  To  the  Board  of  Governors  of  the  EMA, 
that  the  county  medical  societies  be  re- 
quested to  appoint  an  advisory  committee 
to  the  Woman’s  Auxiliary,  and  to  request 
the  Auxiliary  to  present  a report  to  the 
county  medical  societies  annually. 

4.  To  the  Board  of  Governors  of  EMA,  that 
it  provide  more  direction  to  the  Auxiliar) 
program  by  recommending  specific  state- 
wide projects. 

5.  That  the  resources  and  talents  of  the 
Woman’s  Auxiliary  are  not  being  ade- 
quately utilized  in  support  of  EMA  pro- 
grams. 

Board  of  Past  Presidents. — There  has  been  no  special 
meetings  or  activity  of  this  distinguished  committee  for 
the  past  year.  The  one  activity  we  have  and  always  look 
forward  to  is  the  “Past  Presidents’  Breakfast.”  -\s  the 
Past  Presidents  get  younger,  we  hope  more  will  gather 
this  year  for  this  event. 

RECOMMENDATION 

1.  That  the  Past  Presidents  continue  to  at- 
tend the  EMA  conventions  as  long  as  pos- 
sible with  continued  interest  in  the  orga- 
nization and  the  profession. 
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In  these  troubled  and  changing  times,  the  Past  Presi- 
dents are  available  for  whatever  purpose  the  organization 
wishes  of  them,  individually  and  as  a committee. 

Delegates  to  the  AMA. — The  Florida  Medical  Asso- 
ciation was  represented  at  both  the  annual  and  clinical 
meetings  by  its  delegates.  At  the  annual  meeting.  Dr.  R. 
B.  Chrisman  became  ill,  and  his  seat  was  filled  by  his 
alternate.  Dr.  Samuel  Day.  Subsequent  to  this.  Dr.  Chris- 
man resigned  as  an  AMA  delegate,  and  Dr.  Day  has  as- 
sumed this  position  as  delegate.  However,  Dr.  Day  was 
ill  and  unable  to  attend  the  Denver  meeting.  Since  there 
was  not  an  alternate  for  him  and  no  other  alternate  was 
present  to  be  seated.  Dr.  Babers  appointed  Dr.  Jack  Q. 
Cleveland  to  sit  in  this  position  for  that  session. 

At  the  annual  meeting  in  July,  we  presented  seven 
resolutions,  as  directed  by  the  House  of  Delegates,  as 
follow’s;  (1)  Osteopathy;  (2)  Title  XIX — Medicaid;  (3) 
Fee  for  Service;  (4)  Definite  Fee  Arrangement  for  .At- 
torneys; (S)  Compliance  with  the  Principles  of  Medical 
Ethics  by  all  Members  of  the  Medical  Staff  of  a Hospital ; 
(6)  Medical  School  Survey;  and  (,7)  Professional  Medi- 
cal Liability  Insurance. 

There  were  resolutions  from  other  component  societies 
regarding  most  of  these  same  subjects,  and  our  resolutions 
were  considered  together  with  these.  Substitute  resolutions 
which  included  the  salient  parts  of  all  the  resolutions  were 
approved  as  acceptable  to  the  Florida  delegation.  With 
regard  to  the  resolution  concerning  definite  fee  arrange- 
ment for  attorneys,  the  Reference  Committee  said,  “The 
.American  Medical  Association  should  not  risk  losing  that 
cooperation  by  attempting  to  advise  the  legal  profession  to 
change  a long  established  and  ethically  approved  fee  ar- 
rangement.” The  AM.A,  however,  will  continue  to  work 
with  the  legal  profession  to  attempt  to  solve  this  harassing 
problem.  Michigan  introduced  the  identical  resolution  at 
the  Denver  meeting.  .At  that  time,  this  was  referred  to  the 
Board  of  Trustees  for  consideration  and  continued  search 
for  solution  to  the  malpractice  problem. 

Florida  Medical  Foundation 

“The  reference  committee  considered  the  re- 
port of  the  Florida  Medical  F'oundation,  as  in- 
cluded in  the  Delejtates’  Packets  and  as  presented 
to  the  First  House  of  Delegates  on  Wednesday  by 
Dr.  Peek,  its  President.  The  reference  committee 
recommends  that  the  report  be  approved  as 
presented.” 

Motion  carried. 


Florida  Medical  Foundation 

Eugene  G.  Peek  Jr.,  President 

The  Florida  Medical  Foundation,  a nonprofit  orga- 
nization having  for  its  purpose  “to  promote  better  medi- 
cal care  in  Florida”  was  established  by  the  Florida  Medical 
.Association’s  House  of  Delegates  in  May  1956.  The  Char- 
ter was  approved  in  September  1956  and  the  By-Laws 
adopted  in  January  1957.  The  Foundation’s  first  president 
was  Dr.  Edward  Jelks. 

In  order  to  obtain  ta.x  exemption  status,  it  was  neces- 
sary to  amend  the  Charter  with  reference  to  the  objectives 
of  the  Foundation  and  this  was  done  and  approved  by 
the  Judge  of  the  Circuit  Court  of  Duval  County  in  De- 
cember 1958.  The  official  ruling  from  the  Internal  Rev- 
enue Service  stating  that  the  Foundation  was  exempt  from 
federal  income  tax  and  that  contributions  were  deductible 
was  received  in  January  1959. 

The  revised  objectives  of  the  Foundation  are  as  fol- 
lows: 

1.  Improvement  of  the  health  and  of  the  medical  care 
of  the  people  of  Florida. 


2.  Sponsorship  of  graduate  and  postgraduate  medical 
education  without  preference  for  any  person. 

3.  .Aid  to  persons  of  Florida  needing  financial  chari- 
table assistance  who  are  pursuing  an  education  in 
medicine. 

4.  .Aid  of  deser\ing  indigent  or  destitute  physicians 
who  by  reason  of  illness  or  mental  or  physical  in- 
capacity need  charitable  assistance. 

5.  The  Foundation  served  as  fiscal  agent  for  the  Hills- 
borough County  Demonstration  Project  (1967)  and 
is  serving  as  the  fiscal  administrator  for  the  Florida 
■Advisory  Council  on  Heart  Disease,  Cancer  and 
Stroke,  Inc.  (Regional  Medical  Programs  in  Flor- 
ida). 

6.  Promotion  and  sponsorship  of  medical  research  ex- 
clusively for  public  purposes  and  benefits. 

.A  Trust  .Agreement  with  the  Florida  Xational  Bank  of 
Jacksonville  was  executed  in  February  1958,  which  has 
several  divisions.  Trust  Funds  have  been  set  up  for  the 
Dade  County  Medical  .Association  (1957),  the  Florida 
.Academy  of  General  Practice  (1959),  the  Medical  Center 
Clinic  of  Pensacola  (1961),  the  Florida  .Association  of  In- 
dustrial and  Railway  Surgeons  (1963),  the  Palm  Beach 
County  Medical  Society  (1965),  the  Columbia  County 
Medical  Society  (1970),  and  the  Florida  .Association  of 
General  Surgeons  (1970),  to  administer  medical  student 
and  intern  and  residency  loans;  agreements  are  in  effect 
with  the  Florida  United  Community  Funds,  Inc.,  for  a 
medical  research  program  (1959);  with  the  Florida  State 
Board  of  Health  for  research  and  development  programs 
(1959);  the  Tampa  General  Hospital  Medical  Staff  for 
education  and  research  (1961) ; the  Marion  County  Medi- 
cal Society  for  aid  to  needy  physicians  and  their  families 
(1965);  the  Central  Florida  Medical  Research  and  Edu- 
cation Foundation,  Inc.  (1965) ; with  the  Florida  Regional 
Medical  Program,  Inc.,  to  serve  as  its  fiscal  administrator 
(1967),  and  contract  with  the  Department  of  H.E.W.  to 
develop  “.A  Program  Effectiveness  System  for  Health 
Care”  (1969). 

The  Foundation’s  Loan  Guarantee  Plan  for  medical 
students,  interns  and  residents  became  operational  early 
in  1965.  .A  Past  President’s  Memorial  Fund  has  also  been 
established  for  physicians  in  need  of  financial  assistance. 

During  the  year  .April  1,  1969  through  March  31,  1970, 
thirty-six  applications  for  loans  were  received  by  the 
Foundation,  of  which  31  were  granted.  The  total  amount 
of  the  loans  granted  was  $45,000.  .As  of  March  31,  1970, 
the  total  assets  in  all  the  loan  funds  was  $30,599.18.  .After 
deduction  of  the  10%  recourse  funds  ($4,500)  for  the 
loans  outstanding,  the  balances  available  for  loans  totaled 
$26,099.18. 

During  the  year  ended  March  31,  1970,  five  applica- 
tions for  research  funds  were  received  and  reviewed  by 
the  FM.A  Committee  on  Research  and  the  Foundation’s 
Board  of  Directors.  The  total  amount  requested  in  these 
five  applications  was  $28,316.00.  Two  of  these  were  ap- 
proved and  the  funds  granted  in  the  amount  of  $8,653.00. 
One  application  is  still  pending.  On  March  31,  the  balance 
in  the  Florida  United  Community  Funds,  Inc.,  Medical 
Research  Program  Fund  was  $18,557.72. 

The  Board  of  Governors  of  the  Florida  Medical  .As- 
sociation constitute  the  Foundation’s  Board  of  Directors. 
The  current  officers  are  William  J.  Dean,  M.D.,  Vice  Presi- 
dent, and  Floyd  K.  Hurt,  M.D.,  Secretar\--Treasurer.  Mr. 
W.  Harold  Parham,  Executive  A'ice  President  of  the  Flor- 
ida Medical  .Association,  serves  as  Executive  A'ice  President 
of  the  Foundation. 

Resolution  70-1 
Restructuring  of  the  FMA 

John  J.  Fisher,  Delegate 

“The  reference  committee  considered  Resolu- 
tion 70-1,  Restructuring  of  the  FM.A,  which  was 

( Continued  on  page  57 ) 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Announcing  the  half-new  f 


50 


What’s  new: 
meg.  ethinyl  estradiol 


. . . Demulen  offers  added  assurance  in  view  of  today's  concern 


a What  isn’t: 

1 mg.  ethynodiol  diacetate 

. . . Demulen  offers  the  distinctive  Searle  progestin  proved  in  millions  of  women 


Demulen— the  one  oral  contraceptive  that  provides 
this  new  combination— offers  • A full  measure  of 
confidence:  Unsurpassed  contraceptive  effective- 
ness, and  the  low  estrogen  content-50  meg— is 
especially  significant  today  • A full  measure  of  com- 
fort: A low  incidence  of  breakthrough  bleeding 
and  other  side  effects. 


Demulen  continues  the  Searle  tradition  of  un 
matched  convenience. » Sunday  starting,  cycle  after 
cycle:  Three  weeks  on,  one  week  off.  There  is  no 
simpler  pill-taking  schedule.  • A package  that  helps 
keep  her  on  schedule:  The  Demulen  Compack* 
tablet  dispenser  is  patient-proof.  Day  and  week  of 
cycle  are  clearly  designated  for  each  tablet. 


Actions— Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  gona- 
dotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both  the 
follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  effec- 
tiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
the  combination  products.  Both  types  provide  almost  completely  effective  con- 
traception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood  pres- 
sure, liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been  quan- 
titated with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
mate animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man.  The 
possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor  refuted 
at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contraceptives 
must  be  continued. 

Indication— Demulen  is  indicated  for  oral  contraception. 

Contraindications— Patients  with  thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired  liver 
function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and  studies 
of  morbidity  in  the  United  States  have  shown  a statistically  significant  associa- 
tion between  thrombophlebitis,  pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives.  There  have  been  three  princi- 
pal studies  in  Britain'-’  leading  to  this  conclusion,  and  one*  in  this  country.  The 
estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by  Vessey  and 
Doll’  was  about  sevenfold,  while  Sartwell  and  associates*  in  the  United  States 
found  a relative  risk  of  4.4,  meaning  that  the  users  are  several  times  as  likely  to 
undergo  thromboembolic  disease  without  evident  cause  as  nonusers.  The 
American  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation 
of  administration,  and  that  it  was  not  enhanced  by  long-continued  administra- 
tion. The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  increased  risk  of 
thromboembolic  disease  in  users  of  sequential  products.  This  risk  cannot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  for  any  patient  who  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen.  If 
the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
nancy should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  iden- 
tified in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to  the 
nursing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations  should  in- 
clude special  reference  to  the  breasts  and  pelvic  organs,  including  a Papanico- 
laou smear,  since  estrogens  have  been  known  to  produce  tumors,  some  of  them 
malignant,  in  five  species  of  subprimate  animals.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment  with  Demulen.  Therefore,  if  such 
tests  are  abnormal  in  a patient  taking  Demulen,  it  is  recommended  that  they 
be  repeated  after  the  drug  has  been  withdrawn  for  two  months.  Under  the  in- 
fluence of  progestogen-estrogen  preparations  preexisting  uterine  fibromyomas 
may  increase  in  size.  Because  these  agents  may  cause  some  degree  of  fluid  re- 


tention, conditions  which  might  be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful  observation.  In 
breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vaginam,  non- 
functional causes  should  be  borne  in  mind.  In  undiagnosed  bleeding  per  vagi- 
nam adequate  diagnostic  measures  are  indicated.  Patients  with  a history  of 
psychic  depression  should  be  carefully  observed  and  the  drug  discontinued  if 
the  depression  recurs  to  a serious  degree.  Any  possible  influence  of  prolonged 
Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  A decrease  in  glucose  tolerance  has  been  observed  in  a 
significant  percentage  of  patients  on  oral  contraceptives.  The  mechanism  of  this 
decrease  is  obscure.  For  this  reason,  diabetic  patients  should  be  carefully  ob- 
served while  receiving  Demulen  therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Demulen  may  mask  the  onset 
of  the  climacteric.  The  pathologist  should  be  advised  of  Demulen  therapy  when 
relevant  specimens  are  submitted.  Susceptible  women  may  experience  an  in- 
crease in  blood  pressure  following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives-A  sta- 
tistically significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted:  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives: hepatic  function:  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  FBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T’  uptake  values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners;  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  73:267-279  (May)  1967.  2.  In- 
man, W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657  ()une  14)  1969.  4.  Sartwell, 
P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
J,  Epidem.  90:365-380  (Nov.)  1969.  OA1 
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SOLVES  THEM 
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Urised  is  a problem  solver;  it  brings  patient  comfort  with  first  dose  pain  relief.  Unlike 
newer  antibiotics  or  sulfonamides,  Urised  does  not  create  problems.  It  has  a time 
tested  record  of  minimal  side  effects.  For  over  50  years,  Urised  has  created 
physician  and  patient  confidence  by  providing  effective  therapy  when  needed. 
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Warnings:  Do  not  exceed  recommended 
dosages. 

Precautions:  Administer  with  caution  to 
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pine and  cardiac  disease.  While  under  this 
therapy  the  urine  is  blue;  patients  should 
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Dosage  and  Administration:  Adults:  Two 
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printed  in  the  Handbook.  Ttie  committee  is  cog- 
nizant of  the  desirability  and  advisability  of  in- 
creasing the  participation  of  younger  physicians  in 
organized  medicine,  and  therefore,  we  recommend 
that  Resolution  70-1  be  referred  to  the  Board  of 
Governors  with  the  suggestion  that  an  ad  hoc 
committee  be  appointed  to  study  this  resolution; 
that  this  committee  have  representative  member- 
ship from  the  under-45  age  group;  and  that  it  be 
directed  to  report  its  recommendations  back  to  the 
House  of  Delegates  at  its  next  annual  meeting.” 
Dr.  Emmet  Ferguson,  Duval,  Council  on  Spe- 
cialty Medicine;  “I  would  like  to  amend  the  re- 
port of  the  reference  committee,  by  adding:  ‘The 
Restructuring  Study  Committee  of  the  FiM.A  is 
requested  to  give  due  consideration  also  to  the 
Resolution  70-19  (dealing  with  specialty  medical 
representation,  and  already  referred  to  the  Board 
of  Governors  for  study).” 

The  amendment  was  seconded  and  carried. 
The  recommendation  of  the  reference  commit- 
tee carried,  as  amended. 


Resolution  70-1 

(Not  Approved) 

(Reeerred  to  Board  of  Governors  for  Study) 

Restructuring  of  the  FMA 

Whereas,  The  AM.A  at  the  very  time  it  is  most  needed 
to  preserve  our  American  way  of  medical  practice  which 
has  resulted  in  our  nation’s  becoming  the  medical  leader 
of  the  world,  is  annually  numbering  a smaller  percentage 
of  .American  physicians  among  its  members  and. 

Whereas,  If  the  present  rate  of  this  membership  loss 
continues,  by  the  end  of  the  year  1970  the  .AM.A  will 
number  less  than  fifty  per  cent  (50%)  of  this  nation’s 
medical  doctors  as  members,  and 

Whereas,  This  situation  has  resulted  from,  among  other 
reasons,  the  need  for  more  effective  leadership  by  this 
body,  and 

Whereas,  The  present  structure  of  organized  medicine 
has  been  the  fault  for  such  lack  of  effectiveness,  and  has 
also  resulted  in  organized  medicine’s  failing  to  allow  itself 
to  take  advantage  of  the  vigor  of  its  youthful  component, 
and 

W’hereas,  The  .AM.A  is  only  the  sum  total  of  the  fifty 
state  medical  associations  and  their  component  local  medi- 
cal societies,  and 

Whereas,  .Any  improvement  in  the  structuring  of  such 
medical  associations  would  result  in  the  improvement  of 
the  national  organization,  therefore  be  it 

RESOLVED,  That  the  Duval  County  Medical  Society, 
component  society  of  the  Florida  Medical  .Association, 
recommend  extensive  restructuring  of  the  FM.A  in  order 
to  correct  such  a fault  at  a local  level,  in  turn  affecting 
the  national  body  directly  and,  hopefully,  indirectly  by 
serving  as  a model  and  pilot  study  for  subsequent  adop- 
tion by  other  state  medical  associations.  To  this  purpose 
we  propose: 

1.  The  House  of  Delegates  of  the  Florida  Medical 
-Association  be  formed  into  two  sections,  each  section  of 
which  is  fiscally  and  legislatively  autonomous:  the  crite- 
rion for  membership  in  each  section  being  the  chrono- 
logical age  of  the  component  society  member  physician. 


2.  The  senior  house  be  called  the  College  of  the  FMA, 
and  include  as  its  members  each  physician  who  has  attain- 
ed his  forty-fifth  (4Sth)  birthday. 

3.  The  junior  house  be  called  the  .Academy  of  the 
FM.A  and  include  as  its  members  all  physicians  until  they 
attain  this  forty-fifth  (45th)  birthday. 

4.  Each  section  to  be  fiscally  autonomous,  in  that 
the  dues  paid  by  its  membership  would  be  kept  within 
that  division  for  its  administrative  costs  and  programs. 
The  membership  of  the  senior  house  in  addition  would 
pay  a surcharge  in  addition  to  the  regular  dues,  the  pro- 
ceeds of  which  would  cover  the  expenses  of  the  FM.A  ex- 
ecutive superstructure  above  the  two  sections,  as  well  as 
compensate  for  lack  of  income  from  those  members  over 
age  seventy  years  and  honorary  members. 

5.  Each  section  to  be  legislatively  autonomous,  with- 
out power  of  veto  over  programs  adopted  by  the  other 
section.  .All  resolutions  at  each  annual  session  of  the 
House  of  Delegates  would  be  introduced  into  both  houses, 
each  meeting  separately  but  concurrently,  and  considered 
by  both  houses.  When  such  resolution  is  successfully 
passed  by  both  houses,  it  becomes  an  FM.A  project;  when 
adopted  by  one  and  defeated  in  the  other,  it  would  be 
implemented  by  that  section  which  passed  it  and  be  the  re- 
sponsibility of  that  house. 

-A  joint  conference  committee  with  equal  representa- 
tion of  both  sections  would  resolve  minor  differences  be- 
tween the  two  houses. 

Changes  in  major  medical  policy  would  require  ap- 
proval of  both  sections  of  the  House  of  Delegates. 

6.  Each  section  to  nominate  its  own  candidates  for 
FM.A  officers;  and  each  section  would  elect  its  own 
speaker  and  vice-speaker. 

7.  Each  section  would  be  allowed  its  proportionate 
share  of  delegates  and  alternates  to  the  .AMA  and  would 
elect  these  from  its  own  membership. 

8.  The  Board  of  Governors  be  comprised  of  the 
President,  the  President-elect,  the  Vice-President,  the 
Secretary,  the  Treasurer,  the  Speaker  of  each  section,  the 
Vice-Speaker  of  each  section,  the  immediate  two  living 
Past  Presidents,  and  two  members  at  large  from  each  sec- 
tion, numbering  fifteen  members. 

9.  The  Executive  Committee  be  comprised  of  the 
President,  the  President-elect,  the  Secretary,  the  Speaker 
of  each  House,  and  the  Vice-Speaker  of  each  House,  num- 
bering seven  members. 

10.  That  the  President  of  the  FM.A  appoint  from  his 
section  the  Chairman  of  each  Council  and  Committee, 
but  that  the  membership  of  these  otherwise  be  equally 
divided  among  the  two  sections. 

11.  That  each  Section  has  its  own  Executive  Secretary, 
except  that  the  executive  secretary  of  the  senior  section 
may  also  be  the  executive  secretary  of  the  FM.A. 

12.  That  the  present  By-Laws  of  the  Florida  Medi- 
cal .Association  be  altered  to  implement  the  intent  of  the 
above. 


OSTEOPATHY 

[.At  this  point  in  the  Reference  Committee’s 
report,  the  re.^olutions  which  had  been  submitted 
dealing  with  osteopathy  were  discussed,  and  a res- 
olution was  adopted.  However,  at  the  beginning 
of  the  Third  Meeting  of  the  House  of  Delegates, 
a motion  was  carried  to  reconsider  the  subject 
of  osteopathy.  The  actions  which  took  place  dur- 
ing both  meetings  are  reported  consecutively  here. 
Only  the  motions  acted  upon  by  the  House  of 
Delegates  are  reported.  .A  transcript  of  the  full 
di.scussion  of  osteopathy  is  available  to  any  mem- 
ber of  the  House  upon  request.] 
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ORIGINAL  CONSIDERATION 


(Second  House  of  Delegates,  IMay  9,  1970; 
Dr.  Richard  C.  Claj",  Chairman  of  Reference 
Committee  No.  Ill,  reporting  for  the  Reference 
Committee: 

Resolution  70-4 — Osteopathy 

Duval  County  Medical  Societ}’ 

Resolution  70-7 — Osteopathy 
Alachua  County  Medical  Society 

Resolution  70-13 — Osteopathy 
Broward  County  Medical  Association 

Dr.  Clay:  “These  three  resolutions,  numbers 
70-4,  70-7,  and  70-13,  were  all  considered  at  the 
same  time,  since  they  all  deal  with  the  same  sub- 
ject— osteopathy.  The  reference  committee  offers 
a Substitute  Resolution  70-4,  to  be  entitled  ‘Osteo- 
pathy,’ which  would  contain  all  the  ‘Whereases’  of 
Resolution  70-4  as  presented  to  the  House  in  the 
Handbook.  The  ‘Resolveds’  would  read  as  fol- 
lows : 

“RESOLVED,  That  osteopaths  be  allowed  to 
take  the  examinations  of  the  Florida  State  Board 
of  Medical  Examiners,  following  a one-year  .\i\IA- 
approved  internship;  and  upon  successfully  pass- 
ing the  examination,  may  be  appointed  to  staff 
membership  of  accredited  hospitals  without  im- 
pairing the  ethical  standing  of  the  FM.\  members 
on  the  medical  staff;  be  it  further 

“RESOLVED,  That  consultation  between  doc- 
tors of  medicine  and  doctors  of  osteopathy,  includ- 
ing submission  of  reports,  shall  be  considered 
ethical  so  long  as  no  treatment  or  consultation  by 
a doctor  of  medicine  takes  place  in  an  osteopathic 
facility;  and  be  it  further 

“RESOL\’ED,  That  osteopathic  physicians  not 
be  barred  from  attendance  at  FM.\  approved  s\Tn- 
posia  on  continuing  education. 

“Mr.  Speaker,  the  reference  committee  recom- 
mends that  the  reference  committee’s  Substitute 
Resolution  70-4,  Osteopathy,  be  adopted.” 

Dr.  Straight  made  a substitute  motion,  that 
Resolution  70-4  be  retrieved  in  its  entirety,  as  a 
substitute  motion  for  the  recommendations  of  the 
Reference  Committee,  which  was  seconded. 

Following  a length}'  discussion,  the  Speaker 
clarified  the  question,  and  the  motion  to  adopt 
Resolution  70-4  carried  by  a standing  vote  of  122 

to  no. 

MOTION  TO  RECONSIDER 
DISCUSSION 

The  Third  Meeting  of  the  House,  May  10, 
1970;  the  Speaker,  Dr.  Donegan,  presiding: 


Dr.  Henry  Wright,  Hillsborough:  “The  Hills- 
borough County  delegation  feels  that  with  the 
closeness  of  the  vote  yesterday  on  Resolution  70-4, 
and  the  importance  of  this  to  all  county  societies, 
that  debate  was  prematurely  cut  off  by  the  chair, 
we  would  like  to  open  this  for  reconsideration.” 
Motion  seconded. 

Dr.  Fisher:  “Was  the  proposer  of  this  motion 
on  the  prevailing  side  yesterday?” 

Dr.  Wright  declined  to  reply  to  the  question. 

Following  a discussion  in  which  several  dele- 
gates participated.  Dr.  Jere  Annis,  Past  President 
and  AMA  Delegate,  Polk  County,  stated:  “As  a 
point  of  order:  I was  on  the  prevailing  side,  and 
I move,  sir,  that  we  reconsider  this  question.” 
^Motion  was  seconded. 

The  Speaker  opened  the  floor  for  discussion  of 
reconsideration  of  Resolution  70-4. 

After  discussion  on  the  motion  to  reconsider, 
the  question  was  called.  The  Speaker  clarified 
that  as  of  this  point  in  time.  Resolution  70-4  is 
a law  of  the  House. 

A written  ballot  was  requested,  and  the  motion 
to  reconsider  carried  by  written  ballot  by  a vote 
of  116  to  111. 

RECONSIDERATION 

Dr.  Hodes:  “I  would  like  to  offer  an  amend- 
ment to  Resolution  70-4.  After  the  word  ‘county’ 
at  the  end,  strike  the  period  and  insert  the  follow- 
ing: ‘semicolon;  provided,  however,  that  such 

ethics  be  reviewed  and  approved  by  the  Judicial 
Council  of  the  Florida  Medical  Association.’  ” The 
amendment  was  seconded. 

Following  discussion,  the  question  was  called 
on  the  amendment,  and  the  amendment  carried. 

The  floor  was  opened  for  discussion  of  Resolu- 
tion 70-4  as  amended. 

Resolution  70-4  as  amended  was  discussed  by 
Dr.  Straight,  Dade;  Dr.  Walker,  Duval;  Dr.  Ast- 
ler.  Palm  Beach;  Dr.  Beychok,  Sarasota;  Dr. 
Daughtry,  Dade;  Dr.  Farrell,  Palm  Beach; 
Dr.  Corso,  Dade;  Dr.  Wright,  Hillsborough;  Dr. 
Singleton,  Alachua. 

Dr.  James  Borland,  Duval:  “I  move  (1)  that 
this  entire  matter  be  referred  to  the  Judicial  Com- 
mittee for  consideration  and  appropriate  action 
at  the  next  House  of  Delegates  meeting,  and  (2) 
that  any  action  involving  the  member  counties  be 
deferred  until  the  above  mentioned  action  has 
taken  place.”  The  motion  to  refer  was  seconded. 

The  substitute  motion,  to  refer,  was  discussed 
by  Dr.  Reinstine,  Duval;  Dr.  Straight,  Dade;  Dr. 
Hall,  Manatee;  Dr.  Singleton,  Alachua. 
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The  motion  to  refer  failed  to  carry.  Consider- 
ation returned  to  the  original  motion  (Resolution 
70-4  cis  amended). 

Dr.  Luis  Perez,  Seminole:  “I  want  to  submit 
an  amendment  to  the  motion  in  question:  At  the 
end  of  what  we  already  have,  add:  “be  it  further 
Resolved,  that  the  hospital  staff  privileges  be  con- 
sidered in  a probationary  basis  until  the  osteo- 
path takes  the  examination  of  the  Florida  State 
Board  of  Medical  Examiners  and  this  privilege 
be  granted  after  three  years  of  private  practice 
and  upon  recommendation  of  three  practicing  phy- 
sicians, or  a one-year  approved  AMA  internship; 
and  upon  passing  the  examination,  may  be  ap- 
pointed to  full  staff  membership  of  these  accredit- 
ed hospitals.” 

Following  discussion,  the  amendment  was 
defeated. 

A call  for  the  question  on  the  original  motion 
carried. 

.A  request  was  made  for  a written  ballot.  Ob- 
jection was  expressed  to  a written  ballot,  and  a 
vote  was  taken  on  the  question  of  suspending  the 
rules  to  have  a standing  vote.  The  Speaker  ruled 
the  vote  a two-thirds  majority,  and  declared  that 
the  vote  would  be  standing. 

Resolution  70-4,  as  amended,  carried  by  a vote 
of  130  to  99. 


Resolution  70-4 

Osteopathy 

Whereas,  The  House  of  Delegates  of  the  American 
Medical  Association  has  stated  and  reaffirmed  that  it  is  no 
longer  considered  unethical  conduct  for  doctors  of  medi- 
cine to  associate  with  doctors  of  osteopathy,  and  the 
House  of  Delegates  of  the  .American  Medical  Association 
recently  stated  that  qualified  doctors  of  osteopathy  could 
be  accepted  for  AM.A  approved  internship  and  residency 
programs,  and 

Whereas,  The  Florida  Medical  .Association’s  charter 
clearly  states  that  it  will  abide  by  the  ethics  of  the  .Amer- 
ican Medical  Association,  and  past  actions  of  the  House 
of  Delegates  of  the  Florida  Medical  .Association  have  pre- 
cluded the  professional  association  of  doctors  of  medicine 
and  osteopathy,  and  such  actions  of  the  House  of  Dele- 
gates of  the  Florida  Medical  Association  have  created 
hardships  in  hospital  staffs  in  certain  areas  of  our  state, 
and 

Whereas,  Some  hospital  staffs  have  deemed  it  expedi- 
ent to  admit  doctors  of  osteopathy  to  their  medical  staffs 
for  the  good  of  the  hospital  and  the  community  as  a 
whole,  and 

Whereas,  No  one  rule  or  solution  to  this  problem  can 
be  equally  applicable  in  every  city  and  community  in  this 
great  state;  therefore  be  it 

RESOLVED,  That  henceforth  the  ethics  of  the  pro- 
fessional relationship  between  doctors  of  medicine  and 
osteopathy  within  each  component  society  of  our  state 
will  be  determined  by  the  medical  society  of  that  county ; 
provided,  however,  that  such  ethics  be  reviewed  and  ap- 
proved by  the  Judicial  Council  of  the  Florida  Medical 
.Association. 


Resolurion  70-12 

Definition  of  Staff  Self-Government 
Board  of  Governors 

Dr.  Clay:  “The  reference  committee  consider- 
ed Resolution  70-12,  in  the  Handbook,  and  recom- 
mends that  it  be  adopted  as  printed.” 

Motion  carried. 


Resolution  70-12 

Definition  of  Staff  Self-Government 

INTRODUCTION: 

The  following  working  definition  has  been  developed 
through  the  cooperative  efforts  of  a number  of  representa- 
tives of  Medical  Staffs  and  county  medical  societies  in  the 
Florida  Medical  Association,  together  with  legal  consulta- 
tion. Principles  stated  herein  are  based  upon,  or  derived 
from,  past  actions  and  agreements  of  the  .American  Medi- 
cal Association  and  the  .American  Hospital  .Association. 

The  physicians  concerned  have,  of  necessity,  been  some 
of  those  who  have  encountered  problems  in  this  area. 

What  is  offered  here  is  offered  in  the  sense  of  a defini- 
tion and  as  a reference  point  for  counsel  and  for  Medical 
Staffs  and  state  agencies  concerned  in  these  problems. 

PRE.AMBLE: 

A basic  agreement  as  to  a division  of  responsibility 
must  exist  between  the  Board  of  Trustees  and  the  Medical 
Staff.  This  appears  absolutely  necessary  to  prevent  need- 
less and  harmful  waste  of  energies  on  the  part  of  the  phy- 
sician and  hospitals  since  such  energies  are  sorely  needed 
for  the  care  of  the  patients. 

Elements  which  should  be  contained  in  this  agreement 
include  the  following: 

I.  It  shall  be  the  function  and  the  responsibility  of 
the  hospital  Board  of  Trustees  to  provide  and 
operate  and  maintain  the  physical  facilities  and 
the  equipment  used  therein. 

II.  It  shall  be  the  function  and  the  responsibility  of 
the  Medical  Staff  to  provide  the  medical  care, 
direct  the  nursing  care  and  oversee  the  proper 
function  of  patient-related  services  within  the 
facility. 

HI.  There  must  be  mutually  cooperative  relation  be- 
tween the  Board  of  Trustees  and  the  Medical 
Staff  to  blend  their  functions  and  responsibilities 
in  a joint  effort  to  provide  the  best  possible  re- 
sult for  the  good  of  the  patient  and  the  com- 
munity. 

IV.  It  is  hereby  recognized  and  agreed  that  this 
joint  responsibility  can  best  be  met  by: 

1)  Each  group  functioning  within  its  area  of 
defined  responsibility,  and 

2)  Joining  the  two  areas  of  responsibility  in 
an  agreement  negotiated  between  the  two 
parties. 

V.  .Authority  and  responsibility  of  the  Board  of 
Trustees:  In  addition  to  the  responsibilities  and 
authorization  heretofore  outlined,  the  Board  of 
Trustees  shall  be  authorized  to: 

1)  Bring  a charge  or  complaint  against  a staff 
member  to  the  Medical  Staff  for  consid- 
eration and  action ; 

2)  Institute  the  dismissal  of  a staff  member, 
provided  that  such  dismissal  shall  have  the 
concurrent  approv’al  of  the  Medical  Staff 
after  a full  hearing  and  airing  of  charges 
before  the  Medical  Staff. 

Provided  that:  Where  charges  are  brought 

against  a Medical  Staff  member,  he  shall  in  all 
cases  have  the  right  to  request  an  appeal  and 
hearing  to  be  held  before  a combined  meeting  of 
the  Board  of  Trustees  and  Medical  Staff  duly 
assembled  in  quorum. 
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3)  Pro\-ided  however,  that;  actions  of  the 
Board  of  Trustees  shall  not  place  physi- 
cian members  of  the  Medical  Staff  in  a 
position  of  conflict  with  or  Nuolation  of  the 
“Principles  of  Medical  Ethics”. 

\T.  It  is  recognized  that  the  final  discharge  of  the 
responsibility  for  quality  and  competence  of 
medical  services  can  rest  only  with  those  who 
possess  the  education,  knowledge,  training  and 
skill  requisite  to  the  performance  of  these  pro- 
fessional ser\dces. 

VII.  The  responsibilities  of  the  Medical  Staff  shall 
include; 

1)  The  provision  of  medical  care  for  those 
persons  who  become  patients  within  the 
hospital  facility; 

2)  The  admission  of  and  discharge  of  pa- 
tients to  and  from  the  facility; 

3)  The  recommendation  of  candidates  for  and 
the  admission  to  the  Medical  Staff; 

4)  The  classification  of  members  on  the  Med- 
ical Staff  and  the  assignment  and  definition 
of  clinical  practice  pritnleges  with  the  Med- 
ical Staff;  while  admissions  must  have  the 
final  approval  of  the  Board  of  Trustees, 
classification  of  membership  and  determi- 
nation of  clinical  pri\'ileges  shall  be  the 
function  solely  of  the  Medical  Staff ; 

5)  The  receiving  of  and  evaluation  of  com- 
plaints and  disputes  concerning  members 
of  the  Medical  Staff; 

6)  The  discipline  of  and,  when  the  occasion 
shall  arise,  the  expulsion  of  a member  of 
the  Medical  Staff; 

7)  The  Medical  Staff'  shall  be  responsible  for 
maintaining  a high  quality  of  clinical  medi- 
cal services  and  medical  practice ; 

S)  In  order  that  it  may  cariy  out  the  internal 
self  government  made  necessary  by  the 
foregoing  enumerated  responsibilities,  the 
Medical  Staff  may  have  the  responsibility 
of  incorporating  itself  as  a nonprofit  en- 
tity* and  entering  into  a contractual  agree- 
ment with  the  Board  of  Trustees;  further- 
more, it  is  recognized  that  such  corporate 
organization  on  the  part  of  the  iledical 
Staff  will  make  possible  the  meeting  of 
such  additional  responsibilities  as  may 
arise  incident  to  the  maintaining  of  and 
constant  improvement  of  quality  of  med- 
ical care; 

9)  The  Medical  Staff,  from  its  member- 
ship, shall  recommend  to  the  Board  of 
Trustees  a budding  and  equipment  commit- 
tee whose  function  shall  be  to  study  and 
recommend  to  the  Board  on  matters  con- 
cerning the  physical  plant  and  equipment 
therein  which  are  essential  to  the  mainten- 
ance of  high  quality  medical  care  within 
the  facility.  (Many  excessive  costs  and  re- 
duplications can  be  avoided  by  joint  re- 
sponsibility in  these  areas.)  (This  is  not  to 
imply  that  such  recommendation  places 
any  legal  obligation  upon  the  governing 
body.  Rather,  it  is  intended  to  define  a 
channel  of  communication  on  such  mat- 
ters.) 

*The  most  promising  corporate  vehicle  would  appear 
to  be  a nonprofit  association.  The  Florida  Medici  As- 
sociation has  authorized  its  executive  officers  and  coun- 
sel to  aid  Medical  Staffs  in  formulating  this  corporate 
vehicle. 


Resolution  70-27 
Family  Practice 

Frederick  C.  Andrews,  Delegate 

Dr.  Clay:  “The  reference  committee  consid- 
ered Resolution  70-27,  which  was  included  in  the 
Delegates’  Packets,  and  recommends  that  it  be 
adopted  as  presented.” 

Motion  carried. 


Resolution  70-27 

Family  Practice 

Whereas,  The  Millis  Report  and  other  substantial  and 
authoritative  studies  attest  to  the  need  for  more  physicians 
who  offer  primary,  personal  and,  or  comprehensive  care, 
and 

Whereas,  Community  needs  expressed  directly  to  the 
offices  of  the  Florida  Medical  Association  currently  reflect 
the  need  for  additional  family  physicians  in  the  State  of 
Florida,  and 

Whereas,  The  new  concept  of  the  medical  sjjecialist  in 
family  practice  has  been  supported  by  the  .\dvisoiy  Board 
for  Medical  Specialties  and  the  CouncU  on  Medical  Edu- 
cation of  the  .\merican  Medical  .\ssociation  by  approval 
of  the  .American  Board  of  Family  Practice,  and 

Whereas,  The  Florida  .Academy  of  General  Practice 
strongly  advocates  the  increase  in  numbers  of  family 
physicians  practicing  in  Florida  by  increase  in  training 
facilities  for  general  family  practice  and  by  other  appro- 
priate means,  now  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Flor- 
ida Medical  .Association  reaffirm  its  policy  of  support  for 
the  increase  in  primary,  personal  and  or  family  physicians 
in  Florida  by  all  appropriate  and  practical  means. 

Dr.  Clay:  “The  chairman  wishes  to  thank 

the  helpful  and  diligent  members  of  his  reference 
committee,  Drs.  Connar,  Frazier.  Wilcox  and 
Pringle,  without  whom  these  deliberations  would 
have  been  impossible.  He  also  wishes  to  thank 
the  members  of  the  .\ssociation  who  appeared 
before  our  committee,  without  whom  the  delibera- 
tions would  have  been  unnecessart'.  He  also  would 
like  to  thank  our  efficient  secretary,  Mrs.  Wanda 
Bain,  without  whom  it  would  have  gone  unre- 
corded. 

“Air.  Speaker,  this  concludes  the  report  of 
Reference  Committee  Xo.  HI.” 

The  Speaker  announced  that  the  House  would 
recess  until  9:00  Sunday  morning,  if  there  were 
no  objections.  The  House  voiced  objection  to  the 
recess  and  voted  to  continue.  The  Vice  Speaker 
assumed  the  chair. 

Dr.  Robert  Zellner,  Orange,  Past  President: 
“I  would  like  to  move  that  this  meeting  recess  at 
a specific  time,  and  suggest  the  hour  of  6:00  p.m.” 

The  motion  was  seconded  and  carried. 
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Report  of  Reference  Committee  No.  IV 
Legislation  and  Miscellaneous 


Dr.  Francis  C.  Coleman,  chairman,  came  for- 
ward to  give  the  report  of  Reference  Committee 
Xo.  IV,  on  Legislation  and  Miscellaneous. 

Dr.  Coleman:  “i\Ir.  Speaker,  Mr.  President, 
and  members  of  the  House  of  Delegates:  Your 
Reference  Committee  No.  IV — Legislation  and 
Miscellaneous — has  considered  each  of  the  items 
referred  to  it  and  desires  to  present  the  following 
report.  The  Reference  Committee’s  recommenda- 
tions on  each  item  will  be  submitted  separately, 
and  I respectfully  suggest  that  each  item  be  acted 
upon  before  going  to  the  next.” 

Council  on  Legislation  and  Public  Agencies 

“The  first  section  of  this  report  was  that  of 
the  Committee  on  National  Legislation.  Specific 
bills  which  physicians  should  understand  and 
follow  closely  include: 

a.  Health  Insurance  Benefit  Act  Amendments 
(Medicare) . 

b.  Medicredit  Program. 

c.  Manpower  Legislation. 

“Your  Reference  Committee  was  impressed 
with  the  active  attention  given  to  our  national 
legislative  problems  and  wishes  to  commend  the 
Committee  on  National  Legislation,  of  which 
Dr.  Joseph  C.  Von  Thron  is  Chairman,  for  its 
outstanding  work. 

“The  Committee  on  State  Legislation  reported 
on  the  establishment  of  a full  time  I'lorida  Medical 
Association  office  in  Tallahassee.  Your  Reference 
Committee  believes  that  the  establishment  of  this 
office  has  strengthened  our  state  legislative  pro- 
gram. 


“Many  members  of  the  Florida  Medical  Asso- 
ciation have  contributed  their  time  as  ‘Doctor  of 
the  Day’  in  the  Capitol  dispensary  and  these 
physicians  are  due  our  gratitude  and  appreciation. 

“The  establishment  of  Key  Contact  Physicians 
throughout  the  state  was  noted  and  the  importance 
of  these  physician  contacts  was  stressed  by  the 
Chairman  of  the  Committee  on  State  Legislation. 

“Dr.  Sanford  IMullen,  chairman  of  the  com- 
mittee, gave  us  an  up-to-the  minute  report  on 
the  status  of  the  state  legislative  program  of  the 
Florida  IMedical  Association.  On  page  63  of  the 
Handbook,  under  Item  4,  lines  29  to  48,  there  is 
a good  possibility  that  items  (2),  (3)  and  (4) 
as  set  forth  in  this  report  may  become  law.  Item 
(1),  lines  38-39,  Posting  of  Bonds,  has  been  de- 
feated in  the  Senate  subcommittee  and  has  very 
little  chance  of  passage  in  this  session  of  the 
legislature. 

“Your  Reference  Committee  believes  that  the 
Florida  Medical  Association  should  continue  its 
efforts  in  solving  the  professional  liability  problem 
and  believes  that  additional  legislation  should  be 
considered  as  warranted. 

“The  last  portion  of  the  report  (pp.  64,  65, 
and  the  first  two  paragraphs  on  p.  66)  deals  with 
liaison  with  state  agencies:  Liaison  seems  to  be 
satisfactory  with  most  agencies,  but  it  is  obvious 
that  the  reorganization  of  the  state  government 
under  the  new  constitution  has  created  some 
problems  in  this  area. 

“RECOMIMENDATIONS:  This  report  con- 
tains three  recommendations.  In  Recommendation 


Reference  Committee  IV  personnel  were  Drs.  Karl  B.  Hanson,  Ray  E.  Murphy  Jr.,  Francis  C.  Coleman  (Chairman), 
Robert  N.  Webster,  Rufus  K.  Broadaway  and  Robert  E.  Zellner,  AMA  Delegate  (not  shown).  Mrs.  Mae  Mason 
was  recording  secretary. 
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Xo.  1,  p.  66,  there  is  a t\pographical  error.  It 
should  refer  to  ‘legislative  program’  instead  of 
‘scientific  program.’ 

‘‘Your  Reference  Committee  recommends  the 
adoption  of  the.<e  three  recommendations  as 
amended.” 

Motion  carried. 

“Your  Reference  Committee  further  notes  the 
commendation  by  the  Council  on  Legislation 
and  Public  Agencies  of  our  president,  Dr.  Henr\* 
Babers,  for  his  active  interest,  and  of  Dr.  Sanford 
Mullen,  chairman  of  the  Committee  on  State 
Legislation,  for  outstanding  service  to  the  many 
legislative  programs  and  actively  supports  these 
commendations. 

‘‘Your  Reference  Committee  recommends 
adoption  of  the  report  of  the  Council  on  Legis- 
lation and  Public  .\gencies  as  a whole  as  printed 
in  the  Handbook,  with  the  editorial  corrections 
noted  above.” 

Motion  cmried. 

Supplemental  Report 

Council  on  Legislation  and  Public  Agencies 
(Committee  on  State  Legislation) 

“This  supplemental  report  which  was  dated 
May  1,  1970,  under  Item  A,  described  some 
changes  in  the  Medical  Practice  Act  that  are  cur- 
rently under  consideration  by  the  Florida  Legis- 
lature. One  of  these  changes  would  provide  for 
licensure  by  endorsement  or  e.xamination,  with 
discretionary  powers  left  to  the  Board  of  Medical 
Examiners.  This  change  was  recommended  by  the 
Council  on  Legislation  and  Public  Agencies,  but 
testimony  before  your  Reference  Committee  by 
members  of  the  State  Board  of  Medical  Examiners 
indicated  strongly  that  they  do  not  favor  this 
change. 

“Your  Reference  Committee  was  advised  that 
a study  by  the  Council  on  Health  Manprower  of 
the  American  Medical  Association  has  shov\Ti  that 
the  presence  or  absence  of  endorsement  by  state 
boards  of  medical  examiners  has  little  to  do  with 
maldistribution  of  physicians.  Florida  and  Hawaii, 
two  states  which  require  examination  of  all  candi- 
dates for  licensure,  rank  near  the  top  in  the  num- 
ber of  physicicms  practicing  in  the  state  per 
100,000  pKjpulation. 

“Dr.  George  S.  Palmer,  Executive  Director  and 
Dr.  \'ernon  B.  Astler,  member  of  the  State  Board 
of  Medical  Examiners,  explained  that  it  would  be 
impossible  to  keep  constantly  informed  on  the 
adequacy  of  the  medical  examinations  for  licensure 


in  all  50  states.  Dr.  Palmer  further  explained  that 
these  examinations  vary  from  very  stringent  ex- 
aminations on  which  about  25%  of  the  applicants 
fail,  to  simple  15-minute  oral  examinations  in 
some  states  which  can  be  passed  by  any  applicant. 
He  also  said  that  these  are  subject  to  change  by 
the  various  state  legislatures  or  by  regulation  of 
the  board  itself. 

“The  need  for  more  physicians  in  Florida  was 
brought  forcibly  to  the  attention  of  your  Refer- 
ence Committee,  but  we  do  not  believe  that  this 
proposed  change  in  the  ^ledical  Practice  .Act 
would  alleviate  our  physician  shortage. 

‘‘Your  Reference  Committee  therefore  recom- 
mends that  Recommendation  X%.  1 [not  be 
adopted  and  that  the  Florida  Aledical  Association 
oppose  this  change  in  the  Medical  Practice  Act.]” 

Dr.  Sanford  Mullen,  Council  on  Specialty 
Medicine:  “We  have  been  considering  this  pro- 
posal b}'  the  Reference  Committee  and  feel  that 
it  is  probably  too  restrictive,  and  it  would  un- 
necessarih'  keep  us  from  considering  possible 
changes  in  the  j ear  ahead.  Since  as  you  know  we 
will  not  be  in  session  again  until  the  next  1971 
session  of  the  legislature  is  well  under  waj%  we 
would  like  to  suggest  this  change  in  the  reference 
committee’s  recommendation:  ‘.  . . that  Recom- 
mendation Xo.  1 not  be  adopted  at  this  time,  and 
that  the  House  of  Delegates  refer  this  suggested 
change  in  the  Aledical  Practice  Act  to  the  Board 
of  Governors  for  further  stud}'.’  ” The  amendment 
was  seconded  and  carried. 

The  recommendation  carried  as  amended. 

“The  second  recommendation  would  allow  the 
Board  of  Medical  Examiners  to  examine  non- 
citizens so  that  an  applicant  could  be  eligible  for 
licensure  as  long  as  he  had  filed  his  intention  to 
become  a citizen.  Your  Reference  Committee  was 
advised  that  legislation  is  currently  pending  in 
the  Florida  Legislature  to  amend  the  Medical 
Practice  Act  in  this  w^ay. 

“Your  Reference  Committee  is  aware  of  the 
recently  created  Commission  on  Foreign  Medical 
Graduates  sponsored  by  the  .American  Medical 
■Association,  the  .American  Hospital  Association, 
the  .American  .Association  of  Aledical  Colleges,  the 
.Association  for  Hospital  Medical  Education,  the 
Educational  Council  for  Foreign  Medical  Gradu- 
ates, the  Federation  of  State  Medical  Boards  and 
the  Xational  Medical  .Association,  to  concern  itself 
with  problems  relating  to  the  more  than  10,000 
foreign  physicians  entering  the  United  States  each 
year.  Since  this  new  Commission  has  not  had 
sufficient  time  to  effectively  explore  the  problems 
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relating  to  foreign  medical  graduates,  your  Ref- 
erence Committee  believes  that  it  is  premature 
for  Florida  to  change  its  Medical  Practice  Act  by 
eliminating  its  citizenship  requirement. 

“Your  Reference  Committee,  therefore,  recom- 
mends that  Recommendation  No.  2 not  be  adopt- 
ed, but  that  this  subject  be  kept  under  continuing 
study.” 

Dr.  Richard  Hodes,  Hillsborough,  made  a 
substitute  motion  that  Recommendation  No.  2 
be  adopted  by  the  House.  The  substitute  was 
seconded.  “All  the  other  qualifications  would 
remain;  this  legislation  would  simply  mean  that 
noncitizens  could  be  examined,  as  long  as  they 
have  filed  intention  of  becoming  a citizen.  We 
now  have  legislation  pending  which  removes  the 
disability  of  noncitizenship  from  the  examinee.” 
Dr.  Vernon  Astler,  Palm  Beach:  “The  Board 
of  Medical  Examiners  has  considered  this  and  are 
not  in  favor  of  it.  There  are  over  13,000  holding 
Florida  licenses,  almost  half  of  which  live  outside 
the  state.  Citizenship  is  now  a requirement  and 
I see  no  fault  with  this.  It  is  a privilege  to  practice 
medicine;  this  requires  an  individual  to  do  certain 
things  to  gain  the  privilege,  including  renouncing 
any  tie  with  a foreign  country.” 

The  substitute  motion  failed  to  carry. 

The  original  motion  of  the  Reference  Com- 
mittee carried. 

“Recommendation  No.  3 requires  no  action  be- 
cause it  was  contingent  upon  favorable  enactment 
of  Recommendations  1 and  2. 

“Item  B of  the  Supplemental  Report  of  the 
Council  on  Legislation  and  Public  Agencies  con- 
tains a statement  from  the  Board  of  Governors. 
Note  was  made  of  the  committee  report  regarding 
a more  complete  definition  of  the  practice  of  medi- 
cine in  the  Medical  Practice  Act  and  we  recom- 
mend that  this  be  referred  back  to  the  Board  of 
Governors  for  continuing  study  and  possible  legis- 
lative action  next  year.” 

Motion  carried. 

“Your  Reference  Committee  recommends 
adoption  of  the  supplemental  report  of  the  Coun- 
cil on  Legislation  and  Public  Agencies  as 
amended.” 

Motion  carried. 

Council  on  Legislation 
and  Public  Agencies 

Joseph  C.  \’on  Thron,  Chairman 

The  Council  on  Legislation  and  Public  .Agencies  watch- 
ed carefully  the  acerbities  directed  at  the  medical  profes- 


sion due  to  the  spiraling  costs  related  to  Medicare.  The 
Council  encourages  all  physicians  to  defend  organized 
medicine’s  position  positively. 

a.  Ten  years  ago  the  AMA  accurately  predicted, 
and  conversely  the  bureaucrats  understated  the 
eventual  expense  of  the  Medicare  program. 

b.  All  physicians  should  encourage  active  peer  uti- 
lization review  committees  to  thwart  the  rare 
and  isolated  offender. 

The  Council  commends  both  our  President,  Henry 
Babers,  for  his  most  active  interest,  and  Sanford  Mullen, 
State  Legislation  Chairman,  for  outstanding  service  to  the 
many  legislative  programs. 

Committee  on  National  Legislation — The  resolution 
by  Dr.  Jack  Cleveland,  Past  President  of  FMA,  made  in 
1966  endorsing  FL.^MPAC-AMP.^C  finally  reached  frui- 
tion as  both  the  President  and  the  President-elect  of  FM.'V 
attended  the  AMPAC  Conference  in  Washington  this  year, 
and  the  joint  billing  became  a reality  in  most  of  the  coun- 
ties within  our  state.  This  all  contributed  to; 

a.  Educating  the  profession  on  political  matters, 
and 

b.  Seeking  to  influence  the  election  of  conservative 
congressmen  from  every  state. 

The  Board  of  Governors  approved  the  recommendation 
made  in  1968  making  contributions  available  for  a con- 
gressman to  travel  to  his  home  for  discussion  of  matters 
pertaining  to  medical  legislation  with  the  local  physician 
constituency. 

Legislative  plans  are  now  being  consummated  for  our 
annual  entourage  to  Washington  to  visit  with  the  Florida 
delegation. 

The  Senate  Finance  Committee  (Senator  Long,  (d), 
Louisiana,  Chairman)  released  in  early  February  a strong- 
ly worded  323  page  long  report  recommending  a number 
of  sweeping  changes  in  Medicare  and  Medicaid  to  control 
costs.  Blame,  despite  warnings  now  without  vindication 
is  placed  on  the  providers  of  the  service.  On  physicians, 
the  report  warns  that  Congress  will  take  control  unless 
the  medical  profession  polices  itself.  “We  feel  that  even- 
tually insurmountable  pressure  will  develop  for  alternative 
control,  procedures  which  may  be  arbitrary,  rigid,  and 
insensitive  to  the  legitimate  needs  of  both  the  physician 
and  his  patient.”  Medicare  problems  regarding  physicians 
include: 

a.  Fee  schedules  and/or  limits  of  allowable  fees 

b.  Limiting  physicians’  incomes  via  SSA  directives 
and  BS  statistical  methods  used  to  determine 
fees. 

c.  Identifying  publicly  physicians  who  receive  more 
than  $25,000  per  year  from  federal  programs. 

Specific  bills  which  physicians  should  understand  and 
follow  closely  include: 

a.  Health  Insurance  Benefit  .\ct 

b.  Medicredit  Program 

c.  Manpower  legislation 

Subcommittees: 

Committee  on  Veterans  Administration — There  were 
no  notable  activities  of  this  committee  during  the  past 
year.  On  the  VA  scene,  complaints  have  been  few  and  no 
major  discussion  insued  between  the  VA  and  physicians 
of  Florida  Medical  .\ssociation  that  the  committee  is 
aware  of. 

Committee  on  State  Legislation — The  committee  has 
had  an  active  year  with  responsibilities  for  coordinating  all 
state  legislation  for  the  Florida  Medical  Association  and 
recognized  medical  specialty  groups.  Three  formal  meet- 
ings of  the  committee  have  been  held  along  with  countless 
informal  conferences  among  committee  members.  The 
highlight  of  the  formal  sessions  was  the  Legislative  Semi- 
nar at  the  annual  Conference  of  Presidents  and  Secretaries 
of  County  Medical  Societies  in  Orlando  on  January  30- 
February  1,  1970. 

The  committee  has  worked  closely  with  the  Board  of 
Governors  in  developing  a legislative  program  for  the  1970 
session  of  the  Florida  Legislature.  The  program  is  based 
on  the  FM.\  policies  as  established  by  the  FM.\  House 
of  Delegates. 
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The  following  items  sum  up  the  phases  of  the  com- 
mittee’s activities: 

1.  Establishment  of  a full-time  Tallahassee  Office:  On 
October  1,  1969,  a full-time  office  in  the  Tallahassee  Bank 
Building  was  established.  The  office  is  under  the  direct 
supervision  of  Donald  S.  Fraser  Jr.  Mr.  Fraser’s  activities 
are  under  the  control  of  the  FMA  Executive  Vice  Presi- 
dent, Mr.  VV.  Harold  Parham.  The  professional  activities 
of  Mr.  Fraser  are  directed  by  the  Committee  on  State 
Legislation  under  the  policies  of  the  Board  of  Governors. 
It  has  become  necessary  to  establish  this  office  because  of 
annual  legislative  sessions,  along  with  the  continuing 
activities  of  various  state  agencies  and  bureaus.  Standing 
committees  of  the  legislature  are  in  session  throughout 
the  year. 

2.  The  Capitol  Dispensary:  The  committee  has  work- 
ed to  continue  the  Capitol  Dispensary  which  has  proven 
to  be  most  effective  in  meeting  the  medical  needs  of 
legislators  and  their  staffs.  Physician  members  of  the  FM.\ 
have  given  great  support  in  serving  as  “Doctor  of  the 
Day’’  at  the  Dispensary. 

3.  Key  Contact  Physicians:  An  active  program  to 

develop  physicians  who  have  close  relationships  with 
legislators  to  help  them  in  evaluating  legislative  items  of 
medical  interest  has  been  developed.  This  program  of 
physician  contacts  is  highly  important  because  it  gives  the 
legislators  confidence  in  consideration  of  medical  legisla- 
tion because  they  have  the  opportunity  to  discuss  these 
matters  with  physicians  whom  they  know  personally. 

4.  Specific  Legislative  Activities:  The  principal  legis- 
lative objectives  set  for  the  coming  session  are: 

a.  Passage  of  legislation  that  would  relieve  the 
problems  being  faced  in  the  area  of  professional 
liability  and  malpractice  insurance.  Proposals 
that  have  been  drafted  by  FMA  legal  counsel 
for  presentation  to  the  legislature  include: 

(1)  Posting  of  bonds  (The  plaintiff  must  post 
a bond  in  a malpractice  suit) 

(2)  Res  ipsa  loquitur  (Elimination  of  this  doc- 
trine “the  thing  speaks  for  itself”) 

(3)  Expert  Witness  (A  physician  would  not 
have  to  testify  against  himself  as  an  expert) 

(4)  Reduce  Statute  of  Limitations  from  four 
years  to  two  years 

b.  Sustain  the  Governor’s  veto  of  Committee  Sub- 
stitute for  House  Bill  348  (Osteopathic  hospital 
privileges  bill). 

c.  Defeat  House  Bill  994  (Mandatory  Chiropractic 
Insurance  Coverage). 

d.  Prevent  the  inclusion  of  chiropractors  in  the 
Title  XIX  (Medicaid)  program. 

e.  Secure  passage  of  state-wide  post  mortem  medi- 
cal examiners  bill. 

f.  Pass  legislation  exempting  members  of  utiliza- 
tion review  committees  from  liability  when  they 
are  serving  with  regard  to  public  assistance 
programs. 

Subcommittees: 

Liaison  with  State  Agencies — • There  was  no  formal 
meeting  of  the  committee  for  two  reasons:  (1)  This  is  a 

large,  loosely  held  together  committee  in  which  each  mem- 
ber is  assigned  to  a specific  state  department;  (2)  There 
was  a change  in  the  state  constitution  and  reassignment 
of  agencies. 

Commission  on  Aging — Due  to  government  reorga- 
nization, the  Commission  on  Aging  is  no  longer  in 
existence. 

Alcoholic  Rehabilitation — .Mthough  there  has  been  no 
major  change  in  the  program,  the  name  is  now  that  of  the 
Bureau  of  Alcoholic  Rehabilitation  and  is  now  a Bureau 
under  the  Department  of  Health  and  Rehabilitative  Serv- 
ices. It  should  be  noted  that  the  Director  of  the  Depart- 
ment of  Health  and  Rehabilitative  Services  does  take  a 
decided  interest  in  our  particular  Bureau  within  the  Divi- 
sion of  Mental  Health. 

A new  building  has  been  constructed  at  .\von  Park 
for  both  education  and  treatment  and  is  expected  to  be 
activated  in  April  of  1970  for  a full  schedule  of  trainees. 


to  include,  social  workers,  physicians,  psychologists,  judges, 
and  nurses,  as  far  as  the  education  side  is  concerned. 
There  will  be  short  orientation  courses  for  Vocational 
Rehabilitation  Counselors  as  well  as  long-term  training 
of  importance  to  such  people  as  emergency  room  nurses 
who  will  then  return  to  their  local  Florida  hospitals.  It 
is  important  for  the  Florida  Medical  Association  to  con- 
tinue supporting  the  principle  of  emphasizing  education 
and  research  in  training  teams  of  local  people  to  return 
to  their  communities  to  treat  problems  at  the  sources. 
The  Center  can  treat  800  patients  a year.  According  to 
Mr.  Joseph  Ziesenheim,  chief.  Bureau  of  Alcoholic  Reha- 
bilitation, there  are  65,000  public  drunkenness  arrests  alone 
in  the  state  of  Florida.  We  need  to  continue  to  augment 
and  insist  upon  development  of  local  community  responsi- 
bility. 

From  a purely  medical  standpoint  it  is  fortunate  that 
the  alcoholic  program  is  initiating  a plan  of  having  a team 
from  the  Avon  Park  Center  present  a panel  on  alcoholism 
problems  to  county  medical  societies.  The  first  has  been 
conducted  in  Hillsborough  County  and  it  is  felt  the  vari- 
ous local  medical  societies  should  have  this  team  as  one  of 
their  county  medical  programs  during  the  year  1970-71. 

Bureau  of  Blind  Services — The  Florida  Council  for 
the  Blind  is  now  the  Bureau  of  Blind  Services,  Division  of 
Vocational  Rehabilitation,  Department  of  Health  and  Re- 
habilitative Services.  The  Council,  which  was  composed 
of  lay  members  and  who  directed  the  agency,  is  still  in 
existence  as  an  advisory  committee  only. 

The  Bureau  of  Blind  Services  is  still  acting  in  the  same 
capacity  as  before;  that  is,  providing  services  to  blind 
people  of  limited  income.  The  program  is  naturally  affect- 
ed by  Medicare  and  will  also  be  affected  by  Medicaid, 
but  will  probably  continue  along  the  same  general  pattern 
in  which  it  has  functioned  in  the  past. 

Department  of  Education — Relations  with  the  De- 
partment of  Education  for  the  past  year  have  been  ex- 
cellent. 

The  FMA  Committee  on  Child  Health  serves  as  School 
Health  Medical  Advisory  Committee  to  the  Department  of 
Education  and  the  Division  of  Health,  Department  of 
Health  and  Rehabilitative  Services.  In  this  capacity,  the 
Committee  holds  regular  quarterly  meetings  at  which  ap- 
propriate staff  members  from  the  Department  of  Edu- 
cation are  present.  A variety  of  matters  affecting  Florida’s 
public  schools  are  considered  and  acted  upon.  Recom- 
mendations emanating  from  the  Committee  are  imple- 
mented through  the  Department  of  Education. 

The  committee  feels  that  the  relationship  between  the 
Florida  Medical  Association  and  the  Florida  Department 
of  Education  is  unique.  We  hope  to  make  this  mechanism 
even  more  effective  in  the  future. 

Tuberculosis  Board — Under  the  new  constitution  and 
government  reorganization,  the  Tuberculosis  Board  no 
longer  exists  in  any  capacity. 

Mental  Retardation — \Vork  has  been  concentrated  this 
vear  on  preparing  for  a program  on  Mental  Retardation 
to  be  presented  as  part  of  the  general  sessions  at  the  1970 
Annual  Meeting  of  the  Florida  Medical  Association.  Talks 
will  be  given  by  several  authorities  in  the  field  in  gene-al, 
and  a question  and  answer  period  will  permit  time  for 
discussion. 

Department  of  Commerce,  Division  of  Labor — Dur- 
ing the  year  1969,  close  liaison  was  mainta'ned  whh  the 
Florida  Industrial  Commission,  now  called  the  Depart- 
ment of  Commerce,  Division  of  Labor,  under  government 
reo’ganization.  The  committee  continued  to  cooperate 
with  the  Commission,  particularly  relating  to  claims,  and 
did  on  many  occasions  review  questions  submitted  by  this 
department,  to  make  the  handling  of  doctor  claims  easier. 
Frequently  it  is  a matter  of  interpreting  what  procedure 
should  be  labeled  what,  and  on  many  occasions  actually 
translating  medical  terminology  to  lay  termmology.  The 
committee  made  no  effort  to  up-date  the  Medical  Fee 
Schedule  as  this  endeavor  is  being  ca  ried  out  by  the 
FM.\  ad  hoc  Committee  on  Workmen’s  Compensation. 

It  was  felt  that  the  liaison  between  the  staff  of  the 
Florida  Industrial  Commission  and  the  Florida  Medical 
■Association  was  quite  good  and  excellent  cooperation  was 
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received,  specifically  from  Mr.  Garner,  Mr.  Swing  and 
Mr.  Herbert. 

Division  of  Mental  Health — Liaison  with  the  Divi- 
sion of  Mental  Health  has  been  maintained  largely  through 
the  Association’s  Committee  on  Mental  Health  and  its  ac- 
tivities. During  the  past  year,  the  Division’s  emphasis 
has  been  upon  development  of  the  Community  Mental 
Health  Centers  program,  to  minimize  the  patient  load  in 
state  hospitals  and  provide  care  insofar  as  possible  in 
patients’  home  areas.  For  details,  reference  is  suggested 
to  the  annual  report  of  the  Committee  on  Mental  Health 
and  the  Council  on  Medical  Services. 

RECOMMENDATIONS 

1.  Support  of  the  legislative  program  de- 
scribed in  order  to  increase  interest  and 
support  in  this  area. 

2.  Continue  efforts  to  bring  better  liaison  be- 
tween the  staffs  working  in  the  various 
facilities  for  care  of  the  mentally  retarded 
and  the  Florida  Medical  Association. 

3.  Closer  liaison  with  lay  groups  working 
the  field  of  mental  retardation. 

Supplemental  Report 

Council  on  Legislation  and  Public  Agencies 
Committee  on  State  Legislation 
Changes  in  Medical  Practice  Act 

The  Committee  on  State  Legislation  was  advised  of 
the  determination  and  pressure  by  members  of  the  Florida 
legislature  for  some  type  of  legislation  dealing  with  reci- 
procity for  medical  licensure  in  Florida. 

Your  committee  does  not  request  any  form  of  reci- 
procity at  the  present  time  but  does  recommend: 

(Referred  to  Board  of  Governors) 

1.  Approval  in  principle  of  licensure  by  en- 
dorsement or  examination  with  discretion- 
ary powers  left  to  the  Board  of  Medical 
Examiners. 

[2.  Waiver  of  citizenship — Xot  .Adopted.] 

B.  Definition  of  Practice  of  Medicine 

The  Board  of  Governors  presented  the  following  state- 
ment to  the  committee  for  its  consideration  and  recom- 
mendation: 

“That,  in  view  of  a proliferation  of  health  disciplines 
and  splintered  licensure,  certification  and  registration  laws 
regulating  them,  the  Association  undertake  a careful,  in- 
depth  study  of  state  regulation  of  professions  and  voca- 
tions delivering  health  care,  with  the  objective  of  develop- 
ing long  range  policy  and  legislation  in  the  public  interest; 
that  the  .\ssociation  reaffirm  its  position  that  the  statutory 
privileges  of  allied  groups  should  be  restricted  through  the 
Medical  Practice  .\ct  or  any  way  possible;  that  this  rec- 
ommendation be  referred  to  the  Committee  on  State  Leg- 
islation for  their  support  if  at  all  possible.” 

.•\fter  an  indepth  discussion  of  this  matter  the  fol- 
lowing resolution  was  passed: 

(Referred  to  Board  of  Governors) 
That  the  Florida  Medical  Association  sponsor 
an  amendment  to  the  Medical  Practice  Act 
that  will  more  adequately  and  fully  define 
the  practice  of  medicine  and  that  in  addition 
professions  exempted  from  the  Medical  Prac- 
tice Act  be  limited  to  osteopathy,  podiatry  and 
dentistrv. 


Council  on  Specialty  Medicine 

Recommendation  (Medical  Practice  Act) 

“This  recommendation  of  the  Council  on  Spe- 
cialty iMedicine  is  very  similar  to  Item  8 in  the 
supplemental  report  of  the  Council  on  Legislation 
and  State  Agencies  just  considered. 

“Your  Reference  Committee  recommends  that 
this  portion  of  the  report  of  the  Council  on  Spe- 
cialty^ iMedicine  also  be  referred  to  the  Board  of 
Governors  for  further  study  and  possible  legisla- 
tive action  next  year.” 

Motion  carried.  (See  report  of  Council  on  Spe- 
cialty ^ledicine,  page  32). 

Council  on  Medical  Services 

Recommendation  No.  3 (Plasmapheresis) 

“Your  Reference  Committee  was  advised  that 
the  Report  of  the  Committee  on  Blood,  dealing 
with  plasmapheresis,  was  considered  by  Reference 
Committee  Xo.  II — Public  Policy,  and  that  this 
report  contains  a recommendation  that  the  State 
Board  of  Medical  Examiners  be  asked  to  assume 
the  responsibility  for  developing  regulations  for 
plasmapheresis.  Since  it  is  not  clear  at  this  time 
whether  legislation  would  be  required  to  enable 
the  State  Board  of  Medical  Examiners  to  assume 
this  responsibility",  your  Reference  Committee 
recommends  that  no  action  on  Recommendation 
X*o.  3 of  the  Council  on  INIedical  Services  be  taken 
at  this  time,  but  that  this  item  be  referred  to  the 
Board  of  Governors  for  active  study.” 

Motion  carried.  (See  report  of  Council  on 
iMedical  Services,  page  38). 

Recommendation  No.  8 (Abortion  Legislation) 

“There  was  much  discussion  on  Recommenda- 
tion XM.  8 and  the  Board  of  Governors’  note  on 
p.  36  before  your  Reference  Committee.  .At  the 
request  of  your  committee,  Dr.  Erank  Parish, 
Chairman  of  the  Committee  on  Maternal  Health, 
was  asked  to  prepare  a statement  for  consideration 
by  the  committee  which  would  clarify  Recom- 
mendation X’o.  8 and  the  Board  of  Governors’ 
note.  The  statement  submitted  by  Dr.  Parish  is 
as  follows; 

Recommendation  by  E'M.A  to  the  State 
Legislature  with  Reference  to  the 
.Abortion  Law. 

‘The  Florida  Aledical  .Association  believes 

that  the  liberalization  of  the  abortion  law  in 
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the  State  of  Florida  should  be  passed;  ho\A’- 
ever,  it  is  believed  that  the  North  Carolina 
type  law  is  preferable  to  the  Hawaii  type  law. 
With  this  in  mind,  the  following  recommenda- 
tions are  made: 

‘1.  An  abortion  may  be  performed  to  pro- 
tect the  life  or  the  health  of  the  mother,  health 
of  the  mother  to  include  physical  or  mental 
health. 

‘2.  An  abortion  should  be  allowed  when 
there  is  a reasonable  medical  certainty  that  the 
pregnancy  would  result  in  a defective  child. 

‘3.  Abortion  should  be  alloAved  folloAving 

rape,  statutory  or  forceful,  and  incest. 

‘4.  Consideration  should  be  given  to  estab- 
lishing a residency  requirement  of  three 
months. 

‘This  recommendation  by  the  F]M.\  is  fur- 
ther made  because  of  recent  court  decisions  in 
the  United  States  which  would  indicate  that 
our  present  law  allowing  abortion  only  to  save 
the  life  of  the  mother  may  soon  be  declared 
unconstitutional  and  this  would  result  in  no 
abortion  law  for  the  State  of  Florida.  It  is 
believed  that  guidelines  for  abortion  by  phy- 
sicians on  legal  grounds  should  be  definite.’ 

“Your  Reference  Committee  is  concerned  about 
the  possibility  of  a future  court  decision  rendering 
Florida’s  present  abortion  law  invalid  and  be- 
lieves that  immediate  legislative  action  is  neces- 
sary, since  the  principles  set  forth  in  this  state- 
ment by  Dr.  Parish  may  be  achievable  in  the  cur- 
rent session  of  the  Florida  Legislature. 

“Your  Reference  Committee  therefore  recom- 
mends that  this  statement  be  substituted  for  Rec- 
ommendation 8 and  the  Board  of  Governors’  note 
and  that  it  be  adopted.” 

Motion  carried.  (See  report  of  Council  on 
Medical  Services,  page  39). 

Recommendation  No.  9 
(Mental  Health  Legislation) 

“.•\11  testimony  before  your  Reference  Commit- 
tee was  favorable  on  Recommendation  No.  9. 
Your  Reference  Committee  therefore  recommends 
adoption  of  this  recommendation.” 

IMotion  carried.  (See  report  of  Council  on 
iMedical  Services,  page  39). 

Recommendation  No.  15 
(Pesticide  Control  Legislation) 

“Testimony  before  your  Reference  Committee 
by  Dr.  Richard  Modes,  Chairman  of  the  Public 
Health  and  Welfare  Committee  of  the  House  of 
Representatives,  indicated  that  legislation  of  the 
type  proposed  in  Recommendation  No.  15  is  cur- 
rently being  considered  by  the  Florida  Legislature 
and  that  this  legislation  has  an  excellent  chance 


of  passage.  Although  adoption  of  this  recommen- 
dation would  not  appear  necessary  to  achieve  a 
satisfactory  legislative  result,  your  Reference 
Committee  is  in  sympathy  with  its  intent,  but  be- 
lieves that  the  words  ‘hastily  conceived’  (line  36) 
should  be  deleted. 

“Recommendation  No.  IS  would  therefore 
read: 


‘15.  That  the  Association  (a)  express  con- 
cern over  the  increasing  problem  of 
toxic  pesticides  in  the  environment, 
(b)  recognize  the  need  for  controls 
upon  indiscriminate  and  unsafe  use  of 
pesticides,  (c)  support  further  scien- 
tific study  in  this  field,  and  (d)  not 
support  legislative  measures  totally 
banning  such  agents.’ 

“Your  Reference  Committee  recommends  the 
adoption  of  this  recommendation  as  amended.” 

Dr.  Charles  Kahn,  Escambia:  “I  offer  an 

amendment,  to  substitute  the  word  ‘immediately’ 
for  the  Avord  ‘totally’  [so  item  (d)  AA’ould  read: 
‘not  support  legislative  measures  immediateh'^ 
banning  such  agents’],  as  I think  that  in  the  fu- 
ture Ave  AA'ould  be  able  to  support  total  banning.” 
The  amendment  Avas  seconded. 

Dr.  Modes  discussed  the  amendment. 

The  amendment  carried;  the  recommendation 
of  the  Reference  Committee  carried  as  amended. 
(See  report  of  Council  on  IMedical  Services,  page 
39). 


Report  of  Board  of  Governors 

Resolution  69-29 

“This  resolution  dealing  Avith  ‘Hospital  IMedi- 
cal  Staffs,’  Avas  approved  in  principle  by  the  1969 
House  of  Delegates  and  referred  to  the  Board  of 
Governors  for  appropriate  amendments.  After 
consultation  Avith  the  Judicial  Council  and  the 
Committee  on  Hospitals,  the  Board  of  Governors 
stated  that  it  Avas  not  appropriate  to  support  this 
legislation  and  believed  that  the  principles  contain- 
ed in  it  could  be  better  implemented  otherAvise 
through  stronger  medical  staff  by-laAvs  and  rules 
and  regulations. 

“Testimony  before  your  Reference  Committee 
indicated  that  H.B.  1705,  Avith  Avhich  Resolution 
69-29  Avas  concerned,  has  been  re-drafted  and  is 
noAv  in  more  acceptable  form.  Testimony  also  Avas 
presented,  hoAvever,  that  actu'e  support  of  this 
re-drafted  bill  No.  H.B.  3887  by  the  Florida 
jMedical  Association  Avould  place  the  Association 
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in  an  inconsistent  position  with  respect  to  support 
of  the  Governor’s  veto  of  H.B.  348  (the  Osteo- 
pathic Hospital  Privilege  Bill). 

“Your  Reference  Committee  is  in  sympathy 
with  the  intent  of  H.B.  3887,  but  believes  that 
active  support  of  it  by  the  Florida  Medical  As- 
sociation at  this  time  might  well  result  in  an  over- 
riding of  the  Governor’s  veto  of  H.B.  348.  For 
this  reason,  your  Reference  Committee  recom- 
mends that  H.B.  3887  be  endorsed  in  principle, 
but  that  no  active  support  be  given  during  the 
current  session  of  the  Florida  Legislature.” 

Dr.  Harold  Yount,  Palm  Beach:  “I  would  like 
to  offer  an  amendment,  in  the  last  three  lines  of 
the  reference  committee  recommendation,  to  put 
the  recommendation  on  a positive  basis.  Rather 
than  saying  “but  that  no  active  support  be  given,” 
amend  it  to  read  “and  that  active  support  be 
given.”  This  puts  the  whole  thing  on  a positive 
basis  and  there  is  no  room  for  confusion.” 

Dr.  Mullen:  “This  whole  issue  is  confusing 
to  most  of  us.  Our  attitude  has  been  such  that 
we  have  very  forcefully  throughout  the  state  at- 
tempted to  inform  the  Governor  and  the  legislators 
that  we  did  not  want  the  state  legislature  involved 
in  diluting  the  authority  of  local  Boards  to  decide 
who  should  practice  medicine  on  our  medical 
staffs.  This  is  the  position  for  which  we  have 
fought  so  long,  and  we  think  we  will  prevail  in 
sustaining  the  Governor’s  veto.  Our  reason  for 
concern  over  this  particular  bill  is  that  this  would 
seem  to  say  that  we  do  need  the  legislature  to  in- 
volve itself.  This  puts  us  in  an  inconsistent  and 
untenable  position.” 

Dr.  Yount:  “This  is  being  clouded.  Let’s 

define  what  this  bill  does,  and  what  Substitute 
348  does.  Substitute  Bill  348,  which  the  Governor 
vetoed,  says  you  have  to  take  osteopaths  on  the 
hospital  staff.  This  bill  says  the  administration 
can  not  throw  a man  off  the  staff.  There  is  noth- 
ing inconsistent  about  these  two  bills.  There  is 
nothing  about  it  that  takes  it  out  of  the  hands  of 
the  hospital  staff.  After  consideration  by  several 
committees,  the  legal  counsel  for  the  Board  of 
Medical  E.xaminers  rewrote  the  bill.  The  rewrite 
says  that  if  the  hospital  administration  throws  a 
man  off  the  staff,  he  can  appeal  to  the  Board  of 
Medical  Examiners  and  they  will  hear  his  case. 
This  protects  the  doctor  being  simply  thrown  off 
the  staff,  throwing  the  patients  into  confusion, 
when  there  is  no  reason  for  it.  At  the  same  time, 
if  he  needs  throwing  off  the  staff,  the  hospital  ad- 
ministration should  be  more  than  grateful  for  this 
law,  which  would  put  the  Board  of  Medical  Ex- 


aminers squarely  behind  them.  There  are  third 
party  pressures  brought  to  bear  upon  hospital 
administrators,  for  financial  and  other  reasons. 
-Mso,  there  is  a move  afoot  to  try  to  force  all  doc- 
tors into  groups;  and  there  is  a move  afoot  to  try 
to  contract  out  medical  care  on  a capitation  basis. 
This  law  doesn’t  ask  for  a thing  except  a fair  deal 
for  the  doctors.  It  is  not  abrasive  nor  even  aggres- 
sive; but  it  is  a defense  weapon.  Let’s  defend  our- 
selves. I don’t  understand  the  opposition  to  this 
bill.” 

Dr.  Zellner:  “I  can  certainly  understand  the 
intent,  the  protection,  of  this  bill;  but  this  is  the 
wrong  way  to  do  it.  I went  to  Tallahassee  with 
a group  of  doctors  to  talk  to  the  Governor  about 
vetoing  C.S.  348.  We  gave  him  a number  of  rea- 
sons why  he  should  veto  it.  He  selected  just  one 
of  these  reasons — he  said  there  are  enough  laws  to 
regulate  medical  staffs  now;  we  don’t  need  the 
legislature  to  do  it.  Nobody  could  say  it  better 
than  the  Governor  has.  At  a time  when  we  are 
objecting  to  the  federal  government,  state  govern- 
ment, and  everybody  else  telling  us  how  to  run 
our  business,  we  are  going  to  the  legislature  and 
asking  them  to  keep  us  on  the  hospital  staff.  We 
might  be  opening  the  door  for  them  to  tell  us  how 
to  run  our  business  year  after  year.  The  intent 
of  the  bill  may  be  good,  but  it  is  a very  bad  way 
to  do  it,  and  I urge  you  to  sustain  the  Reference 
Committee’s  recommendations.” 

A motion  to  table  failed  to  carry. 

The  amendment  failed  to  carry. 

The  recommendation  of  the  Reference  Com- 
mittee carried.  (See  report  of  Board  of  Governors, 
page  47). 

The  House  recessed,  to  reconvene  at  9:00  a.m. 
on  Sunday,  IMay  10,  1970. 


U 


Senator  Robert  W.  Packwood,  Oregon,  was  guest  speak- 
er at  the  FLAMPAC  luncheon  on  Friday,  May  8. 
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Third  House  of  Delegates 


The  third  meeting  of  the  House  of  Delegates 
convened  at  9:10  a.m.  on  Sunday,  iMay  10,  1970, 
in  the  Regency  Room  of  the  Diplomat  Hotel, 
Holl\^vood-by-the-Sea,  with  Dr.  Charles  K.  Done- 
gan.  Speaker  of  the  House,  presiding. 

Dr.  Thompson,  Chairman  of  the  Credentials 
Committee,  reported  245  delegates  present,  repre- 
senting a quorum  of  eligible  delegates  and  a ma- 
jority of  component  county  medical  societies 
represented.  Dr.  Thompson  moved  that  the  House 
be  seated. 

Motion  carried. 

DELEG.\TES 

.\L.\CHU.\ — John  W.  .\ndrews,  Billy  Brashear,  Edward 
G.  Byrne,  George  T.  Singleton,  I.  Ir\-ing  Weintraub 
(.\bsent — J.  Russell  Green  Jr.,  William  C.  Ruffin  Jr.). 
B.\Y — (.\bsent — John  F.  Mason  Jr.,  James  Poyner). 
BRE\'.\RD — Jack  Bechtel,  Donald  Biyan,  X.  Frank  Fain 
Jr.,  Michael  Foley,  John  Kaminski,  Robert  Seelman, 
Joseph  Von  Thron. 

BROW.\RD — Robert  L.  .\ndreae,  Robert  J.  Brennan, 
Gordon  B.  Carver,  Frederick  W.  Fisher,  Paul  E.  Gut- 
man, David  C.  Lane,  John  H.  Mickley,  Ray  E.  Mur- 
phy Jr.,  Henry  D.  Perry  Jr.,  Daniel  C.  Smith,  W. 
Dotson  Wells,  John  I.  Williams  (.\bsent — Miles  J. 
Bielek,  Richard  S.  Doyle,  John  R.  Mahoney,  J.  G. 
Mc.\llister,  Robert  U.  iloersch,  Robert  H.  Pfeifer, 
Lees  M.  Schadel,  Diran  M.  Seropian). 
CH.\RLOTTE— Carl  X.  Reillv. 

CL.W— William  Mulford. 

COLLIER — Fred  .4.  Butler  (.\bsent  — Courtlandt  D. 
Berr\-). 

COLUMBL4— Frank  E.  ,\del. 

D.4DE — Julius  .\lexander,  David  J.  Becker,  Jerome  Ben- 
son, Rufus  K.  Broadaway,  James  B.  Byrne,  Gerard 
Carter,  Richard  C.  Clay,  Vincent  P.  Corso,  Edward 
Cullipher,  John  E.  Cunio,  Dewitt  C.  Daughtry,  Joseph 
Davis,  Richard  C.  Dever,  Robert  F.  Dickej',  Lee  Dock- 
er>',  L.  W.  Dowlen,  Miguel  Figueroa,  Joseph  Fitzgerald, 
M.  Eugene  Flipse,  James  J.  Goodman,  Leo  Grossman, 
Henry  Hardin,  C.  D.  Holmes  Jr.,  James  W.  Holmes, 
James  T.  Hutson,  .Albert  C.  Jaslow,  Walter  Jones  HI, 
Simon  I.  Kemp,  Eugene  Konrad,  H.  .4.  P.  Leininger, 
Ronald  Mann,  Donald  Marion,  Ildefonso  R.  Mas, 
Charles  .4.  Monnin  Jr.,  Sheldon  D.  Munach,  G.  B. 
Paxton  Jr.,  James  C.  Pringle  Jr.,  Walter  Sackett  Jr., 
Daniel  L.  Seckinger,  Everett  Shocket,  Gilbert  B.  Sny- 
der, Donald  Stannus,  Chauncey  Stone  Jr.,  Mario  Stone, 
William  Straight,  Charles  F.  Tate,  Maynard  Taylor, 
-4rthur  Wood  Jr.,  Scheffel  Wright  (.4bsent — Clinton  L. 
Border,  Harvey  E.  Brown,  Manuel  L.  Carbonell,  Ches- 
ter CasseU,  Francis  Cooke,  \'ictor  D.  Dembrow,  Milton 
Goldman,  Maurice  Greenfield,  Jim  C.  Hirschman,  Paul 
Jarrett,  James  R.  Jude,  Robert  Katims,  John  Liebler, 
Walter  Sackett  Jr.,  M.  Murray  Schechter,  Xelson 
Ziv’tz). 

DESOTO-H.4RDEE-GLADES — Calvin  Martin. 

DU\'.4L — James  L.  Borland  Jr.,  Robert  J.  Brown,  Clyde 
M.  Collins,  James  H.  Corwin  II,  Thomas  S.  Edwards, 
Joseph  Fa'rington,  John  J.  Fisher,  Stephen  P.  Gyland 
Jr.,  Donald  R.  Hagel,  Karl  B.  Hanson,  L.  E.  Masters, 
Thad  Moseley,  Hariy  W.  Reinstine  Jr.,  C.  Burling 
Roesch,  John  .4.  Rush  Jr.,  Guy  T.  Selander,  William 
.4.  \'an  Xortwick,  James  W.  Walker. 


ESC.4MBL4 — \\ . .4.  Covell,  Charles  J.  Kahn,  Julian  0. 
Olsen  Jr.,  Philip  B.  Phillips,  Earl  G.  Wolf  (.4bsent — 
Lockland  4'.  Tvler). 

FR.4XKLLX-GULF— Joe  Hendrix. 

HIGHL.4XDS — Donald  C.  Hartwell. 

HILLSBOROUGH — Richard  H.  Blank,  Ernest  R.  Bour- 
kard,  Francis  C.  Coleman,  Richard  G.  Connar,  John  C. 
Fletcher,  Richard  S.  Hodes,  James  M.  Ingram,  Victor 
H.  Knight,  Eugene  B.  Maxwell,  W.  Mahon  Myers, 
Charles  L.  Pope,  William  W.  Trice,  Harold  L.  William- 
son, James  .4.  Winslow,  Henry  L.  Wright. 

IXDI.4X’  RI4‘ER — Hampton  L.  Schofield,  David  Tingle. 

L. 4KE — Bergen  F.  Brokaw,  J.  Basil  Hall. 

LEE-HEXDRV — James  L.  Bradley,  Larry  P.  Garrett, 

H.  Quilban  Jones  Sr.,  Edward  W.  Salko. 
LEOX-W.4KULL.4-JEFFERSOX— E.  G.  Haskell,  X.  H. 
Kraeft,  George  X'.  Lewis,  Robert  X4  Webster. 

M. 4DISOX — (.Absent — .4.  F.  Harrison). 

M.4X.4TEE — Irving  Hall,  Roger  Meyer,  Joseph  X'ewhall. 
M.4RIOX — .41ex  Goula-d,  Henrv-  Harrell. 

MOXROE — Jaime  M.  Benavides. 

X.4SS.4U — (.Absent — Cecil  B.  Brewton). 

OK.4LOOS.4 — W.  W.  Thompson  (.Absent — Malcolm  C. 
Crotzer). 

OR.4XGE — .Axel  W.  .Anderson,  X'orman  F.  Coulter,  Rob- 
ert W.  Curr>-,  Joseph  Flynn,  Tniett  H.  Frazier,  How- 
ard B.  Goodrich,  Paul  C.  Ha'-ding,  David  H'cks, 
Robert  T.  Hoover,  Harold  W.  Johnson,  Louis  C.  Mur- 
ray, George  .4.  Xeder,  Edward  W.  Stoner,  Thomas  B. 
Thames,  Aides  W.  Thomley. 

P.4LM  BE.4CH — Carl  E.  .Andrews,  Vernon  B.  -Astler, 
James  R.  Brandon,  Jeriy  F.  Cox,  Maximilian  .4.  Cris- 
pin, John  J.  Farrell,  James  R.  Forlaw,  Bernard  Kim- 
mel,  Richard  B.  Moore  Tr.,  H.  John  Richmond,  L. 
Myrl  Soivey,  Governor  M.  Witt,  Harold  .4.  Vount. 
P.4XH.4XDLE — W'H'am  F.  Brunner,  James  B.  O’Connor. 
P.4SCO-HERX.4XDO-CITRUS  — James  W.  Basinger, 
Samuel  R.  Miller  Jr. 

PIXELL.4S — Joseph  .4.  Ezzo,  .Allyn  B.  Giffin,  Douglas 
W.  Hood,  David  S.  Hubbell,  Charles  .4.  Johnson.  John 
T.  Ka-aphillis,  Charles  H.  Lasley,  Jack  .4.  MaCn's, 
Donald  G.  Xikoiaus.  Da\-id  T.  Overbey,  Thomas  M. 
Quehl,  George  H.  Welch  Jr.,  .Abbott  Y.  Wilcox  Jr., 
Walter  H.  Winchester,  Rowland  E.  Wood  (.Absent — 
James  M.  Stem,  Richard  C.  Trump). 

POLK — James  R.  Boulware  II,  J.  Gerard  Converse,  How- 
ard M.  DuBose,  Spencer  R.  Garrett.  John  W.  Glotfelty, 
Willa’-d  E.  Manry  Jr.,  John  H.  Miller,  John  C.  Moore 
Tr.,  .Angelo  P.  Spoto  Jr. 

PUtX.AM— (.Absent— Roy  E.  Campbell). 

ST.  JOHXS— William  W.  O’Connell. 

ST.  LUCIE-OKEECHOBEE-M.4RTIX— John  M.  Gun- 
solus,  Howard  C.  McDermid. 

S.4XT.4  ROS.4 — (.Absent — John  P.  Merchant). 

S. 4R.4SOT.4 — Irxing  .4.  Beychok,  John  M.  Butcher,  Sam- 

uel E.  Kaplan,  Franklin  H.  Pfeiffenberger,  Karl  R. 
Rolls,  Millard  B.  White. 

SEMIXOLE— Fred  lonata,  Luis  Pe^ez. 
SUW.4XXEE-H.4MILTOX-L.4F.4YETTE  — (.Absent— 
Hugo  F.  Sotolongo). 

T. 4YLOR — Ba’'t  Knight. 

A’OLUSI.A — Bob  Bullwinkel,  Thomas  D.  Cook,  James 
Demming,  William  H.  Harrison  Jr.,  (Jeorge  .4.  Thomp- 
son (.Absent — Richard  W.  Snodgrass). 

W-4LTOX — (.Absent — Howa’-d  F.  Cur-ie). 

COUXCIL  OX  SPECL4LTV  MEDICLXE— Frederick  C. 
.And-ews,  James  D.  Beeson,  Jack  H.  Bowen,  .Andre  S. 
Capi,  James  W.  Clower  Jr.,  Emmet  F.  Ferguson  Jr., 
John  M.  Hamilton,  Josenh  G.  Matthews,  William  T. 
Mixson,  Sanford  .4.  Alullen,  Edward  J.  Sullivan  Jr. 
(.Absent — West  Bitzer,  David  W.  Goddard,  Samuel  G. 
Hibbs,  Robert  E.  Rabom,  Richard  G.  Skinner  Jr.). 
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DELEGATES  TO  AMA— Jere  W.  Annis,  Francis  T.  Hol- 
land, Robert  E.  Zellner  (Absent — Burns  A.  Dobbins 
Jr.). 

PAST  PRESIDENT  AMA— (Absent— Edward  R.  Annis). 
OFFICERS  AND  BOARD  OF  GOVERNORS— Henry  J. 
Babers  Jr.,  Jack  Q.  Cleveland,  James  T.  Cook,  James 
F.  Cooney,  William  J.  Dean,  Charles  K.  Donegan, 
Richard  M.  Fleming,  Floyd  K.  Hurt,  Eugene  G.  Peek 
Jr.,  VV.  Dean  Steward  (Absent — Russell  B.  Carson,  J. 
Maxey  Dell  Jr.,  Franklin  J.  Evans,  William  M.  C. 
Wilhoit) . 

BOARD  OF  PAST  PRESIDENTS— Samuel  M.  Day,  H. 
Phillip  Hampton,  Walter  C.  Jones,  John  D.  Milton, 
George  S.  Palmer,  W.  W.  Quillian,  W.  C.  Roberts,  Leo 
M.  \Vachtel  (.\bsent — Orion  O.  Feaster,  F.  K.  Herpel, 
Ralph  W.  Jack,  Edward  Jelks,  F.  H.  Langley,  Duncan 
T.  McEwan,  Robert  B.  Mclver,  W.  C.  Payne  Sr., 
Eugene  G.  Peek  Sr.,  W.  M.  Rowlett,  Joseph  S.  Stew- 
art, W.  C.  Thomas  Sr.). 

The  Speaker  recognized  distinguished  guests 
from  allied  professions:  Mrs.  Doris  Netzler,  Presi- 
dent, Florida  Medical  Assistants  Association;  Miss 
Marion  E.  McKenna,  R.N.,  President,  Florida 
Nurses  Association;  Mr.  Sidney  Simkovvitz,  Presi- 
dent-Elect, Florida  State  Pharmaceutical  Associa- 
tion; Dr.  H.  Larry  Gore,  Executive  Secretary, 
Florida  State  \"eterinary  Medical  Association; 
and  Miss  Eva  Bacon,  President,  Licensed  Prac- 
tical Nurses  Association  of  Florida. 

Dr.  Henry  D.  Perry,  chairman  of  the  Golf 
Tournament,  announced  the  winners  of  the  golf 
tournament:  Low'  gross  score.  Dr.  William  M.  C. 
Wilhoit;  low  net  score.  Dr.  James  Pringle. 

Dr.  Richard  G.  Connar,  chairman  of  the 
Tennis  Tournament,  announced  the  winners  of  the 
tennis  tournament. 

The  Speaker  read  telegrams  from  Dr.  and  Mrs. 
Burns  Dobbins,  and  from  Speaker  of  the  Florida 
House  of  Representatives,  Fred  Schultz. 

“Henry  Babers,  M.D.: 

Hong  Kong  greetings  and  best  wishes. 

Please  excuse  our  first  absence. 

Estelle  and  Dobbie.” 

“Dr.  Henry  Babers  Jr.; 

Regret  legislative  duties  prevent  my  visiting  with  you 
and  other  friends  in  the  FM.\.  Have  discussed  your 
program  with  Dr.  Sanford  Mullen,  Harold  Parham 
and  Scottie  Fraser.  .Assuring  you  of  my  wholehearted 
support,  I remain  sincerely, 

Fred  Schultz.” 

The  Speaker  announced  that  the  .Association’s 
highest  honor,  the  Certificate  of  Merit,  would  be 
presented  to  Dr.  Francis  T.  Holland.  He  asked 
Dr.  Nelson  Kraeft  and  Dr.  Jack  Cleveland  to 
escort  Dr.  Holland  to  the  rostrum,  and  read  the 
nomination. 

Dr.  Holland:  “I  would  like  to  recognize  my 
wife,  without  whose  help  I could  not  have  done 
all  I have  done  for  you.  Thank  you.” 


Dr.  Donegan  presents  the  Certificate  of  Merit  to  Dr. 
Holland. 


Certificate  of  Merit 

Whereas,  Francis  Turner  Holland,  M.D.,  of  Tallahassee, 
a prominent  and  respected  member  of  the  Florida  Medi- 
cal .Association  for  more  than  three  decades,  has  made  out- 
standing contributions  to  the  Association,  the  profession 
of  medicine,  the  public,  his  community  and  country,  and 
merits  special  recognition  for  his  achievements,  and 

Whereas,  This  distinguished  physician,  born  in  Green- 
wood, South  Carolina,  on  November  24,  1908,  attended 
Union  South  Carolina  High  School  at  Union,  South  Caro- 
lina; received  the  Bachelor  of  Science  degree  in  1930  and 
Doctor  of  Medicine  degree  in  1933  from  Emory  Univer- 
sity; completed  an  internship  at  Fitkin  Hospital  and  un- 
dertook further  specialized  training  at  Cook  County  Grad- 
uate School  of  Medicine  in  Chicago,  University  of  Penn- 
sylvania Graduate  School  of  Medicine  in  Philadelphia, 
University  of  Colorado  School  of  Medicine  in  Denver, 
Harvard  Graduate  Medical  School  in  Boston,  and  Tulane 
University  School  of  Medicine  in  New  Orleans,  and 

Whereas,  This  dedicated  physician  practiced  general 
medicine  in  Tallahassee  for  several  years  prior  to  entering 
the  United  States  .\rmy  .\ir  Force  on  June  7,  1942,  as  a 
medical  officer  with  the  rank  of  first  lieutenant;  served 
more  than  three  years  in  this  country  and  as  a flight 
surgeon  with  the  .^ir  Transport  Command  in  England, 
the  Gold  Coast  and  Nigeria,  West  Africa,  attaining  the 
rank  of  captain,  and 

Whereas,  This  honorable  physician  resumed  the  private 
practice  of  medicine  in  Tallahassee  specializing  in  general 
surgery  following  discharge  from  the  United  States  .Army 
.Air  Force  on  January  6,  1946,  and 

Whereas,  This  quietly  efficient  physician  has  been 
actively  interested  in  organized  medicine  since  1937;  served 
two  terms  as  president  of  the  Leon-Gadsden-Liberty- 
Wakulla- Jefferson  County  Medical  Society;  as  member 
and  chairman  of  numerous  committees  at  county  and 
state  levels;  as  a member  of  the  Board  of  Governors  of 
Florida  Medical  .Association;  as  a member  of  House  of 
Delegates  of  .American  Medical  .Association,  currently 
Chairman  of  the  Florida  Medical  .Association  delegation ; 
as  Vice  Councilor  for  the  District  of  Florida,  Southern 
Medical  .Association;  as  a member  of  the  Southeastern 
Surgical  Congress  and  United  States  Committee  of  World 
Medical  .Association;  as  a Fellow  of  .American  College  of 
Surgeons,  and  .Associate  Fellow  of  International  College 
of  Surgeons,  and 

Whereas,  This  inquiring  physician,  concerned  about 
the  health  of  persons  living  in  rural  areas  since  his  early 
days  of  medical  practice,  became  a forerunner  in  activities 
which  lead  to  cooperation  of  the  medical  profession  and 
leaders  in  agriculture  in  the  rural  health  movement;  was 
instrumental  in  establishing  the  Florida  Committee  on 
Rural  Health,  serving  as  Chairman  from  1956  to  1960 
and  currently  is  Chairman  Emeritus;  served  as  a member 
of  tbe  Council  on  Rural  Health  of  the  .American  Medical 
.Association  for  ten  years,  becoming  Chairman  in  1969,  and 
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Whereas,  This  energetic  physician  has  been  devoted 
to  the  deli%'ery  of  medical  care,  serving  as  Chief  of  Staff, 
Chief  of  Surgical  Service  and  member  of  Senior  Surgical 
Staff  of  Tallahassee  Memorial  Hospital,  and  on  the  staff 
of  the  Florida  A & M University  Hospital,  as  consultant 
to  Florida  State  University  Infirmary,  W.  T.  Edwards 
Hospital,  and  Jackson  Hospital  in  Marianna;  as  Chair- 
man of  the  Organization  Committee  of  the  Tumor  Clinic 
in  Tallahassee,  as  Director  of  the  Clinic  for  its  first  five 
years,  and  as  District  Surgeon  for  Florida  Crippled  Chil- 
dren’s Commission  since  1950,  and 

Whereas,  This  prominent  physician  has  used  his  in- 
fluence for  the  betterment  of  his  home  community  through 
participation  in  civic  affairs;  served  as  a member  of  the 
Board  of  Directors  of  Tallahassee  Chamber  of  Commerce, 
and  as  a panel  member  of  the  U.  S.  Chamber  Aircade  in 
Jacksonville;  therefore  be  it 

RESOLVED,  That  the  Certificate  of  Merit,  the  Florida 
Medical  Association’s  highest  honor,  be  presented  to  this 
considerate  gentleman,  eminent  Association  member,  and 
dedicated  community  and  professional  leader  in  recognition 
of  his  unselfish  and  generous  expenditure  of  time  and 
effort  throughout  the  years  on  behalf  of  the  public,  the 
profession  and  the  Association. 

The  Speaker  announced  the  presentation  of  the 
Certificate  of  .Appreciation  to  Dr.  Edward  G.  Has- 
kell Jr.,  and  asked  Dr.  Palmer  and  Dr.  Webster 
to  escort  Dr.  Haskell  to  the  podium.  He  read  the 
nomination. 

Dr.  Ha.skell:  “I  would  like  to  recognize  my 
wife  and  ask  her  to  stand.  She  has  done  a lot 
during  the  years.  This  was  probably  given  me  by 
my  colleagues  for  some  of  my  dreams  in  legislative 
activities.  It  is  a gratification  to  me  that  since  I 
left  the  committee  most  of  the  things  I envisioned 
have  come  to  pass.  You  have  the  group  in  the 
legislature,  you  have  the  “Doctors  of  the  Day.” 
You  have  such  people  as  George  Palmer,  Frank 
Holland,  and  Charlotte  Maguire,  concerned  with 
health  care.  .A  lot  more  must  be  done  in  Talla- 
hassee; Scotty  Fraser  is  doing  a fine  job.  It  is  a 
pleasure  to  have  worked  in  this  program  in  the 
past,  and  I will  continue  to  do  my  part.” 

Certificate  of  Appreciation 

Whereas,  Edward  G.  Haskell  Jr.,  M.D.,  a respected 
member  of  the  Florida  Medical  .Association  for  two  dec- 
ades, has  made  a significant  contribution  to  the  practice 
of  medicine  in  this  state  and  nation,  to  the  .Association 
and  to  the  health  and  well-being  of  the  people  and  merits 
special  recognition  for  his  achievements,  and 

Whereas,  This  active  physician,  born  in  Jacksonxille  in 
1922,  was  educated  in  local  schools,  the  Citadel  at  Charles- 
ton, S.  C.,  and  in  1946  received  the  Doctor  of  Medicine 
degree  from  Duke  University  School  of  Medicine,  and 
Whereas,  This  loyal  physician  completed  a two  year 
surgical  residency  at  the  U.  S.  Xaval  Hospital  in  Long 
Beach,  Calif.,  and  subsequently  served  one  and  a half 
years  aboard  the  USS  Mount  McKinley,  and 

Whereas,  This  concerned  physician  began  the  private 
practice  of  medicine  at  Branford  in  1950,  attended  to  the 
needs  of  patients  from  an  extensive  rural  area  for  more 
than  eight  years  and  at  the  same  time  actively  participated 
in  the  Suvvannee-Hamilton-Lafayette  County  Medical  So- 
ciety serving  as  president  and  as  a delegate  to  the  Flor- 
ida Medical  .Association,  and 


Dr.  Donegan  presents  the  Certificate  of  Appreciation 
to  Dr.  Haskell. 


Whereas,  Due  to  changing  trends  in  rural  practice,  this 
dedicated  physician  moved  to  Tallahassee  in  1959  so  that  [ 
his  patients  might  have  the  benefits  of  an  urban  medical 
center  and  continued  his  interests  in  organized  medicine, 
and 

Whereas,  This  sincere  physician,  strongly  belie\-ing  that 
the  strength  and  future  of  medicine  would  be  decided  to 
a large  extent  in  the  political  arena,  served  as  chairman 
of  the  Committees  on  Legislation  for  the  Leon-Wakulla- 
Jefferson  County  Medical  Society,  Florida  .Academy  of 
General  Practice  and  Florida  Medical  .Association,  as  a 
member  of  the  .Association’s  Committee  on  National 
Legislation  and  of  the  executive  committee  of  Florida 
Medical  Political  .Action  Committee,  and  I 

Whereas,  This  considerate  physician,  was  instrumental 
in  establishing  a medical  dispensary  in  the  capitol  building 
at  Tallahassee  and  has  come  to  be  known  affectionately 
as  the  “Legislative  Doctor”  in  management  of  the  clinic, 
and 

Whereas,  This  dedicated  physician  also  served  as  presi- 
dent of  the  Florida  .Academy  of  General  Practice,  secre- 
tary-treasurer of  the  Leon- Wakulla- Jefferson  County- 
Medical  Society,  member  of  subcommittee  on  Individual 
Responsibility  Program  of  Florida  Medical  .Association, 
and  as  a member  of  the  Governor’s  Committee  on  Health 
and  Welfare,  and 

Whereas,  This  civic  minded  physician  served  as  presi-  . 
dent  of  Florida  State  University  Seminole  Boosters  and 
as  a director  for  ten  years,  as  director  of  Florida  Sheriffs 
Boy’s  Ranch,  as  chairman  of  the  committee  to  provide 
medical  personnel  for  the  ranch  clinic,  as  an  assistant 
scout  master,  director  of  Leon  County  United  Fund,  as 
a Rotarian  and  active  member  of  Trinity  Methodist  j 
Church;  therefore  be  it  j 

RESOLVED,  That  this  Certificate  of  .Appreciation,  1 
established  in  1961  for  the  purpose  of  acknowledging 
exceptionally  meritorious  service  and  awarded  now  for 
the  fifth  time,  be  presented  to  this  outstanding  member 
of  the  Florida  Medical  .Association  in  recognition  of  his 
many  contributions  to  the  people  of  this  state  and  nation 
and  to  the  profession  of  medicine. 

The  Vice  Speaker  asked  the  House  to  recognize 
Air.  Donald  Fraser,  manager  of  the  .Association’s 
new  Capitol  office. 

Dr.  Evans:  Vice  Speaker,  stated  that  due  to  [j 
the  undercurrent  that  the  vote  was  taken  on  the  ] 
Board  of  Governor’s  recommendation  concerning 

I 

Resolution  69-29,  Hospital  Medical  Staffs,  because  f; 
of  the  fixed  deadline  for  recess,  the  Chair  will  | 
entertain  a motion  to  reconsider  this  subject. 

Dr.  Yount:  “I  move  that  this  Resolution 

69-29  be  reconsidered.” 

The  motion  was  seconded.  i 

The  motion  to  reconsider  was  defeated. 
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Continuation  of 


Report  of  Reference  Committee  No.  IV 
Legislation  and  Miscellaneous 


Board  Action  No.  15.  Legislative  Activities 

Dr.  Coleman;  “Your  Reference  Committee 
heard  testimony  from  several  witnesses  on  this 
action  of  the  Board  of  Governors.  This  testimony 
brought  out  some  of  the  problems  that  have  been 
encountered  in  the  past  when  specialty  groups 
undertook  individual  legislative  action. 

“Your  Reference  Committee,  therefore,  recom- 
mends adoption  of  Board  Action  No.  15  with  one 
amendment — -that  the  word  ‘program’  in  line  53 
be  changed  to  ‘council.’  ” 

Motion  carried.  (See  report  of  Board  of  Gov- 
ernors, page  48). 

Board  Action  No.  20.  Procedures  and  Policies 

“Your  Reference  Committee  was  advised  that 
the  procedures  and  policies  for  the  Council  on 
Legislation  and  Public  Agencies  as  adopted  by  the 
Board  of  Governors  are  now  operative  and  that 
they  are  working  satisfactorily. 

“Your  Reference  Committee  therefore  recom- 
mends adoption  of  Board  Action  No.  20.” 

Motion  carried.  (See  report  of  Board  of  Gov- 
ernors, page  48). 

Board  Action  No.  26.  Title  XIX — Medicaid 

“Your  Reference  Committee  heard  much  testi- 
mony on  Title  XIX  (Medicaid),  as  it  is  currently 
being  implemented  in  Florida.  We  were  informed 
that  the  physicians  designated  to  advise  the  De- 
partment of  Health  and  Rehabilitative  Services 
on  Title  XIX  have  not  yet  been  officially  ap- 
pointed by  the  department.  Your  Reference  Com- 
mittee was  further  advised  that  there  is  little 
likelihood  of  adequate  funding  for  Title  XIX  by 
the  current  Florida  Legislature.  Concern  was  ex- 
pressed in  further  testimony  regarding  the  neces- 
sity of  accepting  assignments  under  Title  XIX. 

“Your  Reference  Committee  is  in  sympathy 
with  Board  Action  No.  26  with  the  addition  of 
the  following  statement: 

‘That  the  Board  of  Governors  continue 
their  efforts: 

‘1.  To  obtain  official  appointment  by  the 
Department  of  Health  and  Rehabilitative  Serv- 


ices of  the  physicians  nominated  to  advise  it; 

‘2.  To  obtain  adequate  funding  for  the 
Title  XIX  program; 

‘3.  To  change  the  federal  regulations  so  as 
to  permit  the  physician  a freedom  of  choice 
with  respect  to  accepting  assignments.’ 

“Your  Reference  Committee  recommends  the 
adoption  of  Board  Action  No.  26  as  amended.” 
iMotion  carried.  (See  report  of  Board  of  Gov- 
ernors, page  48). 

Board  Action  No.  28 
Board  of  Medical  Examiners 

“Your  Reference  Committee  was  advised  that 
$350,000  is  currently  held  in  the  trust  fund  for 
the  State  Board  of  Medical  Examiners,  but  that 
the  budget  as  recommended  by  the  Governor, 
which  is  being  considered  by  the  .Appropriations 
Committee  of  the  House  of  Representatives  and 
the  Ways  and  Aleans  Committee  of  the  Senate  is 
substantially  below  the  request  of  the  Board  of 
Medical  Examiners  for  the  coming  year. 

“Your  Reference  Committee,  therefore,  rec- 
ommends that  Board  Action  No.  28  be  adopted 
and  that  the  Board  of  Governors  be  urged  to  con- 
tinue its  efforts  to  obtain  an  adequate  budget  for 
the  State  Board  of  Medical  Examiners.” 

Motion  carried.  (See  report  of  Board  of  Gov- 
ernors, page  49). 

Board  Action  No.  29 
Allied  Health  Personnel 

“This  action  dealing  with  .Allied  Health  Per- 
sonnel was  considered  and  your  Reference  Com- 
mittee heard  only  favorable  testimony  for  this 
Board  action.  Your  Reference  Committee  there- 
fore recommends  that  Board  .Action  No.  29  be 
adopted.” 

Motion  carried.  (See  report  of  Board  of  Gov- 
ernors, page  49). 

Recommendation  No.  3.  Medical  Practice  Act 

“Your  Reference  Committee  heard  testimony 
indicating  that  registered  nurse  midwives  should 
be  added  to  the  group  of  physician  assistants, 
registered  nurses  and  licensed  practical  nurses  in 
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the  amendment  that  would  be  offered  to  the  Medi- 
cal Practice  Act. 

“Your  Reference  Committee  therefore  rec- 
ommends adoption  of  Recommendation  Xo.  3 
with  the  addition  in  line  41  after  ‘a  registered 
nurse/  the  words — ‘a  registered  nurse  midwife 
(nurse  obstetric  associate)’  so  that  the  recom- 
mendation will  read: 

‘3.  iNledical  Practice  Act — The  Board  of  Gov- 
ernors recommends  to  the  House  of  Dele- 
gates that  the  following  addition  be  made 
to  the  Medical  Practice  Act:  ‘Nothing  in 
this  article  shall  be  so  construed  as  to 
prohibit  service  rendered  by  a physician’s 
trained  assistant,  a registered  nurse,  a reg- 
istered nurse  midwife  (nurse  obstetric  asso- 
ciate), or  a licensed  practical  nurse  if  such 
service  be  rendered  under  the  responsible 
supervision  and  control  of  a licensed 
physician.’  ” 

Motion  carried.  (See  report  of  Board  of  Gov- 
ernors, page  49). 

Resolution  70-2 

Air  and  Water  Pollution  Legislation 
Lee-Hendry  County  Medical  Society 

Resolution  70-25 
Air  and  Water  Pollution 

Palm  Beach  County  Medical  Society 

“Since  Resolution  70-2,  Air  and  Water  Pollu- 
tion Legislation,  by  the  Lee-Hendry  County  Medi- 
cal Society,  and  Resolution  70-25,  Air  and  Water 
Pollution,  by  the  Palm  Beach  County  IMedical  So- 
ciety, both  dealt  with  essentially  the  same  subject, 
they  were  considered  together. 

“Testimony  was  presented  which  indicated  that 
legislation  which  would  achieve  the  objectives  set 
forth  in  these  two  resolutions  is  currently  pending 
in  the  Florida  Legislature. 

“Your  Reference  Committee  recommends  that 
Resolution  70-2  and  Resolution  70-25  be  adopt- 
ed.” 

Motion  carried. 

Resolution  70-2 

Air  and  Water  Pollution  Legislation 

Whereas,  It  is  evident  that  in  this  state,  country  and 
throughout  the  world,  the  problem  of  air  and  water  pol- 
lution is  rapidly  becoming  the  most  critical  facing  the 
human  race  and. 

Whereas,  Through  this  portal  mankind  may  face  e.x- 
tinction  in  the  near  future  and. 

Whereas,  Even  at  the  present  time  the  continued  pol- 
lution of  the  earth’s  air  and  water  is  deleterious  to  the 
health  and  well  being  of  all  living  organisms,  and. 

Whereas,  The  Florida  Medical  .\ssociation  is  primarily 
concerned  with  the  health  of  the  people  of  this  state, 
nation  and  throughout  the  world,  be  it  therefore 


RESOLVED,  That  the  Florida  Medical  .Association 
exert  whatever  influence  it  might  muster  to  urge  imme- 
diate action  by  the  legislative  bodies  of  this  state  to  es-  | 

tablish  laws  governing  pollution  of  the  air  and  water  l| 

throughout  the  state,  and  that  sufficient  financial  sup-  j 
port  be  supplied  to  insure  adequate  enforcement  of  these 
laws,  be  it  further 

RESOLVED,  That  the  Florida  Medical  .Association  1 
impress  upon  the  members  of  these  legislative  bodies  the  j 
urgency  of  this  need  and  the  lethal  consequences  that  will 
surely  result  from  continued  neglect  of  proper  legislative 
action. 

Resolution  70-25 

Air  anci  Water  Pollution 

Whereas,  The  hazards  of  air  and  water  pollution  are 
of  great  national  concern  and 

Whereas,  The  physicians  of  this  great  state  should 
actively  strive  to  correct  factors  in  their  countrj’  con- 
tributing to  air  and  water  pollution,  realizing  that  this 
pollution  encourages  illness  in  the  community.  Therefore 
be  it 

RESOLVED,  That  the  Florida  Medical  .Association 
actively  support  and  encourage  attempts  by  physicians 
to  correct  local  and  state-wide  environmental  health 
hazards. 

Resolution  70-8 
Chiropractic 

Alachua  County  Medical  Society 

“Resolution  70-8  Chiropractic,  submitted  by 
the  .Machua  County'  ^ledical  Society',  recommends 
that  the  Florida  Medical  .Association  support  dis- 
semination of  the  information  contained  in  the 
report  submitted  by  the  Secretary'  of  Health, 
Education  and  Welfare  to  the  Congress  of  the 
United  States  on  December  28,  1969,  regarding 
Chiropractic.  It  also  recommends  legislation 
denying  future  new  licensure  to  practitioners  of 
chiropractic.  Testimony'  before  y'our  Reference 
Committee  indicated  that  chances  of  obtaining 
legislation  which  would  deny'  licensure  to  practi- 
tioners of  chiropractic  in  the  future  are  very 
remote. 

“Testimony  in  support  of  continuing  public 
dissemination  of  information  about  chiropractic 
was  favorable. 

“Your  Reference  Committee  therefore  recom- 
mends that  Resolution  70-8  be  approved  with  the 
deletion  of  the  second  recommendation  (lines  4-5 
on  the  second  page).” 

Dr.  Singleton:  “I  would  like  to  add  an  amend- 
ment to  the  Reference  Committee’s  recommenda- 
tion: Rather  than  remove  the  second  recommen- 
dation, substitute  for  it:  “and  Resolved,  the  FM.A 
consider  legislation  deny'ing  future  licensure  to 
new  practitioners  of  chiropractic,”  thereby'  not 
insisting  that  we  have  this  legislation,  but  allow- 
ing the  Board  of  Governors  and  the  legislative 
committee  to  consider  it.”  The  amendment  was 
seconded. 
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The  amendment  carried. 

The  recommendation  of  the  Reference  Com- 
I mittee  carried  as  amended. 

Resolution  70-8 

Chiropractic 

! 

1 Whereas,  on  December  28,  1968,  the  Secretary  of  the 

I Department  of  Health,  Education,  and  Welfare  delivered 

I to  the  U.  S.  Congress  a complete  report  regarding  chiro- 
practic which  can  serve  as  a guideline  to  other  legislative 
bodies  concerned  with  regulation  of  chiropractic  practice, 

I and 

Whereas,  the  conclusions  of  this  report  are  as  follows; 
“1.  There  is  a body  of  basic  scientific  knowledge 
related  to  health,  disease,  and  health  care.  Chiro- 
practic practitioners  ignore  or  take  exception  to 
much  of  this  knowledge  despite  the  fact  that  they 
have  not  undertaken  adequate  scientific  research. 

2.  There  is  no  valid  evidence  that  subluxation,  if 
it  exists,  is  a significant  factor  in  disease  processes, 
i Therefore,  the  broad  application  to  health  care  of 

a diagnostic  procedure  such  as  spinal  analysis  and 
a treatment  procedure  such  as  spinal  adjustment 
is  not  justified. 

3.  The  inadequacies  of  chiropractic  education, 
coupled  with  a theory  that  de-emphasizes  proven 
causative  factors  in  disease  processes,  proven  meth- 
: ods  of  treatment,  and  differential  diagnosis,  make 

it  unlikely  that  a chiropractor  can  make  an  ade- 
quate diagnosis  and  know  the  appropriate  treat- 
ment, and  subsequently  provide  the  indicated  treat- 
ment or  refer  the  patient.  Lack  of  these  capabilities 
in  independent  practitioners  is  undesirable  because: 
appropriate  treatment  might  be  interrupted  or 
stopped  completely ; the  treatment  offered  could 
be  contraindicated;  all  treatments  have  some  risk 
involved  with  their  administration,  and  inappro- 
priate treatment  exposes  the  patient  to  this  risk 
unnecessarily. 

4.  Manipulation  (including  chiropractic  manipula- 
tion) may  be  of  valuable  technique  for  relief  of 
pain  due  to  loss  of  mobility  of  joints.  Research 
in  this  area  is  inadequate;  therefore,  it  is  suggested 
that  research  that  is  based  upon  the  scientific 
method  be  undertaken  with  respect  to  manipula- 
tion,” and 

Whereas,  the  recommendation  of  the  report  is  as  fol- 
' lows: 

“Chiropractic  theory  and  practice  are  not  based 
upon  the  body  of  basic  knowledge  related  to  health, 
disease,  and  health  care  that  has  been  widely  ac- 
cepted by  the  scientific  community.  Moreover,  ir- 
respective of  its  theory,  the  scope  and  quality  of 
chiropractic  education  do  not  prepare  the  practi- 
tioner to  make  an  adequate  diagnosis  and  provide 
appropriate  treatment.  Therefore,  it  is  recommend- 
ed that  chiropractic  serx-ice  not  be  covered  in  the 
Medicare  program.” 

RESOLVED,  1.)  That  the  Florida  Medical  Association 
supports:  Public  dissemination  of  the  findings  of  this 

report ; 

2.)  That  the  FM.\  consider  legislation  denying  fu- 
ture licensure  to  new  practitioners  of  chiropractic. 

Resolution  70-9 

Commending  the  Efforts  of  One  Marjorie 
Shearon  for  the  Welfare  of  Physicians 
Throughout  the  United  States 

William  C.  Roberts,  Delegate 

XoT  Adopted 

“This  resolution  was  submitted  by  William  C. 
Roberts,  M.D.,  as  an  individual.  It  would  instruct 


the  delegates  from  the  Florida  Medical  Association 
to  the  House  of  Delegates  of  American  Medical 
.Association  to  introduce  a resolution  which  would 
ask  the  AM.A  House  of  Delegates  to  advocate  an 
annual  stipend  for  life  of  $5,000  for  Alarjorie 
Shearon  in  recognition  of  her  outstanding  con- 
tributions in  the  fight  against  socialism  in  this 
country. 

“.Although  your  Reference  Committee  is  aware 
of  these  contributions  which  were  of  great  impor- 
tance for  many  years  in  providing  opponents  of 
socialism  with  vital  and  useful  information,  your 
Reference  Committee  is  also  aware  that  the  Board 
of  Trustees  of  the  .American  Medical  .Association 
considered  this  proposal  and  for  legal  and  other 
reasons  found  it  not  feasible. 

“A^our  Reference  Committee  therefore  recom- 
mends that  this  House  of  Delegates  again  take 
note  of  Mrs.  Shearon’s  outstanding  work  and  it 
further  recommends  for  reasons  given  above  that 
Resolution  70-9  not  be  adopted.” 

Alotion  carried,  and  Resolution  70-9  was  not 
adopted. 

Resolution  70-24 
Drug  Control  Legislation 

Dade  County  Medical  Association 

“This  resolution  was  introduced  by  the  Dade 
County  Aledical  .Association.  Testimony^  before 
the  Reference  Committee  indicated  that  this  res- 
olution is  consistent  with  the  legislative  program 
of  the  .American  Medical  .Association  in  supporting 
the  Hughes  Bill  transferring  responsibility  for 
control  of  psychotropic  drugs  from  the  Justice 
Department  to  the  Department  of  Health,  Educa- 
tion and  Welfare. 

“A'our  Reference  Committee  therefore  recom- 
mends adoption  of  Resolution  70-24.” 

Motion  carried. 

Resolution  70-24 

Drug  Control  Legislation 

Whereas,  The  Senate  of  the  United  States  passed  a 
Drug  Control  Bill  in  January  of  1970  which  primarily 
designated  the  Department  of  Justice  as  the  overseer,  con- 
troller, adjudicator,  investigator  and  prosecutor  of  psycho- 
tropic drugs,  and 

Whereas,  The  appraisal  and  research  of  designated 
drugs  would  come  under  the  aegis  of  a non-scientifically 
oriented  body,  be  it  therefore 

RESOLVED,  That  the  Florida  Medical  .\ssociation 
opposes  such  potentially  pernicious  and  dangerous  legis- 
lation, and  further 

RESOLVED,  That  the  Congress  of  the  United  States 
instead  consider  and  act  favorably  upon  the  Hughes  Bill, 
which  would  delegate  drug  use  and  abuse,  research  and 
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education,  to  the  Department  of  Health,  Education  and 
Welfare,  and  be  it  further 

RESOLVED,  That  the  American  Medical  .\ssociation 
delegates  from  the  Florida  Medical  Association  support 
the  American  Medical  .\ssociation,  already  strongly  com- 
mitted to  the  worthiness  and  urgency  of  this  resolution. 

Resolution  70-35 

Registration  Fee — Board  of  Medical  Examiners 
Dade  Countv  Medical  Association 

XoT  Adopted 

"On  this  resolution  introduced  by  the  Dade 
County  Medical  Association,  your  Reference  Com- 
mittee heard  testimony  from  Dr.  George  Palmer. 
Executive  Director  of  the  State  Board  of  Medical 
Examiners,  which  indicated  that  implementation 
of  this  resolution  would  result  in  all  physicians 
who  refused  to  pay  their  registration  fee  having 
their  license  to  practice  suspended,  since  payment 
of  the  registration  fee  is  a legal  requirement  in 
Florida. 

“Your  Reference  Committee  in  considering  the 
need  for  an  adequate  budget  for  the  State  Board 
of  Medical  Examiners  recommended  approval  of 
the  Board  of  Governors  action  Xo.  28. 

“Your  Reference  Committee  therefore  recom- 
mends that  Resolution  70-35  not  be  adopted.” 

Motion  carried,  and  Resolution  70-35  was  not 
adopted. 

Resolution  70-36 
Board  of  Medical  Examiners 
Dade  Count}'  Medical  Association 

XoT  .Adopted 

"This  resolution  was  introduced  by  the  Dade 
County  Aledical  Association.  This  calls  for  an 
investigation  of  programs  in  other  states  where 


separate  boards  for  the  enforcement  of  the  Medi- 
cal Practice  Act  have  been  created,  thus  separat- 
ing the  licensing  and  enforcement  functions  of  the 
State  Board  of  Medical  Examiners  into  two 
separate  boards. 

“Testimom’  before  your  Reference  Committee 
indicated  that  with  adequate  funding  the  State 
Board  of  Medical  Examiners  in  Florida  can  satis- 
factorily carry  out  both  of  these  functions. 

“Your  Reference  Committee  therefore  recom- 
mends that  Resolution  70-36  not  be  adopted.” 

Motion  carried,  and  Resolution  70-36  was  not 
adopted. 

“The  Chairman  would  like  to  express  appre- 
ciation to  the  many  members  of  the  Florida  Medi- 
cal Association  who  attended  our  meeting  and 
patiently  waited  for  the  particular  item  on  which 
they  wished  to  speak  and  for  the  wealth  of  infor- 
mation and  wisdom  which  they  added  to  the  com- 
mittee’s deliberations. 

“The  Chairman  also  thanks  the  members  of 
the  Reference  Committee,  who  were  all  in  attend- 
ance, and  who  were  so  painstaking  and  conscien- 
tious in  compiling  this  report.  My  sincere  appre- 
ciation to  Drs.  Karl  B.  Hanson,  Ray  E.  Murphy 
Jr.,  Rufus  K.  Broadaway,  Robert  X'.  Webster,  the 
committee  members,  and  to  Dr.  Robert  E.  Zellner, 
our  AM.A  Delegate,  who  assisted  us  in  an  advisory 
capacity.  Airs.  Alae  Alason’s  assistance  in  record- 
ing and  serving  so  ably  as  our  secretary  is  also 
appreciated. 

“This  completes  the  report  of  Reference  Com- 
mittee lY-Legislation  and  Aliscellaneous.” 


House  of  Delegates  in  session.  (From  left)  Dr.  Floyd  K.  Hurt,  Secretary-Treasurer,  Mr.  W.  Harold  Parham, 
Executive  Vice  President,  Dr.  Charles  K.  Donegan,  Speaker  of  the  House,  Dr.  Henry  J.  Babers,  President,  Dr. 
Franklin  J.  Evans,  Vice  Speaker,  Dr.  James  T.  Cook,  President-Elect  and  Dr.  Jack  Q.  Cleveland,  Immediate  Past 
President. 
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Report  of  Reference  Committee  No.  V 
Medical  Economics 


Dr.  Thad  Moseley,  chairman,  presented  the 
report  of  Reference  Committee  No.  V,  Medical 
Economics. 

Dr.  Moseley:  “Mr.  Speaker,  Mr.  President 

and  Members  of  the  House  of  Delegates;  The 
Committee  spent  from  9:30  a.m.  until  1:15  p.m. 
in  hearing  all  those  who  desired  to  be  heard  on 
matters  referred  to  Reference  Committee  No.  V 
in  the  Handbook  and  the  added  resolutions.  The 
Committee’s  recommendation  on  each  item  will  be 
submitted  separately,  and  we  request  that  each 
item  be  acted  upon  separately  before  proceeding 
to  the  next  item.” 

Council  on  Medical  Economics 

“Your  Committee  recommends  acceptance  of 
the  report  of  the  Council  on  Medical  Economics; 
however,  your  Committee  questions  the  reason  for 
the  Committee  on  Members  Insurance  (p.  70)  not 
meeting  for  a full  year  on  a subject  as  important 
as  insurance  and  requests  that  this  be  filed  as 
information. 

“Your  Committee  considered  the  subject  of 
travel  insurance  coverage  for  members  who  are 
private  pilots  and  recommends  that  private  pilot 
participation  in  our  present  insurance  coverage  be 
referred  to  the  Board  for  (study).” 

Dr.  Edward  Stoner,  Orange:  “I  move  to  delete 
the  word  ‘study’  from  the  reference  committee’s 
recommendation  and  substitute  the  word  ‘imple- 
mentation.’ ” The  amendment  was  seconded. 

Dr.  Stoner:  “This  has  been  referred  to  the 
Board  year  after  year.  This  particular  policy 
covers  the  riding  of  a passenger  piloted  by  a li- 
censed pilot,  but  does  not  cover  the  insurance  for 
the  pilot,  who  may  be  a member.  This  inequity 
has  been  brought  to  the  Board  of  Governors  year 
after  year  and  nothing  was  done  about  it.  For 
general  information,  the  safety  record  of  general 
aviation  is  similar  to,  if  not  slightly  better  than, 
the  airlines.  Based  on  fatalities  per  100  hours 
flown,  general  aviation  is  5.7  in  contrast  to  6.1 
for  the  airlines,  despite  the  fact  that  general  avia- 
tion includes  the  hazards  of  industrial  and  agri- 
cultural flying.  Many  life  insurance  companies 
have  removed  the  additional  rider  for  private 
pilots  without  additional  premium.” 


The  amendment  to  the  reference  committee’s 
recommendation  carried. 

The  motion,  as  amended,  carried. 


Council  on  Medical  Economics 

Jack  A.  MaCris,  Chairman 

The  Council  met  twice  during  the  year  at  which  time 
committee  reports  with  recommendations  were  presented 
and  acted  upon.  The  committees’  recommendations  were 
submitted  through  the  Council  on  Medical  Economics  for 
final  action  by  the  Board  of  Governors. 

During  the  past  year  the  committees  under  the  Coun- 
cil were  extremely  active  in  the  following  areas: 

1.  Revision  and  updating  of  FMA  Relative  Value 
Studies  manual. 

2.  Preparation  of  proposed  model  medical  staff  bylaws 
with  rules  and  regulations. 

3.  Review  of  individual  physicians’  problems  relating 
to  members’  insurance,  with  special  interest  directed 
toward  the  FMA  professional  liability  insurance 
plan. 

4.  Review  of  Blue  Shield  administrative  policies  and 
methods  used  in  determining  reimbursement  of  phy- 
sicians for  services  rendered  under  the  various  Blue 
Shield  contracts. 

.3.  Continued  liaison  has  been  maintained  with  the 
health  insurance  industry  and  indications  are  that, 
in  areas  where  needed,  insurance  review  commit- 
tees are  functioning  as  intended. 

Committee  on  Advisory  to  Blue  Shield  & Fiscal 
Intermediaries. — The  Committee  on  Advisory  to  Blue 
Shield  and  Fiscal  Intermediaries  met  twice  during  the  past 
year  and  submitted  recommendations  through  the  Council 
on  Medical  Economics  to  the  Board  of  Governors  for 
final  action. 

The  committee  continues  to  be  very  much  concerned 
regarding  Blue  Shield  administrative  policies  relating  to 
reimbursement  of  physicians  for  services  rendered  under 
the  various  private,  nongovernmental  and  governmental 
programs  and,  in  doing  so,  has  devoted  specific  attention 
toward  improving  physician  confidence  in  Blue  Shield  by 
directing  indepth  consideration  to  the  following  areas  of 
concern: 

1.  Study  the  equity  and  validity  of  the  current  method 
of  determining  allowable  fees  for  Medicare  patients. 

2.  Study  the  Florida  Medical  Foundation  letter  of 
agreement  with  Blue  Shield  and  the  operation  of 
the  peer  utilization  system  under  that  agreement, 
and 

3.  Make  a study  of  the  form  letters  and  other  corre- 
spondence coming  from  Blue  Shield. 

The  objectives  of  looking  into  these  areas  are  intended 
to  accomplish  the  following: 

1.  Restore  and  improve  FM.A  membership  confidence 
in  the  administration  of  the  Blue  Shield  Board  of 
Directors  and  Blue  Shield  operations. 

2.  Seek  to  improve  or  change  in  attitude  of  claims  ex- 
aminers, file  clerks,  etc. — especially  regarding  phy- 
sician correspondence. 

3.  Seek  clarification  of  the  manner  and  approach 
whereby  appropriate  means  can  be  established  to 
permit  a physician  to  revise  his  fee  profile. 

4.  Review  indepth  methods  used  by  Blue  Shield  in 
validation  of  fee  determinations. 

Committee  on  Hospitals  & Extended  Care  Facilities. 
— The  committee  was  extremely  active  during  the  year. 
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The  chairman  attended  the  joint  meeting  with  the  Florida 
Hospital  Association.  The  chairman  attended  two  Chicago 
meetings  of  the  JCAH  representing  the  FMA  with  regard 
to  revision  of  accreditation  standards  for  hospitals  in  the 
United  States.  The  chairman  attended  the  GainesNdlle 
meeting  with  trustees  and  hospital  administrators  spon- 
sored by  the  FH.\  and  spoke  briefly  following  Dr.  Babers 
timely  remarks.  The  chairman  wrote  the  model  bylaws 
and  rules  and  regulations  which  are  presently  under  review 
by  FM.\  and  forwarded  the  charter  and  incorporation 
papers  of  model  type  for  use  in  this  state. 

RECOMMENDATIONS 

It  is  strongly  recommended  that; 

1.  All  hospital  m.edical  staffs  in  the  state  of 
Florida  review  their  bylaws  and  bring  them  up 
to  date  and  make  certain  that  they  are  properly 
acknowledged  and  signed  by  the  board  of  gov- 
ernors or  trustees  of  their  hospitals.  In  this  way 
they  become  a part  of  the  hospital  bylaws  and 
this  is  the  only  way  in  which  they  become  legally 
enforceable  for  the  protection  of  various  mem- 
bers of  the  medical  staff. 

2.  Continue  close  liaison  with  FHA  and 
communicate  with  them.  Much  of  our  past  dif- 
ficulty has  resulted  primarily  from  lack  of  com- 
munication. 

3.  Vi'ork  toward  the  inclusion  of  one  or  more 
physicians  on  all  hospital  governing  boards  in 
the  state  and  work  to  eliminate  the  remaining 
few  hospitals  which  specifically  prohibit  phy- 
sician membership  on  the  boards  since  this  has 
been  clearly  shown  to  be  unconstitutional. 

Note;  This  is  an  interesting  and  extremely  active 
committee.  Since  medicine  is  being  practiced  more  and 
more  from  the  hospital  base,  the  obvious  importance  and 
increasing  magnitude  of  this  committee  work  will  be 
understood.  Since  certain  forces  would  hope  to  control 
more  and  more  of  the  free  enterprise  medical  force 
through  the  hospitals,  it  is  essential  that  Florida  medicine 
remain  strong  in  our  hospitals  and  cooperate  with  those 
who  can  work  with  us  and  help  us  in  this  held. 

Committee  on  Relative  Value  Studies. — In  accord- 
ance with  a directive  of  the  Board  of  Governors  approved 
by  the  1969  House  of  Delegates,  the  committee  has  worked 
throughout  the  year  to  develop  a complex  survey  project 
for  collecting  confidential  data  on  fee  structures  among  all 
private  Florida  physicians.  Dr.  William  M.  Howard,  Inc., 
an  actuarx- -statistician  of  Gainesville,  has  been  working 
under  an  FM.\  contract  assisting  and  advising  the  com- 
mittee in  this  project.  This  data  will  be  used  to  determine 
a new  schedule  of  relativity  based  on  Florida  fee  levels. 
.Ml  prexaous  Relative  Value  Manuals  have  been  based 
primarily  on  California  Relative  Value  Manual  figures. 


Questionnaires  on  fees  for  common  serxnces  and  procedures 
have  been  compiled  for  all  of  the  medical  specialties  and 
interests. 

-\s  a pilot  study,  these  questionnaires  were  submitted 
to  the  private  physicians  of  Orange  County  in  late  Janu- 
arx-  1970.  Data  from  the  Orange  County  sur\-ey  is  being 
analyzed  now  and  will  be  used  to  make  necessaiy  changes 
and  corrections  before  sending  the  questionnaires  in  their 
final  form  to  the  other  physicians  of  Florida  on  or  before 
.\pril  1.  It  is  anticipated  that  a new  Relative  Value 
Studies  manual  based  on  customarx-  fees  charged  in  Flor- 
ida xx'ill  be  available  in  1970. 

.\  new  coding  and  nomenclature  developed  by  the 
California  Committee  on  Relatix-e  Value  Studies  and  en- 
dorsed by  -\M.\  has  been  used  in  the  surxeys.  This  will 
provide  for  the  first  time  a highly  useful  nationwide  sys- 
tem of  nomenclature  and  coding  for  medical  procedures 
and  serxices. 

RECOMMENDATIONS 

1.  That  continuing  endorsement  be  given  the 
Relative  Value  Studies  Committee  project  to  de- 
xelop  a new  Relative  Value  manual  based  on  fee 
relatixitx  in  Florida. 

2.  That  the  Relative  Value  Studies  Commit- 
tee continue  to  study  procedures  allowing  fre- 
quent revision  and  updating  of  manuals. 

Committee  on  Members  Insurance. — .\lthough  the 
full  committee  has  not  met  during  the  past  year,  the  chair- 
man has  been  actively  involved  regarding  tbe  .Association- 
sponsored  insurance  programs.  In  addition  to  rexiewing 
and  offering  adx-ice  regarding  the  membership  benefit  pro- 
grams, your  chairman  has  devoted  attention  to  indixidual 
physician's  problems  relating  to  professional  liability  insur- 
ance cox'erage.  It  is  a recognized  interest  to  the  medical 
profession  that  physicians  are  now  placed  in  the  untenable 
position  of  haxdng  to  haxe  professional  liability  insurance 
protection  in  order  to  conduct  their  professional  practice 
xx'ithout  fear  of  total  economic  loss.  Your  chairman  xxdshes 
to  emphasize  the  necessity  for  haxdng  a critical  analysis 
of  all  FM.A  insurance  programs,  and  especially  the  profes- 
sional liability  program. 

In  addition  to  seeking  passage  of  legislation  relating  to 
claims  and  suits  against  physicians,  it  is  appropriate  that 
an  actix'e  and  close  liaison  be  established  xxath  the  Depart- 
ment of  Insurance  and  the  Insurance  Commissioner  in 
order  that  rate  filings  made  by  carriers  are  made  ax-ailable 
to  effected  insureds  and  are  justifiably  substantiated  by 
valid  statistical  loss  experience. 

Committee  on  Health  Insurance. — The  Committee  on 
Health  Insurance  has  not  met  during  the  year;  hoxx-ever, 
the  chairman  has  attended  the  Council  meetings  and  is 
pleased  to  report  that  local  insurance  rex-iew  committees 
are  apparently  functioning  as  intended  and  that  the  state 
committee  continues  to  offer  assistance  xvhen  called  upon. 
During  the  coming  year  the  committee  will  direct  atten- 
tion to  continuation  of  the  Indix-idual  Responsibility  Pro- 
gram as  was  assigned  to  the  committee  by  the  Council. 


Reference  Committee  V personnel  xvere  Drs.  Thad  MoseDy  (Chairman),  Douglas  VT.  Hood,  Robert  L.  .Andreae, 
VC’illiam  M.  Straight,  Earl  G.  VTolf  and  Samuel  M.  Day,  AAIA  Delegate  (not  shown).  Mrs.  .Arlene  Cassens  was 
recording  secretary. 
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Report  of  Board  of  Governors 

Action  No.  2.  Workmen’s  Compensation 
Action  No.  3.  Relative  Value  Studies 
Action  No.  4.  Peer  Medical  Utilization  Review 
Action  No.  6.  Members  Insurance  Trust 
Action  No.  23.  Extended  Care  Facilities 
Action  No.  27.  Professional  Liability 
Action  No.  30.  Deferred  Compensation 

“These  actions  were  approved  as  presented, 
and  your  Committee  recommends  the  adoption  of 
these  reports  of  the  Board  of  Governors.” 

Motion  carried.  (See  report  of  Board  of  Gov- 
ernors, pages  47-49). 

Action  No.  19 

Proposed  Regulation  for  Hospital  Licensure 

“Your  Committee  recommends  adoption  of  this 
report  with  the  following  correction:  In  line  18, 
change  ‘for’  to  ‘from’  and  in  line  19,  change  ‘for’ 
to  ‘from’  which  makes  this  report  now  read: 

“Proposed  Regulation  for  Hospital  Licensure. 
— The  Board  of  Governors  recommended  to 
the  Division  of  Health  that  a section  be  in- 
cluded in  the  regulations  for  licensure  of  hos- 
pitals, providing  that  hospitals  shall  furnish 
a statement  from  the  State  Board  of  Medical 
Examiners  (and,  in  the  case  of  osteopathic 
hospitals,  from  the  osteopathic  examining 
board)  certifying  that  physicians  responsible 
for  patient  care  are  in  compliance  with  the 
pertinent  laws  on  the  practice  of  medicine, 
and  that  arrangements  between  the  adminis- 
tration and  the  physicians  providing  care  for 
patients  in  the  hospital  are  such  as  to  permit 
the  practice  of  medicine  without  any  im- 
proper influence,  direction  or  impediment.” 

Motion  carried.  (See  report  of  Board  of  Gov- 
ernors, page  48). 

Resolution  70-3 

Blue  Shield  Payment  Schedules  as 
Percentage  of  Usual  and  Customary  Fees 

Duval  County  Medical  Society 

Your  Committee  recommends  approval  of  this 
resolution  with  the  deletion  of  the  “Resolved”  and 
the  following  “Resolved”  substituted: 

“RESOLVED,  That  the  House  of  Delegates  of 
the  f'lorida  Medical  Association  request  Blue 
Shield  to  print  in  bold  type  on  each  and  every 
policy  which  does  not  pay  the  physicians’ 
“usual  and  customary”  fee  that  “this  policy 
does  not  necessarily  cover  the  physician’s 
entire  fee.” 


Dr.  Ferguson:  “We  like  what  the  Reference 
Committee  did  to  this  resolution,  ])ut  don’t  think 
they  went  far  enough.  We  would  like  to  add  to 
the  resolution  a second  resolved:  “Resolved,  That 
the  Florida  Medical  .\ssociation  instruct  Blue 
Shield  of  f’lorida  to  work  toward  changes  in  the 
payment  schedule  to  a percentage  of  usual  and 
customary  fees,  which  would  vary  for  each  class 
or  type  of  policy  sold  by  Blue  Shield,  and  to 
request  that  Blue  Shield  clearly  inform  each  pur- 
chaser of  the  policy  limitations.”  The  amendment 
was  seconded. 

Dr.  Ferguson:  “We  are  not  asking  them  to 
put  down  a certain  percentage.  We  only  want 
them  to  work  toward  this.  If  we  don’t  get  it  in  for 
them  to  start  working  on,  we  are  never  going  to 
get  it.” 

Dr.  Billy  Brashear,  Alachua:  “If  this  is  all 
put  on  a percentage  basis,  those  of  us  who  some- 
times accept  Blue  Shield  payment  as  full  fee,  what 
percentage  do  we  take?” 

Dr.  Ferguson:  “We  are  not  putting  any  figure 
on  it.  We  just  want  a resolution  to  finally  get  a 
truth  in  advertising  in  Blue  Shield-Blue  Cross.  Too 
often  the  patient  is  charged  more  than  Blue  Shield 
will  pay,  and  he  thinks  the  physician  is  over- 
charging. We  want  him  to  know  that  this  is  not 
so.” 

Dr.  Straight  spoke  as  a member  of  the  refer- 
ence committee  in  order  to  clarify  the  reference 
committee’s  thinking  in  making  the  recommenda- 
tion it  did. 

The  amendment  to  the  resolution  carried. 

The  Resolution  70-3  was  approved,  as 
amended. 

Resolution  70-3 

Blue  Shield  Payment  Schedules  as  Percentage 
of  Usual  and  Customary  Fees 

Whereas,  By  multiple  previous  action  and  by  resolution 
passed  by  the  Florida  Medical  Association  House  of  Dele- 
gates in  May,  1966  stating  all  fees  should  be  usual  and 
customary  from  any  government  or  quasi-government 
agency,  and 

Whereas,  Efforts  have  been  made  in  the  past  to  estab- 
lish usual  and  customary  levels  of  fees,  and 

Whereas,  In  the  past  Blue  Shield  fee  allowances  have 
been  misunderstood  by  many  as  representing  physicians’ 
routine  fees,  and 

Whereas,  Many  purchasers  of  Blue  Shield  policies  feel 
that  they  are  fully  covered  for  physician  fees  by  these  low 
allowance  policies,  and 

Whereas,  Blue  Shield  cannot,  in  fact,  set  physician 
fees,  therefore  be  it 

“RESOLVED,  That  the  House  of  Delegates  of  the 
Florida  Medical  Association  request  Blue  Shield  to 
print  in  bold  type  on  each  and  every  policy  which 
does  not  pay  the  physicians’  “usual  and  customar>'” 
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fee  that  “this  policy  does  not  necessarily  cover  the 

physician’s  entire  fee.” 

RESOLVED,  That  the  Florida  Medical  Association 
instruct  Blue  Shield  of  Florida  to  work  toward  changes 
in  the  payment  schedule  to  a percentage  of  usual  and 
customar\’  fees,  which  would  vary  for  each  class  or  type 
of  policy  sold  by  Blue  Shield,  and  to  request  that  Blue 
Shield  clearly  inform  each  purchaser  of  the  policy  limita- 
tions. 

Resolution  70-10 

Blue  Cross-Blue  Shield  and 
Government  Programs 

Sarasota  County  Medical  Society 

“Your  Committee  recommends  that  this  resolu- 
tion be  considered  point  by  point  and  be  voted 
upon  point  by  point. 

“Your  Committee  recommends  that  Lines  7 
through  44  be  deleted  and  the  following  “Where- 
as” be  substituted: 

“Whereas,  on  December  11,  1969,  a meeting 
was  held  between  the  officers  of  Blue  Shield 
and  the  Insurance  Committee  of  the  Sarasota 
County  Medical  Society,  during  which  it  be- 
came apparent  to  the  Sarasota  County  Medi- 
cal Society  that  Blue  Shield  did  not  consist- 
ently act  in  the  physicians’  best  interest, 
therefore  be  it.” 

Motion  carried. 

Your  Committee  recommends  that  Lines  45 
through  51  be  deleted  and  the  following  “Re- 
solved” be  substituted: 

“RESOLVED,  That  Blue  Shield  be  requested, 
insofar  as  possible,  to  issue  contracts  which 
permit  the  physician  to  bill  independently, 
free  of  assignment,  and  free  of  any  contrac- 
tual arrangement  between  Blue  Shield  and  a 
third  party,  and  that  any  existing  contracts 
which  require  assignment  on  the  part  of  the 
physician  be  reviewed  in  the  same  context  on 
the  expiration  of  such  contract.” 

Dr.  William  Mixson,  Council  on  Specialty 
Medicine:  “I  would  like  to  propose  an  amendment 
to  the  Reference  Committee’s  substitute  “Re- 
solved”: “That  Blue  Shield  write  no  contracts 

that  do  not  incorporate  the  concept  of  individual 
responsibility  (example,  no  service  limit,  full  fee, 
usual  and  customary  plan  recently  offered)  which 
do  not  allow  the  physician  to  bill  independently 
or  that  require  assignment;  and  that  existing 
contracts  which  do  not  comply  with  the  above  to 
be  terminated  on  the  expiration  of  said  contract 
or  prior  to  expiration  where  possible;  and  that 
the  Board  of  Governors  of  FMA  withdraw  the 
offering  to  its  members  by  Blue  Shield  a full  fee 
usual  and  customary  plan  of  coverage.”  The 
amendment  was  seconded. 


Dr.  Mixson:  “Blue  Shield  has  begun  to  write 
a no-service-limit,  full-fee  contract  at  usual  and 
customary  rates.  This  means  that  the  physician 
agrees  to  accept  the  payment  as  full  fee.  FMA  is 
in  a contradictory  position,  supporting  individual 
responsibility  on  the  one  hand,  and  on  the  other 
supporting  a contract  that  gives  a third  party  full 
responsibility.  I am  opposed  to  this  plan  for  sever- 
al reasons:  The  difficulty  in  establishing  fair, 

usual  and  customary  fee  rates;  the  fact  that  this 
kind  of  insurance  drives  up  the  cost  of  medicine 
tremendously,  where  the  patient  does  not  partici- 
pate in  the  cost;  the  loss  of  individual  responsibil- 
ity and  its  inherent  disturbance  of  the  patient 
physician  relationship;  this  plan,  which  will  raise 
the  cost  of  medicine,  is  supported  by  the  partici- 
pating physicians,  and  so  the  rising  cost  can  be 
blamed  directly  on  the  physicians.  I am  opposed 
to  the  manner  in  which  we  were  informed  of  this 
plan  by  Blue  Shield.  It  was  a form  letter,  stated 
that  Blue  Shield  must  be  notified  if  you  did  not 
want  to  participate.  Therefore,  most  of  us  are 
participants  by  default,  without  really  knowing  it. 
It  is  said  this  kind  of  thing  is  inevitable;  this  may 
be,  and  will  certainly  be  if  we  accept  it  instead 
of  standing  up  against  it.” 

Dr.  Zellner:  “I  am  chairman  of  new  contracts 
for  Blue  Shield.  We  would  welcome  Dr.  Mixson’s 
presence  and  comments.  As  of  now.  Blue  Shield 
does  not  have  a single  contract  which  requires  as- 
signment; it  does  not  have  a single  contract  in 
which  the  doctor  doesn’t  have  the  option  to  charge 
what  he  pleases  except  where  he  has  voluntarily 
become  a participating  physician.  In  every  in- 
stance, where  you  have  accepted  assignment  which 
lets  them  pay  you  directly,  you  have  signed  a 
participating  physician’s  agreement.  By  direction 
of  this  House  of  Delegates  last  year,  we  came  up 
with  this  usual  and  customary  contract.  This  is 
what  doctors  have  been  asking  for  for  years.  The 
criticism  that  a doctor  doesn’t  read  his  own  mail 
certainly  cannot  be  laid  at  Blue  Shield’s  door.  If 
for  every  contract  Blue  Shield  puts  out  you  had 
to  go  out  and  get  individual  participating  physi- 
cians contract  signed,  it  would  take  months. 
This  was  the  only  way  this  could  be  done.  Any 
doctor  who  does  not  wish  to  participate  in  this, 
can  write  in  now  and  withdraw  his  name.  Often 
Medicare  is  confused  with  Blue  Shield.  Blue 
Shield  is  fiscal  agent  for  Medicare;  it  is  not  a 
Blue  Shield  contract.  There  is  nothing  the  Blue 
Shield  Board  can  do  about  the  provisions  of  Medi- 
care, but  it  can  and  does  control  its  own  con- 
tracts.” 
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j Dr.  Beychok;  “I  would  like  to  say  that  Dr. 

Thad  Moseley  conducted  the  reference  committee 
! meeting  in  an  extremely  fair  and  efficient  manner. 
I 1 would  like  to  say  in  support  of  Dr.  iVIixson’s 
motion,  we  came  to  the  reference  committee  with 
j a long  and  Involved  resolution;  the  committee  has 
i totally  emasculated  the  resolution  by  their 
changes.  Recognizing  the  tenor  of  this  meeting, 
Sarasota  County  is  not  going  to  attach  every 
change.  We  are  simply  supporting  the  resolution 
of  Dr.  Mixson.  But  for  us  to  encourage  Blue 
Shield  to  grant  a single  contract  in  which  you  as 
a participating  physician  agree  that  a given  fee 
is  a total  fee  is  extremely  dangerous.” 

Dr.  Lewis:  “Being  a participating  physician 
is  a two-way  street.  What  has  been  proposed  as 
an  amendment  will  obviate  Blue  Shield  and  Blue 
Cross  from  extending  this  type  of  policy  across 
the  state.” 

Dr.  Samuel  Day,  Past  President,  Duval;  “In 
opposition  to  the  amendment,  we  have  been  ask- 
ing for  usual  and  customary  for  years.  Unless  we 
give  people  some  assurance  that  this  usual  and 
customary  wall  be  accepted  by  physicians — and 
its  usually  a fair  fee — you  can’t  sell  such  a con- 
tract.” 

Dr.  Jack  MaCris,  Pinellas:  “With  this  type  of 
contract,  we  are  establishing,  voluntarily,  a na- 
tional fee  schedule  which  we  are  walling  to  live 
with.  It  will  be  immediately  adopted  and  used 
against  us.” 

Dr.  James  Cook,  President-Elect;  “1  think 
there  are  two  propositions  contained  in  this,  and 
I would  like  to  request  the  Chair  to  divide  the 
question.  One  concerns  the  issuing  of  new  con- 
tracts, and  the  other  is  asking  the  House  to  reverse 
itself  on  usual  and  customary  contracts.” 

The  amendment  was  divided,  and  a vote  taken 
on  the  first  part  concerning  not  issuing  any  new 
contracts.  This  portion  of  the  amendment  failed 
to  carry. 

The  vote  was  taken  on  the  second  part,  con- 
cerning the  position  with  regard  to  usual  and  cus- 
tomary contracts,  and  this  portion  of  the  amend- 
ment failed  to  carry. 

The  original  recommendation  of  the  Reference 
Committee  carried. 

Dr.  Moseley:  “Your  Committee  recommends 
deletion  of  Lines  52  through  54  and  the  following 
“Resolved”  be  substituted: 

“RESOLVED,  That  the  House  of  Delegates 
urge  the  implementation  of  the  Report  of  the 
Council  on  Medical  Economics,  page  68, 
item  3,  lines  16  and  17,  and  that  Blue  Shield 


1^-'  instructed  to  respond  promptly,  specifical- 
ly and  completely  to  requests  for  information 
by  participating  physicians  and  to  be  con- 
stantly alert  to  avoid  disparaging  the  phy- 
sicians’ image  in  the  public  eye.” 

Motion  carried. 

“Your  Committee  recommends  deletion  of  Line 
55,  page  1,  and  Lines  1 and  2,  page  2.  The  reason 
we  recommend  deletion  of  this  is  that  Dr.  Warren 
Quillian  has  appointed  a committee,  composed  of 
Dr.  Henry  Babers,  chairman,  and  Dr.  Robert 
Zellner  and  Dr.  Leo  Wachtel,  to  study  this  prob- 
lem and  recommend  and  implement  changes  in  the 
operation  of  Blue  Shield.” 

Motion  carried. 

“Your  Committee  recommends  deletion  of 
Lines  3 through  7.  This  deletion  is  being  recom- 
mended following  the  hearing  of  information  at 
the  committee  meeting,  wffiich  seemed  to  prove 
that  Blue  Cross  and  Blue  Shield  together  gives 
a broader  base  of  operation.” 

Motion  carried. 

“Your  Committee  recommends  deletion  of 
Lines  11,  12  and  13  and  acceptance  of  Lines  8, 
9 and  10.” 

Motion  carried. 

“Your  Committee  recommends  deletion  of 
Lines  14,  15  and  16  and  believes  that  this  should 
properly  be  information  available  to  peer  review 
committees  of  county  medical  societies,  as  it 
basically  involves  a comparison  of  any  individual 
physician  with  those  of  his  associates  in  the  com- 
munity.” 

Motion  carried. 

“Your  Committee  recommends  deletion  of 
Lines  17  through  21  and  substitution  of  the  fol- 
lowing “Resolved”: 

“RESOLVED,  That  Blue  Shield  be  instructed 
upon  request  to  continually  forward  promptly 
all  new  and  pertinent  information  and  direc- 
tives to  appropriate  member  or  members  of 
individual  county  medical  societies.” 

Motion  carried. 

The  Re.solution  70-10,  as  amended,  was 
adopted. 

Resolution  70-10 

Blue  Cross-Blue  Shield  and 
Government  Programs 

Whereas,  on  December  11,  1969,  a meeting  was  held 
between  the  officers  of  Blue  Shield  and  the  Insurance 
Committee  of  the  Sarasota  County  Medical  Society,  dur- 
ing which  it  became  apparent  to  the  Sarasota  County 
Medical  Society  that  Blue  Shield  did  not  consistently 
act  in  the  physicians’  best  interest,  therefore  be  it 
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RESOLVED,  That  Blue  Shield  be  requested,  insofar 
as  possible,  to  issue  contracts  which  permit  the  physician 
to  bill  independently,  free  of  assignment,  and  free  of  any 
contractual  arrangement  between  Blue  Shield  and  a third 
party,  and  that  any  existing  contracts  which  require  as- 
signment on  the  part  of  the  physician  be  re\iewed  in  the 
same  context  on  the  expiration  of  such  contract,  and  be 
it  further 

RESOLVED,  That  the  House  of  Delegates  urge  the 
implementation  of  the  report  of  the  Council  on  iledical 
Economics,  page  68,  item  3,  lines  16  and  17,  and  that 
Blue  Shield  be  instructed  to  respond  promptly,  specifically 
and  completely  to  requests  for  information  by  participat- 
ing physicians  and  to  be  constantly  alert  to  avoid  dispar- 
aging the  physicians'  image  in  the  public  eye,  and  be  it 
further 

RESOLVED,  That  Blue  Shield  establish  a simplified 
system  of  entering  into  a physician’s  profile  unusually 
high  or  low  fees  so  as  not  to  disproportionately  affect 
said  individual's  profile,  and  be  it  further 

RESOLVED,  That  Blue  Shield  be  instructed  upon 
request  to  continually  forward  promptly  all  new  and 
pertinent  information  and  directives  to  appropriate  mem- 
ber or  members  of  individual  county  medical  societies. 

Resolution  70-14 
Relative  Value  Guide 

John  A.  Rush  Jr.,  Delegate 

“Your  Committee  recommends  disapproval  of 
this  resolution.  This  judgment  is  based  upon  in- 
formation from  the  Committee  on  Relative  \’alue 
Studies  that  a survet’  is  being  done,  has  been  the 
method  of  choice  of  the  Florida  ^ledical  Associa- 
tion and  would  be  redundant  in  light  of  present 
policies  of 

Dr.  Gerard  Converse,  Polk:  “I  oppose  the 

action  of  the  reference  committee,  based  on  the 
fact  that  they  apparently  had  a misconception  of 
the  resolution.  The  Relative  \’alue  Guide  method 
of  arriving  at  fees  is  an  accepted  concept.  The 
sense  of  the  resolution  was  based  on  the  fact  that 
the  usual  and  customary  fee  as  we  now  face  it  is 
becoming  a ‘sacred  cow’  with  which  we  are  going 
to  be  crucified  by  the  federal  government,  as  they 
slowly  force  us  into  a method  of  accepting  pay- 
ment with  which  we  will  have  very  little  to  say. 
This  says  we  should  use  the  relative  value  sys- 
tem as  a vehicle  for  fiscal  negotiation  with  the 
government.  Usual  and  customary  may  be  used 
against  us  because  there  are  other  little  factors 
involved,  such  as  the  terms  prevailing  and  reason- 
able. The  only  part  the  doctor  is  sure  of  is  the 
usual  part;  the  other  modifiers  are  determined  by 
his  community,  what  insurance  pays,  and  the  rea- 
sonable will  come  from  possibly  the  people  as 
what  the\’  are  willing  to  pay.  I believe  the  federal 
government  will  be  receptive  to  our  using  a rela- 
tive value  method  as  a fiscal  vehicle  for  future 
negotiations.  It  is  a method  we  all  understand 
and  is  above  the  table.  We  would  rather  deal  with 
a ‘fee  schedule’  in  which  we  know  all  the  factors 


than  with  a usual  and  customary  which  we  do  not 
know  and  will  never  know.” 

Dr.  Beychok:  “I  urged  the  reference  commit- 
tee not  to  adopt  this  resolution,  for  the  same  rea- 
sons given  by  the  previous  speaker.  The  wording 
of  this  resolution  would  have  nailed  us  to  the  wall. 
This  resolution  translated  ‘guide’  into  ‘fee’  and 
so  poorly  brought  out  that  one  couldn’t  support 
it.  We  would  be  saying  we  are  willing  to  accept 
a relative  value  number  times  a given  factor  as 
our  absolute  payment.” 

Dr.  Rush:  “I  move  to  refer  this  resolution  to 
the  Board  of  Governors,  rather  than  disapprove 
it.  If  we  disapprove  .it  firmly  at  this  point,  we 
may  cut  off  future  avenues  we  may  want.  By 
referring,  we  at  least  keep  these  open  for  study 
and  do  not  commit  ourselves  to  any  particular 
methodology.” 

Motion  to  refer  carried. 

Resolution  70-14 

Relative  Value  Guide 
(XoT  Approved) 

Referred  to  Bo.ard  of  Governors 

Whereas,  There  is  disparity  between  values  attached  to 
the  so-called  “Usual  and  Customaiy  Fee’’  by  the  physi- 
cian vendor  and  the  third-party  payor  respectively,  which 
encourages  mutual  misunderstanding,  mistrust  and  dislike, 
and 

Whereas,  In  a schedule  such  as  the  Relative  Value 
Guide,  adopted  by  many  state  societies  and  specialty 
groups,  the  fee-for-ser\-ice  rendered  is  understood  and 
recognized  by  both  physician  vendor  and  third  party 
payor  respectively,  and  usually  the  only  area  of  difference 
of  opinion  is  at  the  negotiable  unit  value,  and 

Whereas,  The  idea  of  a Relative  \'alue  Guide  being 
considered  one's  “Usual  and  Customarx-  Fee’’  should  be 
palatable  to  even  the  most  ardent  supporter  of  the 
“Usual  and  Customarx-  Fee’’  concept,  therefore,  be  it 
RESOLVED,  That  (a)  the  Florida  Medical  .Associa- 
tion endorse  the  Relative  Value  Guide  as  the  approx'ed 
method  of  determining  a usual  and  customaiy  \-endor 
charge  for  payment  by  patient  and  prix-ate  and  gox-ern- 
mental  third  party  payors,  and  further,  that  (b)  all  fee 
negotiations  be  on  the  basis  of  Relatix'e  Value  Guide  and 
that  (c)  the  .American  Medical  .Association  be  petitioned 
to  adopt  the  foregoing  policies. 

Resolution  70-15 

Increased  Costs  of  Medical  Practice 
Volusia  County  Medical  Societx 
XoT  .Adopted 

“Your  Committee  recommends  that  this  resolu- 
tion not  be  adopted  as  the  facts  speak  for  them- 
selves.” 

Dr.  William  Harrison,  Volusia:  “The  Aledi- 
cal  Economics  Committee  of  our  society  passed 
this  resolution  and  it  was  well  thought  out.  We 
would  like  to  see  the  recommendation  of  the 
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reference  committee  changed  so  that  this  resolu- 
tion is  adopted.  If  the  facts  speak  for  themselves, 
then  this  august  body  should  recognize  it.” 

The  recommendation  of  the  reference  commit- 
tee carried,  and  Resolution  70-15  was  not  adopted. 

Resolution  70-18 

Medicare  Part  B 

Palm  Beach  County  Medical  Society 
Not  Adopted 

“Your  Committee  recommends  that  this  resolu- 
tion not  be  adopted  in  that  it  would  be  admin- 
istratively difficult.  .After  discussion,  we  feel  that 
Blue  Shield  is  alert  to  the  problem  and  hope  that 
with  the  other  recommendations  being  passed  on 
to  the  House  of  Delegates  that  there  will  be  im- 
provement in  this  situation.” 

Dr.  John  Farrell,  Palm  Beach:  “.After  the 

reference  committee  meeting,  the  Blue  Shield  peo- 
ple said  this  would  be  feasible.  I don’t  believe  the 
reference  committee  is  in  a position  to  say  this. 
It  would  be  relatively  easy  for  them  to  handle 
if  there  were  fewer  assignments  taken.” 

Dr.  Kimmel:  “I  speak  against  the  recommen- 
dation of  the  Reference  Committee.  I spoke  be- 
fore Blue  Shield  about  them  sending  forms  to 
patients  intimating  that  physicians  were  making 
charges  for  visits  which  were  not  accurate.  As 
a result,  the  form  was  -withdrawn.  Now,  we  are 
faced  with  the  same  thing  again.  All  we  are  ask- 
ing is  that  the  physician  be  notified,  so  that  if 
there  is  a question,  it  can  be  straightened  out  be- 
fore the  patient  is  notified.” 

Dr.  Moseley  elaborated  on  the  reference  com- 
mittee’s thinking  in  making  the  recommendation 
it  had  made. 

The  recommendation  of  the  reference  commit- 
tee carried,  and  Resolution  70-18  was  not  adopted. 

Resolution  70-20 
FMA  Relative  Value  Studies 

James  D.  Beeson,  Delegate 

Not  Adopted 

Dr.  Moseley:  “Your  Committee  recommends 
that  this  not  be  adopted.  The  Committee  on  Rela- 
tive A’alue  Studies  is  preparing  a new  manual 
which  will  encompass  a survey  of  all  physicians 
and  specialties  in  the  state  and  will  be  certified 
l)y  a statistician  and  should  mirror  what  the  anes- 
thesiologists believe  to  be  a valid  charge.” 

The  recommendation  carried;  Resolution  70-20 
was  not  adopted. 


Resolution  70-21 

Contingency  Fees 

Collier  County  Medical  Society 
Not  .Adopted 

Dr.  Moseley:  “Your  Committee  recommends 
that  this  not  be  adopted.  The  legislative  commit- 
tee is  working  with  this  concept  from  a legal 
standpont.” 

The  recommendation  carried;  Resolution  70-21 
was  not  adopted. 

Resolution  70-23 
Blue  Shield 

Dade  County  Medical  Association 
Not  Adopted 

Dr.  Moseley:  “Your  Committee  recommends 
that  this  not  be  approved.  This  was  discussed  at 
the  Reference  Committee  meeting  and  Blue  Shield 
would  like  an  opportunity  to  exhaust  other  chan- 
nels before  referring  to  the  state  association.” 

The  recommendation  carried;  Resolution 
70-23  Wcis  not  adopted. 

Resolution  70-28 

Uniform  System  of  Coding  and  Nomenclature 
Duval  County  Medical  Society 

“Your  Committee  recommends  adoption  of  this 
resolution  with  the  following  modification  in  the 
second  ‘Resolved’: 

“RESOLVED,  That  the  P'lorida  Medical  As- 
sociation House  of  Delegates  instruct  Blue 
Shield  of  Florida  to  adopt  the  AMA  system 
of  coding  and  nomenclature,  second  edition, 
as  the  universal  system  for  description  of 
medical  services  as  soon  as  this  system  has 
achieved  general  acceptance  and  proven  to  be 
effective.” 

“The  .AM.A  has  approved  the  California  Rela- 
tive Value  Studies;  but  we  felt  it  wise  to  base  our 
acceptance  on  a broader  basis  than  one  state’s 
acceptance.  We  feel  if  we  are  going  to  ask  our 
Blue  Shield  to  go  into  a new  accounting  system, 
it  should  have  more  credence  with  other  state  as- 
sociations and  give  us  a greater  basis  for  com- 
parison.” 

Dr.  Robert  .Andreae,  Broward:  “It  was  our 
feeling  on  the  committee  that  we  did  not  wish 
to  force  Blue  Shield  into  an  untenable  position. 
I would,  however,  like  to  make  this  amendment: 
Place  a period  after  ‘.  . . description  of  medical 
services’  and  omit  the  remainder  of  the  sentence.” 
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Dr.  Zellner;  ‘‘When  the  AM  A reference  com- 
mittee considered  this  five-digit  system,  there  was 
a good  deal  of  opposition  by  national  Blue  Shield 
for  good  and  valid  reasons.  However,  the  reference 
committee  felt  that  the  reasons  for  going  to  the 
five-digit  system  were  more  overpowering  than 
those  for  staging  on  a four-digit  system.  It  is  not 
really  the  California  system,  but  rather  a modifi- 
cation worked  out  by  the  AMA  and  California. 
It  is  already  in  use  in  California,  and  several 
discrepancies  and  bad  things  have  been  discovered. 
These  will  have  to  be  worked  out.  It  would  cost 
15  million  dollars,  and  would  take  two  or  three 
years  to  do  it.  So  I ask  for  defeat  of  the  amend- 
ment offered  and  use  of  the  reference  committee’s 
wording.  It  would  be  impossible  to  implement 
in  the  immediate  future.” 

Dr.  Moseley;  “This  was  put  in  to  give  a 
period  of  adjustment,  a little  breathing  room  and 
to  let  reason  prevail,  rather  than  to  give  a direc- 
tive that  it  must  be  implemented  immediately.” 

Dr.  Fred  Butler,  Collier,  spoke  in  favor  of  the 
amendment. 

The  amendment  carried. 

Resolution  70-28  was  adopted,  as  amended. 

Resolution  70-28 

Uniform  System  of  Coding  and  Nomenclature 

Whereas,  The  need  for  a uniform  system  of  coding 
and  nomenclature  in  order  to  describe  accurately  the 
great  variety  of  medical  services  has  never  been  greater, 
and 

Whereas,  The  .\merican  Medical  Association  has  pre- 
pared an  accurate  and  current  system  of  coding  and 
nomenclature,  and 

Whereas,  State  medical  associations,  specialty  societies, 
and  others  have  delayed  their  own  efforts  so  as  to  be 
certain  there  would  be  one  universal  system  of  descrip- 
tion of  professional  ser\-ices,  therefore  be  it 

RESOLVED,  That  this  House  support  the  system  of 
coding  and  nomenclature  of  the  .\merican  Medical  As- 
sociation, and  be  it  further 

RESOLVED,  That  the  Florida  Medical  .Association 
House  of  Delegates  instruct  Blue  Shield  of  Florida  to 
adopt  the  .AM.A  system  of  coding  and  nomenclature, 
second  edition,  as  the  universal  system  for  description  of 
medical  sersices. 

Resolution  70-30 
Orange  County  Medical  Society 

Resolution  70-31 

Broward  Count}-  Medical  Association 

Resolution  70-33 
Panhandle  Medical  Societ} 

Blue  Shield 

Dr.  Moseley:  “Your  Committee  recommends 
that  these  resolutions  not  be  adopted  and  the  fol- 
lowing substitute  resolution  be  adopted.” 

Motion  carried  and  Substitute  Resolution  70- 
30  was  adopted. 


Substitute  Resolution  70-3  0 

Blue  Shield 

“V\  hereas.  Blue  Shield  of  Florida,  a medical-surgical 
prepayment  health  care  plan,  was  started  in  the  state  of 
Florida  by  the  physicians  of  the  Florida  Medical  .Associa- 
tion in  1945  and  has  continued  to  the  present  time  as  a 
health  ser\-ice  plan  for  payment  of  physician  services, 
therefore  be  it 

“RESOLA  ED,  That  the  House  of  Delegates  of  the 
FM.A  reaffi-ms  its  confidence  in  the  Board  of  Directors 
and  employees  of  Blue  Shield  and  urges  them  to  continue 
to  carefully  guard  the  interests  of  the  physicians  of  Flor- 
ida, as  well  as  those  of  the  subscribers.” 

Dr.  IMoseley:  “IMr.  Speaker,  I would  be  remiss 
if  I did  not  point  out  that  Mrs.  .Arlene  Cassens  not 
only  put  up  with  me  and  my  worry  about  gram- 
matical mistakes,  but  also  Bill  Straight,  and  did 
a tremendous  job  in  this  capacity.  I wish  to  thank 
the  committee  members;  Sam  Day,  our  .AM.A 
Delegate;  Drs.  William  AI.  Straight,  Douglas  W. 
Hood,  Robert  L.  .Andreae  and  Earl  G.  Wolf.  I 
particularly  want  to  thank  those  who  attended 
this  committee  meeting.  There  was  an  unusual 
ability  to  communicate  in  a gentlemanly  way,  and 
of  all  the  people  who  profited  from  this  meeting, 
your  chairman  has  learned  the  most.  It  has  been 
a privilege. 

This  concludes  the  report  of  Reference  Com- 
mittee Xo.  V.” 

The  Chair  recognized  Dr.  Francis  Holland, 
chairman  of  Florida’s  .AAI.A  delegation. 

Dr.  Holland  said  that  in  approving  the  actions 
of  the  Board  of  Governors,  it  had  approved  the 
nomination  of  Dr.  Jere  W.  .Annis  for  President- 
Elect  of  the  .American  Aledical  .Association.  He 
moved  that  the  House  acclaim  the  candidacy  of 
Dr.  .Annis  for  that  office.  The  motion  was  unani- 
mously carried,  and  gave  its  standing  approval  of 
Dr.  .Annis’  nomination. 

Election  of  Officers 

Speaker;  “The  floor  is  now  open  for  nomina- 
tions for  President-Elect.”  He  announced  that 
nominating  speeches  would  be  limited  to  two 
minutes  and  seconding  speeches  to  one  minute. 

Dr.  Joseph  X'ew-hall,  Alanatee  County:  “I  take 
great  pride  in  rising  to  place  in  nomination  for 
President-Elect  of  the  Florida  Medical  .Associa- 
tion, Dr.  Irving  E.  Hall  Jr.,  of  Bradenton.  This 
nomination  carries  the  unanimous  support  of  the 
Manatee  County  Aledical  Society.  We  make  this 
nomination  in  the  belief  that  the  future  of  medi- 
cine is  being  tested  as  never  before.  Unless  our 
organization  can  ably  respond  to  and  cope  wuth 
these  pressures  the  practice  of  medicine  as  we 
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I know  it  will  shortly  disappear.  The  response  to 
t this  test  must  necessarily  be  conducted  at  the 
national  and  state  level,  for  individual  physicians 
can  be  swallowed  and  consumed  one  by  one.  This 
' is  our  organization  of  response,  and  it  must  re- 
spond. The  decision  of  our  nomination  of  Dr. 
Hall  was  made  without  desire  of  personal  glory, 
gain  or  geographic  recognition;  but  rather  in  the 
sincere  belief  that  we  must  have  very  active 
I leadership. 

“VVe  present  this  nomination  because  we  sin- 
cerely believe  Dr.  Hall  has  the  energy,  enthusiasm 
and  ability  to  render  strong  leadership  and  make 
I the  FMA  the  active  voice  of  the  Florida  physician. 
As  was  so  ably  stated  by  one  of  our  fine  senior 
statesmen.  Dr.  Sam  Day,  two  years  ago  in  this 
very  room,  when  he  rose  to  support  Dr.  Hall’s 
candidacy  for  vice  president  of  this  organization, 
and  I quote:  ‘This  Irving  Hall — he  is  full  of  vim 
and  vigor,  as  I once  was;  it  is  good  to  have  him 
to  build  a fire  occasionally  under  those  old  men 
on  the  Board.’ 

“During  his  year  as  president-elect,  Dr.  Hall 
plans  to  visit  every  county  medical  society  to  con- 
fer with  their  leaders  and  actively  enlist  those 
desirous  into  committee  positions  available.  No 
member  of  the  Council  on  Specialty  Medicine 
would  be  selected  without  consultation.  He  will 
initiate  a president-elect  report,  outlining  his  find- 
ings and  plans  at  the  1971  meeting,  and  be  recep- 
tive to  modifications  as  the  delegates  so  desire. 

“We  have  the  organization  right  here  in  the 
FMA  to  accomplish  these  and  so  many  more 
achievements.  Now,  it  needs  the  leadership;  now, 
it  needs  the  spark;  now,  it  needs  the  drive;  now, 
it  needs  the  fire;  now,  we  need  Dr.  Irving  Hall.” 

Dr.  Hall’s  nomination  was  seconded  by  Dr. 
Zellner,  Past  President;  Dr.  Ray  Murphy, 
Broward  County;  Dr.  Charles  Lasley,  Pinellas 
County;  Dr.  James  Basinger,  Pasco-Hernando- 
Citrus  County;  and  Dr.  Irving  Beychok,  Sarasota 
County. 

Dr.  Thad  Moseley,  Duval  County:  “Bear  with 
me  as  I make  you  listen  again.  I could  not  miss 
an  opportunity  to  remind  you  of  something  said 
in  an  issue  of  the  Journal  of  FMA  several  years 
ago.  Dr.  W.  C.  Thomas  of  Gainesville,  stated 
that  ‘in  a search  for  a man  to  fill  a position  of 
responsibility  within  the  FMA,  the  job  should 
search  for  the  man.’  We  are  fortunate  within 
this  state  organization  in  having  many  excellent 
and  outstanding  people  who  can  fill  a particular 
need  of  the  organization.  These  people  have  come 


forward.  We  also  are  fortunate  in  finding  in  near- 
ly every  candidate  those  qualifications  for  which 
we  search.  As  we  look  at  our  men  in  this  state, 
we  find  that  to  earn  the  respect  of  one’s  peers 
is  a goal  of  each  of  us;  and,  if  in  so  doing,  a man 
can  maintain  his  own  self-respect,  he  has  probably 
achieved  the  highest  goal  that  is  possible.  This 
man — honest,  intelligent,  with  consideration  for 
others — is  rarely  found,  for  such  a man  thinks  of 
others — their  problems  and  the  means  to  solve 
these  problems — as  well  of  himself,  his  family 
and  his  position  in  society.  Such  a man,  I believe, 
is  Floyd  Hurt.  In  his  practice  of  radiology,  in  his 
daily  contacts  with  physicians  representing  all 
disciplines  of  medicine;  in  his  participating  in  the 
activities  of  his  specialty  group;  in  his  contribu- 
tion to  his  county  medical  society;  in  his  service 
as  secretary,  and  at  one  time  treasurer,  of  the 
Florida  Medical  Association;  and  in  his  life  as  a 
father  and  a citizen;  he  has  displayed  an  ability 
to  listen,  to  think,  and  to  act  as  his  best  judgment 
dictates,  proving  himself  acutely  attuned  to  what 
we  as  physicians  think  and  yet  keenly  aware  of 
the  patient’s  needs.  When  I say  patient’s  needs, 
I talk  about  this  world’s  needs. 

“We  as  physicians  at  this  time  find  ourselves 
under  many  pressures.  All  of  them  are  not  bad; 
all  of  them  can’t  be  bad  because  there  is  too  large 
a percentage  of  our  population  who  feel  that 
something  is  wrong.  With  the  insight  Floyd  has 
displayed,  and  with  his  manifested  ability,  he  can 
bring  further  honor  to  our  society  and  to  the  phy- 
sicians of  our  state  as  president  of  the  Florida 
Medical  .Association,  and  in  this  position  deal  in- 
telligently and  with  honor,  in  adjustments  which 
the  patient  might  need,  and  which  we  as  physi- 
cians might  need. 

“Therefore,  Mr.  Speaker,  it  is  my  privilege  to 
place  in  nomination  for  the  position  as  President- 
Elect  of  the  Florida  Medical  Association,  Floyd 
K.  Hurt  of  the  Duval  Medical  Society.” 

Dr.  Hurt’s  nomination  was  seconded  by  Dr. 
Richard  Fleming,  Board  of  Governors;  Dr.  Henry 
Harrell,  Marion  County;  Dr.  William  Wilhoit, 
Escambia  County;  Dr.  John  Fisher,  Duval  Coun- 
ty, and  Dr.  William  C.  Roberts,  Past  President. 

The  nominations  were  closed,  and  Dr.  Floyd 
K.  Hurt  w'as  elected  President-Elect  by  secret 
ballot. 

Dr.  Hurt  was  escorted  to  the  platform  by  Dr. 
Thad  Moseley  and  Dr.  Richard  Fleming. 

Dr.  Hurt:  “I  appreciate  this  honor;  and  I do 
consider  it  an  honor.  A man  was  opposing  me  for 
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whom  I have  a great  deal  of  respect.  Even  though 
we  have  differences  of  opinion  in  our  House,  let 
us  not  continue  the  debates  we  have  had  here 
today.  Let’s  present  a united  front.  United,  we 
can  solve  our  problems.” 

The  Speaker  requested  nominations  for  \'ice 
President. 

Dr.  William  Straight,  Dade  County:  “I  take 
great  pleasure  in  introducing  the  name  of  Dr. 
Richard  Dever  for  \'ice  President  of  our  Associa- 
tion. This  man  has  served  this  Association  well 
for  a number  of  years  as  chairman  of  the  Scien- 
tific Council,  and  has  devoted  untold  hours  in  put- 
ting together  our  scientific  sessions  year  after 
year  after  year.  He  is  well  known  to  the  men  in 
Dade  County  as  a highh'  intelligent,  conscientious, 
reliable  person,  and  I think  he  would  serve  the 
.Association  well.” 

Dr.  Ferguson,  Duval  County,  seconded  Dr. 
Dever’s  nomination. 

There  were  no  further  nominations,  and  a 
unanimous  ballot  was  cast  for  Dr.  Dever. 

Dr.  Dever:  ‘Tn  fear  and  trembling  of  a mo- 
tion to  reconsider,  I accept  with  gratitude.” 

The  following  delegates  and  alternate  delegates 
to  the  American  Medical  .Association  were  duly 
elected,  for  terms  beginning  January  1,  1971,  and 
expiring  December  31,  1972: 

Delegate — Dr.  Samuel  M.  Day 

■Alternate — Dr.  Jack  Q.  Cleveland 
Delegate — Dr.  Francis  T.  Holland 

•Alternate — Dr.  Francis  C.  Coleman 
Delegate — Dr.  Jere  \V.  .Annis 

.Alternate — Dr.  Rufus  K.  Broadaway 

Dr.  Cleveland  was  also  unanimously  elected  as  the 
alternate  delegate  to  complete  the  vacant  term,  expir- 
ing on  December  31,  1970. 

Dr.  David  Hubbell,  of  Pinellas  County,  nomi- 
nated Dr.  Charles  K.  Donegan  as  Speaker  of  the 
House.  The  nomination  was  seconded  by  Dr. 
Donald  Marion,  Dade  County. 

Nominations  were  closed  and  a unanimous 
liallot  cast  for  Dr.  Donegan. 

Dr.  A'incent  Corso,  of  Dade  Count}',  nomi- 
nated Dr.  Franklin  J.  Evans  as  A'ice  Speaker  of 
the  House.  The  nomination  was  seconded  by 
Dr.  Zellner  and  Dr.  Kaplan. 

Nominations  were  closed  and  a unanimous 
l)allot  cast  for  Dr.  Evans. 

The  Speaker  declared  the  floor  open  for  nomi- 
nations for  the  office  of  Secretary-Treasurer. 

Dr.  Clyde  Collins,  Duval  County:  “For  the 
position  of  Secretary-Treasurer,  I would  like  to 
nominate  a young  man  who  has  grown  faster  in  his 


grasp  of  the  problems  of  organized  medicine  than 
anyone  I have  ever  known.  .-And  so,  he  has  devel- 
oped as  an  outstanding  leader  for  us  in  northeast 
Florida  and  over  the  nation  as  well.  He  has  been 
chairman  of  the  Council  on  .Allied  Professions  and 
A’ocations,  is  a member  of  the  .AM.A  Committee 
on  Nursing,  a practicing  pediatrician,  is  currently 
president  of  Duval  County  Aledical  Society,  Flor- 
ida’s oldest  county  medical  society,  and  I would 
like  to  nominate  Dr.  James  Walker  for  Secretary- 
Treasurer  of  FATA.” 

Dr.  Walker’s  nomination  was  seconded  by  Dr. 
Joseph  Alatthews,  Orange  County;  Dr.  Samuel 
Kaplan,  Sarasota  County,  Dr.  James  Ingram, 
Hillsborough  County,  and  Dr.  Rufus  Broadaway, 
Dade  County. 

Nominations  were  closed  and  a unanimous 
ballot  was  cast  for  Dr.  Walker. 

The  Speaker  said  that  the  nominations  for  the 
Committee  on  Alembership  and  Discipline  from 
the  Board  of  Governors  appear  in  the  Handbook, 
and  asked  for  nominations  from  the  floor. 

The  following  members  were  unanimously 
elected  to  the  vacancies  on  the  Committee  on 
Membership  and  Discipline: 

District  1 — James  T.  Cook,  Marianna  (1972) 

William  W.  Thompson,  Fort  Walton 
Beach  (1974) 

District  2 — Charles  E.  Barrineau,  Palatka  (1971) 
Louis  G.  Landrum,  Lake  City  (1973) 

J.  Maxey  Dell  Jr.,  Gainesville  (1974) 

District  3 — John  .A.  Rush  Jr.,  Jacksonville  (1972) 
Leslie  R.  .Adams,  Jacksonville  (1973) 
Samuel  J.  .Alford  Jr.,  Jacksonx-ille  (1974) 

District  4 — Carroll  M.  Crouch,  Daytona  Beach  (1971) 
William  W.  O’Connell,  St.  .Augustine 
(1973) 

Edwin  H.  Updike  II,  Ocala  (1974) 

District  5 — Truett  H.  Frazier,  Orlando  (1972) 

Theodore  J.  Kaminski,  Melbourne  (1974) 

District  6 — Linus  W.  Hewnt,  Tampa  (1971) 

James  M.  Ingram,  Tampa  (1974) 

District  7 — John  B.  Butcher,  Sarasota  (1972) 

Woods  -A.  Howard,  Lakeland  (1973) 

H.  Quillian  Jones  Sr.,  Fort  Myers  (1974) 

District  8 — John  P.  Ferrell,  St.  Petersburg  (1971) 

Richard  Reeser  Jr.,  St.  Petersburg  (1974) 

District  9 — Martin  G.  Gould,  Fort  Pierce  (1972) 
John  S.  Stewart,  Naples  (1973) 

Charles  M.  Harris  Jr.,  West  Palm  Beach 
(1974) 

District  10 — Russell  B.  Carson,  Fort  Lauderdale  (1972) 
Henr\-  D.  Pern.',  Hollywood  (1974) 

District  11 — Harold  Rand,  Miami  (1971) 

Richard  C.  Dever,  Miami  (1973) 

\’incent  P.  Corso,  Miami  (1974) 

District  12 — J.  Lee  Dockery,  Miami  (1971) 

Richard  M.  Fleming,  Miami  Beach  (1974) 
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Dr.  Babers  wishes  Dr.  Cook  well  after  having  presented 
to  him  the  president’s  personal  gavel  and  the  president’s 
certificate. 


The  meetinfr  was  turned  over  to  the  President, 
Dr.  Henry  Babers. 

Dr.  Babers:  “This  has  been  a very  exciting 
convention.  It  has  certainly  done  a lot  for  our 
knowledge.”  He  presented  to  Dr.  Cook,  the  in- 
coming president,  the  president’s  personal  gavel 
and  the  president’s  certificate. 

Dr.  Cook  thanked  Dr.  Babers,  and  presented 
to  him  the  past  president’s  button. 

Mrs.  Babers  was  escorted  to  the  rostrum  by 
Dr.  Billy  Brashear  and  Dr.  Robert  Zellner,  where 
Dr.  Cook  presented  Dr.  Babers’  portrait  to  her. 

Dr.  Cook;  “I  think  that  we  can  see  by  the 
actions  today  that  no  one  person  and  no  Board 


Dr.  Cook  pins  past  president’s  button  on  Dr.  Babers. 


of  Governors  can  completely  please  all  of  you. 
I can  assure  you  that  I,  and  the  Board  of  Gover- 
nors, will  make  every  effort  to  carry  out  your 
dictates  and  your  wishes.  I would  like  to  intro- 
duce my  wife.  Lillian,  please  stand  up.”  He  an- 
nounced the  membership  of  the  Board  of  Gov- 
ernors for  the  coming  year,  and  said  that  the 
Board  would  meet  in  the  Embassy  Room  immedi- 
ately upon  adjournment  of  the  House.  All  Council 
chairmen  were  invited  to  attend. 

The  outgoing  president.  Dr.  Babers,  was  hon- 
ored with  a standing  ovation  of  the  House. 

Dr.  William  W.  O’Connell  gave  the  benedic- 
tion. The  House  adjourned  at  1:10  p.m. 
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When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your 
hospital  suitably  equipped?  It 


Levothyroxine  has  a high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  a thyroactive 
agent  with  low  binding  capacity.  The  bound 
levothyroxine  is  totally  measurable  using  the  serum 
FBI  test.  It  is  not  unusual  to  find  FBI  levels  of 
8-10  meg.  per  100  ml.  of  serum. 


DOSAGE  AND  ADMINISTRATION:  In 
myxedematous  stupor  or  coma,  with  no  evidence 
of  severe  heart  disease,  200  to  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
may  be  administered  intravenously  utilizing  a 
solution  containing  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 


is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated. 

In  tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response 
for  thyroid  replacement.  An 
excellent  drug  for  long-term 
therapy. 


INDICATIONS:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  specific  replacement  therapy 
far  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SNYTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS:  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycardia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.  Therefore,  patients  should  be  kept  under 
close  observation.  Medication,  in  such  cases, 
should  be  stopped  for  2 to  6 days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 


after  injection  and  are  fully  appreciated  during 
the  following  day.  A repeat  injection  of  1 00  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  a predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonary  aspiration. 

SUPPLIED:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
500  meg.  of  lyophilized  active  ingredient  and 
1 0 mg.  of  Mannitol,  N.F.;  a 5 ml.  vial  containing 
Sodium  Chloride  Injection,  U.S.P.  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths:  0.025  mg. 


But  in  an  emergency,  when 
rapid  replacement  is  needed  to 
sustain  life,  prompt  clinical 
response  is  essential.  SYNTHROID 
injection  makes  this  therapy 
instantly  available.  Is  it  available 
in  your  hospital? 


mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS:  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS:  Side  effects  are  secondary  to 
increased  rates  of  body  metabolism:  sweating, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diarrhea,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  cases,  a 
reduction  in  dosage  followed  by  a more  gradual 


(orange),  0.05  mg.  (white),  0.1  mg.  (yellow), 

0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
supplied  in  bottles  of  100  and  500  tablets. 

Synthroid* 

(sodium  levothyroxine,  FLINT) 

Injection 


adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


FLINT  LABORATORIES 

DIVISION  OF  TNAVENOL  LAIORATONIES.  (NC. 

Monon  Grove.  Iliinois 


Editorial 


Your  Proceedings  Issue 


This  issue  of  the  Journal  is  the  biggest,  most 
expensive  and  perhaps  the  most  important  of  all 
that  will  be  published  in  the  ensuing  next  ten 
months.  A lot  of  time  and  effort  has  gone  into 
the  gathering,  sorting  and  correcting  of  all  that 
transpired  or  was  uttered  at  the  96th  annual  meet- 
ing of  the  Florida  Medical  Association. 

On  an  average  month,  revenue  obtained 
from  advertising  usually  offsets  the  expense  of 
paper,  printing,  illustrations,  handling  and  mailing 
the  Journal.  Rarely,  however,  do  special  issues 
pay  for  themselves  and  the  agencies  from  which 


we  receive  our  advertising  are  unpredictable  as  to 
what  they  will  spend  from  month  to  month. 

At  the  organizational  meeting  of  your  new 
editorial  board  last  May,  a resolution  was  ap- 
proved that  we  develop  a realistic  budget,  elimi- 
nating all  waste  and  unnecessary  costs  yet  curtail- 
ing nothing  creative  that  your  editors  think  worth- 
while to  obtain  increasing  reader  interest. 

Here’s  hoping  that  you  do  more  than  casually 
glance  through  this  issue  and  so  learn  about  your 
organization.  C.M.C. 


Gone  With  The  Wind 

John  J.  Fisher,  M.D. 


The  private  practice  of  medicine  as  we  know 
it  in  these  United  States  is  facing  a challenge  at 
present  as  great  as  any  it  has  been  charged  with  in 
recent  years — and  these  have  indeed  been  many.  It 
seems  as  though  there  is  an  organized  campaign 
to  undermine  the  confidence  of  the  public  in  our 
profession.  Recent  television  specials  have  exag- 
gerated our  shortcomings.  Newspaper  cartoonists 
have  blamed  us  alone  for  the  high  cost  of  medi- 
cal care.  Articles  in  so-called  “newsmagazines” 
make  it  appear  that  we  are  responsible  for  the 
inadequacies  of  the  federal  program,  which  we 
warned  against  and  fought  so  hard  to  prevent. 

Indeed  it  almost  seems  that  all  of  this  is  like 
unto  an  artillery  barrage  employed  to  soften  up 
our  defenses  so  the  attack,  which  is  certain  to 
follow,  will  establish  successfully  a national  health 


system  and  accomplish  finally  the  fact  of  socialized 
medicine. 

We  should  have  learned  by  now  that  former 
methods  of  resistance  and  past  arguments  have 
been  of  little  avail  and  will  prove  no  more  effec- 
tive a defense  against  this  newest  assault.  Right 
or  wrong,  these  challenges  must  be  recognized, 
not  ignored;  met,  not  resisted;  acted  upon,  not 
reacted  against.  Being  right  is  not  enough  when 
there  are  over  200  million  of  them  and  less  than 
a half  million  of  us.  Unfortunately,  our  minority 
group  is  too  small  a minority. 

People  have  been  led  to  believe  that  medical 
care  is  their  inherent  right  and  they  are  demand- 
ing it  now.  This  same  public  equates  availability 
with  quality  of  medical  care. 
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It  is  up  to  us  to  come  up  with  a solution  for 
making  some  form  of  health  care  easily  available 
to  all.  This  may  be  a lower  standard  of  care,  but 
it  must  be  available.  .Almost  every  one  believes 
he  has  the  right  to  drive  a car,  but  not  every 
one  expects  that  car  to  be  a Cadillac.  It  is  para- 
doxical that  perhaps  we  have  “qualitied”  ourselves 
out  of  the  reach  of  many  of  our  fellow  citizens. 

It  will  be  necessary  to  institute  new  methods 
of  education  that  will  provide  more  physicians  of 
less  specialization.  Paramedical  personnel  and 
technicians  must  be  used  in  new  capacities  to 
augment  our  effectiveness.  The  public  must  be 
educated  in  the  proper  utilization  of  available 
medical  resources. 

Organized  medicine  must  come  up  with  meth- 
ods to  implement  positive  programs.  To  develop 
these  we  must  call  upon  the  potential  of  all  our 
members.  Moreover,  those  that  lead  us  must 
change  with  the  times  or  we,  like  another  once 
great  and  proud  culture,  shall  find  ourselves  “gone 
with  the  wind.” 

^ Dr.  Fisher,  836  Miami  Road,  Jacksonville  32207. 


Ulcer 

Re- 

lief! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  v'dll  respond  favorably 
to  It.  Specify  DICARBOSIL 
144's  — 1 44  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street  St  Louis.  Missouri  63102 
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Brief  Summary  of  Prescribing  Information- 
9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemla  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliapt  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin’ 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


The  antihypertensive  thera^ 
that  is  ea^  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 

Easy-to-live-with  control.  Gradual  reduction  of 

blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 
*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Xwo  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Elasy-to>live  with  cost  of  therapy,  xhe  one  to  two 

/.  tablets  a day  maintenance  dose  makes  Salutensin 
. economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Saliiteii»ii' 

hydroflninethiazide,  50  mg./ reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


-a^r. 


Need 

another  car? 


Visit  your 
auto  dealer! 


Need 

optical  services? 


Call  on 
an  expert  — 


YOUR  GUILD  OPTICIAN! 


Just  as  the  jeweler  is  trained  in  his  field, 
and  the  auto  dealer  is  knowledgeable  in 
his  business,  the  Guild  Optician  is  an  ex- 
pert in  his. 

We  say  “Call  on  an  expert . . because  your 
local  Guild  Optician  is  an  expert  in  me- 
chanical optics.  You  know  he  is  equipped 
to  handle  your  most  critical  cases,  both 
in  experience  and  in  training.  You  know 
also,  because  he  is  a Guild  Member,  that 
his  standards  are  high,  and  that  you  can 
depend  on  him  to  accurately  translate  your 
patient’s  prescription  and  to  render  such 
after  service  as  your  patient  might  need, 
for  the  life  of  that  prescription. 


Your  local  Guild  Optician  also  is  an  expert 
at  working  with  your  patient  in  an  under- 
standing manner  when  it  comes  to  the  styl- 
ing and  fit  of  your  patient’s  frame.  His 
stocks  reflect  not  only  the  most  modern 
fashions,  but  also  the  conservative  styles 
that  have  lasted  over  the  years. 

There  are,  of  course,  many  other  areas  in 
which  your  Guild  Optician  may  be  highly 
skilled:  sub-normal  vision  cases,  aphakic 
cases,  contact  lenses. 

When  you  need  optieal  serviees,  think  first 
of  your  Guild  Optician!  Guild  of  Prescrip- 
tion Opticians  of  Florida. 


Ira)  USING  GUILD  SKILLS  AND  EXPERIENCETO  SERVE  YOUR  PATIENTS 

' 


90 


VOLUME  57/NUMBEH 


Doctor,  after  all  we’ve 
been  through  together... 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 

chancroid 

diphtheria 

endocarditis 

genitourinary 

infections 

gonorrhea 

granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


0 Taindications:  Hypersensitivity  to 
t cycline. 

|(iing:  In  renal  impairment,  since 

1 toxicity  is  possible,  lower  doses 

I adicated;  during  prolonged  therapy 
> ider  serum  level  determinations. 

: odynamic  reaction  to  sunlight  may 

IT  in  hypersensitive  persons, 
insensitive  individuals  should 
"d  exposure;  discontinue  treatment 
I in  discomfort  occurs. 

I autions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urXicz.ua., 
angioneurotic  edema,  anaphylaxis. 
Intracranial— huXging  fontanels  in  young 
infants.  7Ve//!— yellow-brown  staining; 
enamel  hypoplasia.  B/ooJ— anemia,  throm^ 
bocytopenic  purpura,  neutropenia,  eosino- 
philia.  L/vcr— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromyciifV 

Tetracycline 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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relieved  with 

MEASURIN  q.  8h.  dosage 

Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


2£i 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Dear  Editor:  RE:  Medicaid 

If  appropriate  and  reasonable  to  you,  we  would 
suggest  a brief  explanation  in  the  Journal  regard- 
ing physician’s  reimbursement  under  Medicaid. 
Our  impression  is  that  there  is  considerable  mis- 
understanding among  the  physicians  in  Florida 
and  such  an  explanation  would  be  helpful  to 
everyone. 

At  the  present  time  our  payment  policy  in 
general  terms  is  as  follows: 

Physicians  are  reimbursed  on  the  basis  of  usual 
and  customary  charges  within  the  seventy-fifth 
percentile.  The  seventy-fifth  percentile  means 
that  a payment  for  a service  or  procedure  in 
a particular  section  of  the  state  will  cover 
seventy-five  percent  of  the  physician’s  usual 
and  customary  charge  in  that  section.  The 
higher  charging  twenty-five  percent  of  the 
physicians  would  have  their  fees  reduced  to  the 
seventy-fifth  percentile  amount. 

Since  under  the  current  state  appropriation 
act,  funds  cannot  be  transferred  in  or  out  of 
the  line  item  appropriation  for  physician  serv- 
ices, there  is  a policy  provision  for  prorating 
payments  for  any  given  month  if  the  total  phy- 
sician billing  exceeds  the  monthly  amount 
available  from  the  appropriation.  There  has 
been  no  need  to  apply  this  policy  to  date. 

Thank  you  very  much  for  your  consideration 
in  this  matter  and  if  further  clarification  is  needed, 
please  advise. 

Emmett  S.  Roberts,  Director 
Division  of  Family  Services 
Department  of  Health  & 
Rehabilitative  Services 
Jacksonville 


Franz  H.  Ste'wart,  M.D. 

Deaf  Dr.  Stewart: 

It  was  with  great  interest  that  I read  your 
article  in  “History  and  Highlights”  entitled  “Early 
Florida  and  Organized  Medicine”  published  in  the 
May  1970  issue  of  The  Massachusetts  Physician. 
It  was  most  interesting  from  two  points  of  view: 
one,  to  find  a story  about  the  Journal  of  the  Flor- 
ida Medical  .Association  in  The  Massachusetts 
Physician,  and  two,  to  see  your  picture  shining 
forth  from  this  publication  from  the  far  north. 

For  a number  of  years,  as  you  may  or  may  not 
know,  I have  been  a nonresident  member  of  the 
Massachusetts  Medical  Society,  one  of  the  advan- 
tages of  which  is  that  I receive  the  New  England 
Journal  of  Medicine  and  the  publication  The  Mas- 
sachusetts Physician;  however,  this  is  the  first  time 
that  this  particular  publication  has  ever  put  forth 
anything  from  the  State  of  Florida,  and  it  is 
worthwhile  to  note  that  it  was  a most  eminent 
presentation  for  a first. 

.Again,  my  congratulations. 

J.  Gerard  Converse,  AI.D. 

Winter  H.aven 


EDITOR’S  NOTE:  Dr.  Stewart’s  article  entitled 

“Early  Florida  and  Organized  Medicine,”  published  in  the 
May  1970  issue  of  The  Massachusetts  Physician,  will  ap- 
pear in  its  entirety  in  the  .August  issue  of  this  Journ.-m.. 
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Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  tlierapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 
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It’s  over  30* 
Trust  it. 


(fith  may  have  the  edge  in  glamour.  But  BUTISOL 
ilium  (sodium  butabarbital)  has  the  solid  qualities 
! would  expect  of  an  anti-anxiety  agent  whose 
tobilities  are  thoroughly  established: 


ipredicfoble. 

xpensive. 

narkably  well  tolerated, 
d it  does  its  job— smoothly  and  promptly. 


' wonder  BUTISOL  Sodium  has  remained,  year 
;r  year,  among  the  1 00  most  frequently  prescribed 
dications.  Its  relaxing  sedative  effect  is  often 
[ihat’s  needed:  to  help  the  usually  well-adjusted 
lent  cope  with  temporary  stress ...  or  to 
eve  the  anxiety  associated  with  hypertension. 


coronary  disorders,  premenstrual  tension,  surgical 
procedures,  functional  Gl  disorders,  and  the  strains 
of  aging. 

Perhaps  this  is  why  so  many  physicians  have 
maintained  BUTISOL  Sodium  as  a consistent  favorite. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usuat  Adult  Dosage.  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d 
or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 

Avaitable  as-.  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.; 

Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

Buticaps®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 

15  mg.,  30  mg.,  50  mg.,  100  mg. 


Butisol  SODIUM’ 

(SODIUM  BUTABARBITAL) 


THE  I^THAT  SAYS  "RELAX 


( McNEIL ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Po.  19034 


Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 


Convention 

Press 

2111  North  Liberty  St, 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


ica 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  0.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


P.  L DODGE  MEMORIAL  HOSPITAL 

M.  G.  Isaacson,  M.D. 

Medical  Director 
186 1 N.W.  South  River  Drive 
Miami,  Florida 
Phone  642-3555 

A nonprofit-voluntary  hospital  for  the  treat- 
ment of  nervous  and  mental  disorders  and  the 
problems  of  drug  addiction  and  alcoholic  habit- 
uation. Modern  diagnostic  and  treatment  proce- 
dures including — Psychotherapy.  Insulin  & Elec- 
troshock, when  indicated.  Adequate  facilities  for 
recreation  and  out-door  activities.  Admissions 
are  made  without  regard  to  race,  color  or  na- 
tional origin. 

Information  on  request 

Member  NAPPH,  American  Psychiatric  Assn.,  & 
American  Hospital  Assn. 

Accredited  by  JCAH 
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new 

Orenzyme 

Bitabs  One  tablet  q.i.d. 


Trypsin;  100.000  N.F.  Units,  Chymotrypsin:  8.000  N.F.  Units.;  equivalent  in  tryptic  activity  to  40  mg.  of  N F.  trypsin 

DOUBLE  STRENGTH 


Proteolytic  enzyme  therapy 
specifically  indicated 
for  the  rapid  resolution  of 
inflammation  and  edema  i 
as  adjunctive  therapy  M 
in  accidental  and 
surgical  trauma. 

1 tablet  q.i.d. 
provides  recommended 
therapeutic  dose  at  ^ 

lower  cost.  ^ 


Description:  ORENZYME  BITABS  offers  the  therapeutic  effects  of 
trypsin  in  on  orol  form  os  adjunctive  therapy  for  the  ropid  reso- 
lution of  inflammation  ond  edema.  ORENZYME  BITABS  is  con- 
venient to  use,  promotes  patient  cooperation  ond  is  ideally 
suited  for  mointenonce  therapy  following  parenterol  trypsin. 
Indications:  When  used  as  adjunctive  therapy  for  the  ropid  res- 
olution of  inflammation  and  edema,  good  results  hove  been 
obtained  in: 

□ Accidental  Trauma 

□ Postoperative  Tissue  Reactions. 

Other  conventional  measures  of  treatment  should  be  used  os 
indicoted.  In  infection,  appropriate  onti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given  to 
patients  with  o known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemophilia, 
or  with  severe  hepotic  or  renal  disease.  Safe  use  in  pregnancy 
has  not  been  established. 


Adverse  Reactions:  Adverse  reoctions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  manifesta- 
tions (rash,  urticaria,  itching),  gastrointestinal  upset  and  in- 
creased speed  of  dissolution  of  onimal-origin  surgical  sutures. 
There  have  been  isolated  reports  of  onaphylactic  shock,  albu- 
minuria and  hematuria.  Increased  tendency  to  bleed  has  also 
been  reported  but,  in  controlled  studies,  it  has  been  seen  with 
equal  incidence  in  placebo-treated  groups.  (See  Precautions.) 
It  is  recommended  that  if  side  effects  occur  medication  be 
discontinued. 

Dosage:  One  tablet  q.i.d. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 

U.S.  PATENT  NO.  3,004,893  4.  €9  0-621A 


» ' * 


Trichomonads...  Monilia. ..Bacteria 

You  con  depend  on  AVC  — the  connprehensive  therapy  that  acts  against  all  three 
major  vaginal  pathogens. 

Monilia  emerging  as  a major  therapeutic  problem  — 
recent  studies  report  increased  incidence,  attributed  in  part  to  the  use  of  oral 
contraceptives,’  "^  broad-spectrum  antibiotics^’  and  prolonged  use  of  corticosteroids.^ 
recent  evidence  establishes  high  rate  of  microbiological  and  clinical  cure  with  AVC.’’” 

Comprehensive  — Effective 


Treating  vaginitis 
is  as  easy  as  AVC 


iThe  published  record  and  more  than  two  decades  of  clinical  experience  clearly 
jestablish  the  therapeutic  value  of  AVC  in  vaginitis/cervicitis  and  vaginal  surgery. 


Easy  as  AVC 


Contraindicotions:  Known  sensitivity  to  suifon- 
amides. 

Precautions/Adverse  Reactions:  The  usual  precau- 
tions for  topicol  ond  systemic  sulfonamides 
should  be  observed  because  of  the  possibility  of 
absorption.  Burning,  increased  local  discomfort, 
skin  rosh,  urticaria  or  other  manifestations  of 
sulfonamide  toxicity  ore  reasons  to  discontinue 
treatment. 

Dosage:  One  applicatorful  or  one  suppository  in- 
trovaginally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  with- 
out applicator.  Suppositories  — Box  of  12  with 
applicator. 

References:  1.  Gardner,  H.  L.:  J.  Miss.  M.A.  8:529, 
1967.  2.  Porter,  P.  S.,  and  Lyle,  J.  S.:  Arch. 
Dermat.  93:402,  1966.  3.  Walsh,  H.;  Hildebrandt, 
R.  J.,  and  Prystowsky,  H.:  Am.  J.  Obst.  & Gynec. 


93:904,  1965.  4.  Vaginitis  and  the  Pill:  J.A.M.A. 
196:731,  1966.  5.  Guerriero,  W.  F.:  South.  M.J. 
56:390,  1963.  6.  Seelig,  M.  S.l  Am.  J.  Med. 
40:887,  1966.  7.  To-day's  Drugs,  New  York,  Grune 
& Strotton,  Inc.,  1965,  p.  316.  8.  Groy,  L.  A.,  and 
Barnes,  M.  L. : Am.  J.  Obst.  & Gynec.  92:125, 
1965.  9.  Salerno,  L.  J.;  Ortiz,  G.,  and  Turkel,  V.: 
Vaginitis:  A Diagnostic  and  Therapeutic  Ap- 
proach, Scientific  Exhibit,  presented  at  the  115th 
Annual  A. M.A.  Convention,  Chicago,  Illinois, 
June  1966.  10.  Walsh,  J.  C.;  Sheffery,  J.  B.,  and 
Wilson,  T.  A.:  Med.  Ann.  D.C.  37:358,  1968. 
11.  Nugent,  F.  B.,  and  Myers,  J.  E.:  Pennsylvania 
Med.  69:44,  1966. 
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AVC 


(aminacrine  hydrochloride  0.2%,  sulfanilamide 


15.0%,  allantoin  2.0%) 


Cl  IDD/^CIT/''^DICC  (aminacrine  hydrochloride  0.014  Gm.,  sulfonilamide 
^Ui  I N-/OI  I V-/KICO  1.05  Gm.,  allantoin  0.014  Gm.) 


AV.9I9A  7/69 


.rRADEMARK:  AVC 


Boles,  Arthur  E.,  Miami;  born  1906;  Tulane 
[Jniversity,  1928;  member  AMA;  died  February 
?0,  1970. 

Chapman,  William  H.,  Jacksonville;  born  1914; 
University  of  Arkansas,  1942;  member  AMA; 
died  March  22,  1970. 

Childs,  Lincoln  B.,  Jacksonville;  born  1911; 
Meharry  University,  1940;  died  January  18,  1970. 

Hartsfield,  Richard  C.,  Ocala;  born  1916; 
Medical  College  of  Georgia,  1951;  member  AMA; 
died  August  28,  1969. 

Huggins,  Evans  L.,  Deh’uniak  Springs;  born 
1888;  Atlanta  P & S,  1912;  died  October  1968. 

Jennings,  John  L.  Jr„  Palmetto;  born  1908; 
Medical  College  of  Georgia,  1934;  died  June  8, 
1969. 

Kennon,  Charles  L.,  Miami;  born  1891;  Emory 
University,  1916;  died  November  20,  1969. 

Litt,  Edward  T.,  Miami  Beach;  born  1901; 
University  of  Pennsylvania,  1924;  died  January 
16,  1970. 


Overman,  William  J.,  Pensacola;  Iwrn  1919; 
Temple  University,  1944;  member  .AM.A.;  died 
.April  1,  1970. 

Pauley,  Harvey  C.  Jr.,  Bradenton;  born  1919; 
Tufts  University,  1944;  member  .AM.A;  died 
March  29,  1970. 

Pepper,  Max,  Miami;  born  1905;  Jefferson 
Medical  College,  1931;  died  January  27,  1970. 

Rentz,  Lawson  S,,  Miami;  born  1889;  Emory 
University,  1915;  died  March  26,  1970. 

Sanguinetti,  Alberto  A.,  Chipley;  born  1903; 
University  of  Buenos  .Aires,  1929;  member  .AM.A; 
died  (date  unknown). 

Scott,  Stuart  D.,  Gainesville;  born  1893;  Medi- 
cal College  of  Virginia,  1919;  died  February  23, 
1970. 

Walker,  Harrison  A.,  Miami;  born  1890;  In- 
diana University,  1917;  died  March  3,  1970. 

White,  Alvyn  W.  Jr.,  Pensacola;  born  1933; 
Duke  University,  1958;  died  December  15,  1969. 


So  live  that  when  thy  summons  comes  to  join 
The  innumerable  caravan,  that  moves 
To  the  pale  realms  of  shade,  where  each  shall  take 
His  chamber  in  the  silent  halls  of  death. 

Thou  go  not,  like  the  quarry-slave  at  night 
Scourged  to  his  dungeon,  but  sustained  and 
soothed 

By  an  unfaltering  trust,  approach  the  grave 
Like  one  who  wraps  the  drapery  of  his  couch 
.About  him  and  lies  down  to  pleasant  dreams. 

— William  Cullen  Bryant  ( 1794-1878 ) 


.1.  FLORIDA  M. A. /JULY  1970 


§7 


If  they  remember  “then’!., 
they  may  need  Mediatric  now. 

Their  world  has  made  history— and  they’re  afraid  they 
may  have  too.  They  are  the  “getting  old"  patients  who 
may  not  be  quite  sick,  nor  yet  quite  well.  They  probably 
complain  of  too  easy  fatigue,  of  vague  aches  and  pains 
often  without  any  evidence  of  organic  disease.  You  know 
it’s  an  inexorable  part  of  aging— and  only  an 
improvement  in  symptoms  can  be  expected.  MEDIATRIC 
is  designed  to  help. . . 


The  need  for  metabolic  support... 

MEDIATRIC  provides  the  gonadal  steroid;' 
[PREMARIN'®  (conjugated  estrogens-eqi e 
orally  active,  natural  estrogens,  and  mett-i 
testosterone]  for  physiologic  and  metabc; ' 
benefits. 

The  need  for  mood  elevation... 

MEDIATRIC  provides  methamphetamine 
impart  a gentle  emotional  uplift  and  comit 
apathy.  j 

The  need  for  nutritional  support ...  | 

MEDIATRIC  provides  specially  selected  I 

nutritional  supplements  to  help  meet  the 'el 
requirements  of  the  elderly  individual.  i 

The  need  for  dosage  convenience . . . 

Only  a single  Tablet  or  Capsule  (or  3 
teaspoonfuls  of  Liquid)  daily  to  minimize 
skipped  doses. 


Each 

Each  15  cc. 

I 

MEDIATRIC® 

(3  teaspoonfuls) 

Tablet  or 

of  MEDIATRIC® 

Capsule 

Liquidt 

contains: 

contains: 

.Conjugated  estrogens-equine 

0.25  mg. 

(PREMARIN®) 

0.25  mg. 

Vlethyltestosterone 

2.5  mg. 

2.5  mg. 

Vlethamphetamine  HCI 
Cyanocobalamin 

1.0  mg. 
2.5  meg. 

1.0  mg. 
1.5  meg. 

Thiamine  HCI 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

— 

Riboflavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCI 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsic. 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

)ntains  15%  alcohol— some  loss  unavoidable. 

tablets,  capsules,  liquid, 

flCUId^l  Iw  Steroid-nutritional  compound 

lay  help  a little,  or  a lot. 


BRIEF  SUMMARY 

Indication:  For  use  in  aging  patients  of  both  sexes. 
Contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

Side  Effects:  In  addition  to  withdrawal  bleeding, 
breast  tenderness  or  hirsutism  may  occur. 
Suggested  Dosage:  Male  and  female— I Tablet  or 
Capsule  or  3 teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous  stimulation  of 
breast  and  uterus,  cyclic  therapy  is  recommended 
(3  week  regimen  with  1 week  rest  period— 
Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  A careful  check  should  be  made  on 
the  status  of  the  prostate  gland  when  therapy  is 
given  for  protracted  intervals. 

Supplied:  No.  752— MEDIATRIC  Tablets,  in  bottles 
of  100  and  1,000.  No.  252-MEDIATRIC  Capsules, 
in  bottles  of  30,  100,  and  1,000.  No.  910— 
MEDIATRIC  Liquid,  in  bottles  of  16  fluidounces. 


Ayersfc 


AYERST  LABORATORIES 
NewYork.N.Y.  10017 


6952 


A COMPLETE  BUSINESS  SERVICE 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  Florida  OflBces 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


YOUR  PATRONAGE 
HAS  MADE  OUR  GROWTH  POSSIBLE 

Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

4111  Carmichael  Ave.  32207 
(904)  359-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

St.  Petersburg  call  862-0332  direct  line 
to  Tampa  office 

Clearwater  call  446-0487  direct  line 
to  Tampa  office 


TUCKER  HOSPITAL 

INC. 

212  West  Franklin  Street 

Richmond,  \'Irginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 

Weir  M.  Tucker,  M.D. 
Catherine  T.  Ray,  M.D. 
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Approved  by  FMA 

Committee  on  Postgraduate  Education 
I AUGUST 

] 

i 27-29  Postgraduate  Obstetric-Pediatric  Seminar, 
Pier  66,  Fort  Lauderdale.  For  informa- 
tion; A.  F.  Caraway,  M.D.,  Div.  of 
Health,  P.O.  Box  210,  Jacksonville  32201. 

OCTOBER 

9-10  Seminar  on  Diabetes,  Sheraton  Hotel,  Fort 
Lauderdale.  For  information:  George  P. 
Heffner,  M.D.,  4602  N.  Federal  Highway, 
Fort  Lauderdale  33308. 

NOVEMBER 

13-14  ENT  for  the  Family  Practitioner,  Sheraton 
Four-Ambassadors  Hotel,  Miami.  Contact: 
Frederic  W.  Pullen  II,  M.D.,  University  of 
Miami  School  of  Medicine,  Box  875,  Bis- 
cayne  Annex,  Miami  33152. 

19-20  Seminar  in  Obstetrics  and  Gynecology,  J. 
Hillis  Miller  Health  Center,  University  of 
Florida,  Gainesville.  For  Information:  Div. 
of  Postgraduate  Education,  Box  758,  J. 
Hillis  Miller  Health  Center,  Gainesville 
32601. 

DECEMBER 

4-  6 Lower  Extremity  Prosthetics  and  Orthotics- 
Recent  Developments,  Americana  Hotel, 
Miami  Beach.  For  information:  Augusto 
Sarmiento,  M.D.,  University  of  Miami 
School  of  Medicine,  Box  875,  Biscayne 
Annex,  Miami  33152. 

7-  9 Postgraduate  Seminar  on  Lower  Extremity, 
Americana  Hotel,  Miami  Beach.  For  infor- 
mation: Augusto  Sarmiento,  M.D.,  Univer- 
sity of  Miami  School  of  Medicine,  Box  875, 
Biscayne  Annex,  Miami  33152. 

10-12  Eleventh  Biennial  Cardiovascular  Seminar 
on  Coronary  Artery  Disease,  Sheraton- 
Four  Ambassadors  Hotel,  Miami.  For  in- 
formation: Arthur  Gosselin,  M.D.,  Chm., 
Heart  Association  of  Greater  Miami,  5080 
Biscayne  Blvd.,  Miami  33137. 


National  and  Regional 
Meetings  Held  in  Florida 

SEPTEMBER 

27-28  Society  of  Pediatric  Radiology,  Deauville 
Hotel,  Miami  Beach.  Sec.:  John  L.  Gwinn, 
M.D.,  Children’s  Hospital,  4650  Sunset 
Blvd.,  Los  Angeles,  Cal.  90027. 

29-Oct.  2 American  Roentgen  Society,  Deauville 
Hotel,  Miami  Beach.  Ex.  Sec.:  Ted  F. 
Leigh,  M.D.,  Emory  University  Clinic,  At- 
lanta, Ga.  30322. 


OCTOBER 

25-28  American  Clinical  and  Climatological  Asso- 
ciation, Ponte  Vedra  Club,  Ponte  Vedra. 
Sec.:  J.  Edwin  Wood,  M.D.,  Box  157,  Uni- 
versity of  Virginia  Hospital,  Charlottesville, 
Va.  22901. 


NOVEMBER 

3-8  American  Society  of  Clinical  Hypnosis, 
Eden  Roc  Hotel,  Miami  Beach.  Ex.  Sec.; 
F.  D.  Nowlin,  800  Washington  Ave.,  S.E., 
Minneapolis,  Minn.  55414. 

17-22  Pan  American  Medical  Association,  Holly- 
wood Beach  Hotel,  Hollywood  Beach.  Dir.: 
Joseph  J.  Eller,  M.D.,  745  Fifth  Ave.,  New 
York,  N.  Y.  10022. 


DECEMBER 

7-10  Southern  Surgical  Association,  Boca  Raton 
Hotel,  Boca  Raton.  Ex.  Sec.:  D.  C.  Sabis- 
ton  Jr.,  M.D.,  Duke  University  Medical 
Center,  Durham,  N.C.  27706. 

10-12  Cardiovascular  Seminar  on  Coronary  Dis- 
ease, Sheraton  Four  Ambassadors  Hotel, 
Miami.  Pgm.  Dir.:  Mrs.  Jo  Baxter,  5080 
Biscayne  Blvd.,  Miami  33137. 
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Book  Review 

Cancer-A  Manual  for  Practitioners  by  the  Massa- 
chusetts Division  of  the  American  Cancer  Society.  Pp. 
407.  4th  Ed.  Price  S3.00.  Boston,  .\merican  Cancer 
Society,  1968. 

This  comprehensive  cancer  manual  packs  a lot 
of  useful  information  into  400  pages.  As  the  name 
implies,  it  is  not  a detailed  text.  The  first  ten 
chapters  deal  tvith  epidemiology,  methods  of  diag- 
nosis and  general  principles  of  treatment.  The 
next  29  chapters  deal  with  various  specific  types 
of  cancer  in  different  anatomic  sites.  The  last 
chapters  discuss  the  general  topics  of  cancer  in 
children,  hormones,  chemotherapy  and  palliative 
treatments.  The  book  is  published  by  the  Massa- 
chusetts Division  of  the  .American  Cancer  Society 
and  concludes  with  a chapter  on  the  work  of  that 
organization.  As  you  might  expect,  the  chapters 
are  written  by  prominent  Massachusetts  physi- 
cians, many  of  whom  are  nationally  known  in  their 
fields.  The  book  has  been  distributed  apparently 
free  of  charge  to  all  registered  physicians  in  Mas- 
sachusetts as  well  as  all  medical  students  and 
every  hospital,  nursing  school  and  public  library 
in  that  state. 

The  material  in  the  book  is  up  to  date,  ac- 
curate and  concise.  It  provides  a good  starting 
point  for  the  physician  who  sees  cancer  patients 
infrequently.  It  would  make  a handy  “first  look” 
reference  volume  for  the  family  physician. 

L.4WRENCE  H.  Jacobson,  AI.D. 

Pompano  Be.ach 


Receipt  of  the  following  books  is  acknowledged.  While 
lime  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


Heredity,  Disease  and  Man:  Genetics  in  Medicine 
by  Alan  E.  H.  Emery.  M.D.  Pp.  247.  Illustrated.  Price 
$6.95.  Los  .Angeles,  University  of  California  Press,  1968 


Practical  Automation  for  the  Clinical  Laboratory 

by  Wilma  L.  White,  B..A.,  Marilyn  M.  Erickson,  B.S.  and 
Sue  C.  Stevens,  B.A.,  Ph.D.  Pp.  401.  242  illustrations. 
Price  $14.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


The  Care  of  the  Geriatric  Patient  edited  by  E.  V 
Cowdry,  Ph.D.,  Sc.D.  Pp.  430.  19  illustrations.  Price 
$15.75.  St.  Louis,  The  C.  V^.  Mosby  Company,  1968. 


How  to  Live  With  Hypoglycemia  by  Charles  Weller, 
M.D.  and  Brian  Richard  Boylan.  Pp.  130.  Price  $4.50. 
New  York,  Doubleday  & Company,  Inc.,  1968. 


Spare-Part  Surgery,  The  Surgical  Practice  of  the 
Future  by  Donald  Longmore,  M.D.,  edited  and  illus- 
trated by  M.  Ross-MacDonald.  Pp.  192.  Illustrated.  Price 
$5.95.  New  York,  Doubleday  & Company,  Inc.,  1968. 


Medical  Pharmacology  by  Andres  Goth,  M.D.  Pp. 
749.  4th  ed.  Illustrated.  Price  $13.50.  St.  Louis,  The  C. 
V.  Mosby  Company,  1968. 


Paediatric  Cardiology  edited  by  Hamish  Watson, 
M.D.  Pp.  996.  Illustrated.  Price  $36.50.  St.  Louis,  The 
C.  V.  Mosby  Company,  1968. 


Surgical  Pathology  by  Lauren  V.  .Ackerman,  M.D  and  , ' 
Harvey  R.  Butcher  Jr.,  M.D.  Pp.  1140.  4th  ed.  1,268  1 
illustrations.  Price  $27.50.  St.  Louis,  The  C.  V,  Mosby  i 
Company,  1968. 


A Manual  of  Simple  Burial  by  Ernest  Morgan.  Pp 
64.  Price  $1.00.  Burnsville,  N.C.,  The  Celo  Press,  1968. 


Appraisal  of  Current  Concepts  in  Anesthesiology 

(Vol.  4)  by  John  .Adrian!,  M.D.  Pp.  464.  Price  $12.00. 
St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


Water  and  Electrolyte  Metabolism  and  Acid-Base 
Balance  by  Edward  Muntw^^ler,  Ph.D.  Pp.  169.  33 

illustrations.  Price  $5.85.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


Cooking  For  Your  Celiac  Child  by  Charlotte  Baum 
Sheedy  and  Norman  Keifetz.  Pp.  244.  Price  $5.95.  New 
York,  The  Dial  Press,  Inc.,  1969. 
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Che  Evolution  of  Preventive  Medicine  in  the 

fiiiJnited  States  Army  1607-1939  by  Stanhope  Bayne- 
jfones,  M.D.  Pp.  255.  Price  $2.50.  Washington,  D.C., 
Superintendent  of  Documents,  Government  Printing  Office, 
ji969. 


introduction  to  Medical  Science  by  Clara  Gene 
Voung  and  James  D.  Barger,  M.D.  Pp.  295.  Price  $7.95. 
Illustrated.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Medical  Interviewing  by  Robert  E.  Froelich,  M.D. 
and  F.  Marian  Bishop,  Ph.D.  Pp.  116.  Price  $4.75.  Illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Practical  Urology  by  Chester  C.  Winter,  M.D.  Pp. 
249.  Price  $11.00.  251  illustrations.  St.  Louis,  The  C.  V. 
.Mosby  Company.  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  l- 
Natality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  2- 
Mortality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


Atlas  of  Human  Electron  Microscopy  by  Ruben  P. 
Laguens  and  Cesar  L..\.  Gomez  Dumm.  Pp.  180.  Illus- 
trated. Price  $20.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 


Plastic  and  Maxillofacial  Trauma  Symposium, 

Nicholas  G.  Georgiade,  editor.  Pp.  221.  Price  $25.00. 
390  Illustrations.  St.  Louis  The  C.  V.  Mosby  Company, 
1969. 


A Synopsis  of  Contemporary  Psychiatry  by  George 
.\.  Ulett,  M.D.  and  D.  Wells  Goodrich,  M.D.  Pp.  340. 
Price  $9.50.  St.  Louis,  The  C-  V.  Mosby  Company,  1969. 


Genetics  and  Counseling  in  Medical  Practice 

by  Leonard  E.  Reisman,  M.D.  and  Adam  P.  Matheny 
Jr.,  Ph.D.  Pp.  215.  Price  $12.75.  Illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1969 


Infectious  Diseases  and  General  Medicine,  Vol. 
III.  Prepared  and  published  under  the  direction  of  Lieut. 
General  Leonard  D.  Heaton.  The  Surgeon  General,  United 
States  Army.  Pp.  712.  123  illustrations.  Price  $8.25. 

Washington,  D.C.,  Government  Printing  Office,  1969 


Prematurity  and  the  Obstetrician  by  Denis  Cava- 
nagh,  M.D.  and  M.  R.  Talisman,  M.D.  Pp.  542.  Price 
$16.50.  Illustrated.  New  York,  Appleton-Centuiy-Crofts, 
Division  of  Meredith  Publishing  Company,  1969. 


Symposium  on  the  Spine  by  American  Academy 
of  Orthopaedic  Surgeons.  Pp.  289.  Price  $19.50.  558 
Illustrations.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Personnel  Administration  and  Labor  Relations 
in  Health  Care  Facilities  by  James  O.  Hepner,  Ph.D., 
John  M.  Boyer,  M..\.  and  Carl  L.  Westerhaus,  M.S. 
Pp.  391.  Price  $15.00.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 


Cardiovascular  Surgery,  Current  Practice.  Vol.  I 
edited  by  Thomas  H.  Burford,  M.D.  and  Thomas  B.  Fer- 
guson, M.D.  Pp.  273.  134  illustrations.  Price  $18.00. 

St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Davison’s  Compleat  Pediatrician  edited  by  Jay 
M.  Arena,  M.D.  9th  ed.  Pp.  792.  Price  $19.50.  Phila- 
delphia, Lea  & Febiger,  1969. 


Arrows  of  Mercy  by  Philip  Smith.  Pp.  244.  Price 
$5.95.  New  York,  Doubleday  & Company,  Inc.,  1969. 


Tobacco  and  Your  Health:  The  Smoking  Contro- 
versy by  Harold  S.  Diehl,  M.D.  Pp.  271.  Illustrated. 
Price  $2.95.  New  York,  McGraw-Hill  Book  Company, 
1969. 


Manic  Depressive  Illness  by  George  Winokur,  M.D., 
Paul  J.  Clayton,  M.D.  and  Theodore  Reich,  M.D.  Pp. 
186.  Price  $6.50.  St.  Louis,  The  C.  V.  Mosby  Company, 
1969. 


Otolaryngology  edited  by  William  F.  Robbett,  M.D. 
Vol.  2.  Pp.  342.  453  illustrations.  Price  $27.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1969. 


War  Surgery  by  Camp  H.  M.  Smith.  Pp.  97.  Depart- 
ment of  Defense,  Pacific  Command,  United  States  of 
.\merica,  1969. 


Synopsis  of  Obstetrics  by  Charles  E.  McLennan, 
M.D.  and  Eugene  C.  Sandberg,  M.D.  Pp.  496.  212  illus- 
trations. Price  $9.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1970. 


Rational  Therapy  and  Control  of  Tuberculosis 

edited  by  Joseph  E.  Johnson  III,  M.D.  Pp.  191.  Illus- 
trated. Price  $8.50.  Gaines\nlle,  University  of  Florida 
Press,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  SlS.OO.  Chicago,  .\merican  Medical  .Association,  1970. 
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One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  doctor  provides  the 
facts,  supplies  the  rationale,  triggers  the  ac- 
tion for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  edi 
tion  program.  Through  medical  conferen 
films,  exhibits,  pamphlets,  monographs 
other  publications,  we  provide  him  with 
most  important  and  current  informatior 
cancer. 

If,  as  Henry  Brooks  Adams  speculated 
teacher  affects  eternity;  he  can  never  , 
where  his  influence  stops”,  the  outlool 
optimistic. 


doc'tor  (dok'ter).  n.  (ME.  doctour,  fr. 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 


American  Cancer  Society 


I 


I love  my  family. 

I adore  this  house. 

My  in-laws  are  great. 

‘he  neighbors  are  wonderful. 


mephentermine  sulfalel  are  desirable.  Allergic  or 
idiosyncratic  reactions  are  rare,  but  such  reactions, 
sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate  Previous 
history  ot  allergy  may  or  may  not  be  related  to 
incidence  of  reactions  Mild  reactions  are 
characterized  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  confined  to 
groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae.  ecchymoses,  peripheral 
edema  and  lever  have  been  reported.  One  fatal 
case  of  bullous  dermatitis  following  intermittent  use 
of  meprobamate  with  prednisolone  has  been 
reported.  If  allergic  reaction  occurs,  meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  |1  fatal  easel, 
anaphylaxis,  stomatitis  and  proctitis  |1  easel  and 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro- 
cortisone Aplastic  anemia  |1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  of  known  toxic  agents.  A few 
cases  ot  leukopenia,  usually  transient,  have  been 
reported  on  continuous  administration. 

Meprobamate  may  sometimes  precipitate  grand 
mal  attacks  in  patients  susceptible  to  both  grand 


.e  in  management  ol  anxiety  and 
ng  atone  or  as  accompanying 
-.omplex  to  medical  and  surgical  disorders 
procedures.  Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and  related 
muscle-relaxant  properties 

Contraindications:  History  ot  sensitivity  to 
meprobamate. 

Important  Precautions:  Carefully  supervise  dose 
and  amounts  prescribed,  especially  tor  patients 
prone  to  overdose  themselves.  Excessive  prolonged 
use  has  been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as  alcoholics, 
ex-addicts,  and  other  severe  psychoneurotics 
After  prolonged  excessive  dosage,  reduce  dosage 
gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epileptiform 
seizures 

Warn  patients  of  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  of  reaction  time  and 
impairment  of  judgment  and  coordination 
Reduce  dose  if  drowsiness,  ataxia  or  visual 
disturbance  occurs;  if  persistent,  patients  should 
not  operate  vehicles  or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  Iransient: 
if  persistent  and  associated  with  ataxia,  usually 
responds  to  dose  reduction;  occasionally 
concomilanl  CNS  stimulants  lamphetamine. 


Photo  professionally  posed 


and  petit  mal.  Extremely  large  doses  can  produce 
rhythmic  fast  activity  in  the  cortical  pattern. 
Impairment  of  accommodation  and  visual  acuity  has 
been  reported  rarely  After  excessive  dosage  for 
weeks  or  months,  withdraw  gradually  (I  or  2 weeks! 
to  avoid  recurrence  of  pretreatment  symptoms 
linsomnia,  severe  anxiety,  anorexia  |.  Abrupt 
discontinuance  of  excessive  doses  lias  sometimes 
resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures  Prescribe 
very  cautiously  and  In  small  amounts  for  patients 
with  suicidal  tendencies.  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have 
resulted  in  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  occasionally  hyperventilation.  Treat 
with  immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated).  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition.  Tablets.  200  mg  and  400  mg. 
meprobamate.  Coated  Tablets,  WYSEALS* 

EQUANIL  Imeprobamatel  400  mg  |AII  tablets  also 
available  in  REDIPAK-  (strip  packl,  Wyeth.) 
Continuous-Release  Capsules,  EQUANIL  L-A 
(meprobamate|400  mg. 


The  young  homemal 
her  underlying  anxic 
and  tension  can  surf 
and  intensify  underi 
continuous  stress  of 
rearing  a growing  fa 
Especially  when  she 
confined  to  the  horn 
its  environs  so  muct 

You  can  help  her  ov( 
the  rough  spots  with 
reassurance  and  coi 
Equanil  can  help  rel 
tension,  ease  anxier 
with  little  risk  of  serii 
side  effects.  Time  ar 
experience  will  prot 
do  the  rest. 


Equanil 

(meprobamc 

Wyeth  Laboratories 
Philadelphia,  Pa.  L-tC- 


HOSPITAL 

[Formerly  Hill  Crest  Sanitarium) 


7000  5TH  AVENUE  SOUTH 
Box  2896,  Woodlawn  Station 
Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered 
independent  hospital  for 
intensive  treatment  of 
nervous  disorders . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  43 
years  of  service. 

Both  male  and  female  pa 


tients  are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 

In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  A.  Beeton,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTORS: 

James  K.  Ward,  M.D.,  F.A.P.A. 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRI- 
VATE  PSYCHIATRIC  HOSPITALS  . . . 
ALABAMA  HOSPITAL  ASSOCIATION  . . . 
BIRMINGHAM  REGIONAL  HOSPITAL 
COUNCIL. 

Hill  Crest  is  fully  accredited  by  the 
Joint  Commission  on  Accreditation  of 
Hospitals. 

C/i6Sf: 

HOSPITAL 

BIRMINGHAM,  ALABAMA 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


James  T.  Cook  Jr.,  M.D.,  Marianna,  President 

Floyd  K.  Hurt,  M.D.,  Jacksonville,  President-Elect 

Richard  C.  Dever,  M.D.,  Miami,  Vice  President 

Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 

Franklin  J.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 

James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 

Henry  J.  Babers  Jr.,  M.D.,  Gainesville,  Immediate  Past  President 

W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


William  J.  Hutchison,  M.D.,  Tallahassee,  Allied  Professions  and  Vocations 
John  J.  Cheleden,  M.D.,  Daytona  Beach,  Judicial 

Joseph  C.  Von  Thron,  M.D.,  Cocoa  Beach,  Legislation  and  Public  Agencies 

Jack  A.  MaCris,  M.D.,  St.  Petersburg,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Services 

Richard  C.  Dever,  M.D.,  Miami,  Scientific  Activities 

W.  Dean  Steward,  M.D.,  Orlando,  Special  Activities 

Joseph  G.  Matthews,  M.D.,  Orlando,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  5-9,  1971,  Miami  Beach 
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Classified  Ads 


physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  R.  C. 
Thompson,  Bartow  Memorial  Hospital,  Bartow,  Fla. 


GENERAL  PRACTITIONER  WANTED;  For 
private  practice,  pleasant  surroundings  in  Jacksonville 
area.  Seventy-five  bed  county  hospital  adjacent  to 
modern  office  building  with  two  colleagues.  Write 
C-842,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


FAMILY  PHYSICL\N  W.\NTED  to  join  an  estab- 
blished  two-man  professional  association.  $30,000 
guaranteed  first  year  earnings  plus  liberal  fringe  bene- 
fits of  a professional  corporation.  Partnership  agree- 
ment after  one  year.  New  60-bed  JC.\H-approved 
and  110-bed  E.C.F.  adjacent  to  office.  Randall  Jen- 
kins, M.D.,  Inverness,  Fla.  32650.  Phone  (904) 
726-2351. 


W.ANTED:  GP  as  third  man  in  partnership.  Gen- 

eral practice  including  some  Ob.  Boynton  Beach  area, 
lower  East  coast.  Phone  (305)  732-2701. 


Specialists 

INTERNIST  WANTED:  For  private  practice 

netting  $24,000  yearly.  Pleasant  surroundings  in  Jack- 
sonville area.  Seventy-five  bed  county  hospital  ad- 
jacent to  modern  office  building  with  two  colleagues. 
Write  C-871,  P.O.  Box  2411,  Jacksonville,  Fla.  32203 


INTERNIST  WANTED:  Will  consider  internist- 

partner,  well-established  practice,  C.  W Bush,  M.D., 
F.\CS,  4337  Seagrape  Drive,  Lauderdale-by-the-Sea, 
Fla.  33308. 


PHYSICI.\N  SURGICAL  ASSISTANT  needed  to 
work  in  hospital  practice  of  large,  progressive  multi- 
specialty group.  Florida  license  not  necessary.  Salary 
negotiable,  good  fringe  benefits.  Contact  Manager, 
Watson  Clinic,  P.O.  Box  1429,  Lakeland,  Fla.  33802. 
Phone  (813)  682-1171. 


V\k\NTED;  General  surgeon  for  association  with 
mixed  group  in  central  Florida.  Salary’  plus  percentage; 
all  expenses  paid;  share  coverage.  Contact  W.  T. 
Steele,  M.D.,  Bond  Clinic,  Winter  Haven,  Fla.  33880. 
Phone  (813)  293-1191. 


INTERNIST  W.\NTED:  Board  qualified  or  cer- 
tified to  join  two  other  internists  in  private  practice 
in  Miami  Beach.  Salary  for  first  year  with  eventua'. 
full  partnership.  Write  C-918,  P.  O.  Box  2411,  Jackson- 
ville, Fla.  32203. 


INTERNAL  MEDICLNE  PHYSICLW  needed  in 
27-man  multispecialty  group  located  Florida  Gulf 
coast.  Progressive,  rapidly  growing  community  with 
abundance  of  recreational  and  cultu.al  opportunities. 
Clinic  affiliated  with  200-bed  accredited  hospital  with 
immediate  and  long  range  e.xpansion  plans.  No  in- 
vestment required.  Contact  D.  M.  Schroder,  Ad- 
ministrator, Mease  Hospital  and  Clinic,  Dunedin, 
Fla.  33528. 


GENERAL  SURGEON;  Board  certified  or  board 
qualified  for  long  established  multispecialty  group. 
Must  have  Florida  license  and  completed  military 
obligation.  Contact  John  F.  Kerwick,  M.D.,  The 
Holh’wood  Clinic,  P.  0.  Box  2308,  Hollywood,  Fla. 
33022.  Phone  (305)  923-4646. 


OBSTETRICIAN  - GYNECOLOGIST  - needed  by 
two  associates  interested  in  having  a third  board  quali- 
fied physician  join  them  in  practice  in  the  Palm  Beach 
county  area.  Florida  license  required.  Military  obliga- 
tions completed.  Contact  Mr.  Kwart,  9999  N.E.  Sec- 
ond .\ venue,  Miami  Shores,  Fla.  33138. 


W.\NTED;  Otolaryngologist.  Certified  and  eli- 
gible. Splendid  professional  and  economic  opportunity 
in  private  practice,  .\ctive  Central  Florida  medical 
community,  500-bed  hospital,  many  cultural  and  rec- 
reational opportunities.  Write:  Lakeland  Graduate 

Medical  .Assembly,  P.  O.  Box  2335,  Lakeland,  Florida 
33803. 


Miscellaneous 

W.\NTED;  Director  Youth  Drug  Center  of  South 
Broward,  located  at  Memorial  Hospital.  Part  time 
available  for  a psychiatrist.  This  position  would  re- 
quire early  evening  hours  and  salary  is  negotiable. 
.\ll  replies  should  be  directed  to  Mr.  Kenneth  Wood, 
.\dm.  .\ssistant.  Memorial  Hospital,  3501  Johnson  St., 
Hollywood,  Fla.  33021. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  pediatrician,  ENT,  and 

dermatologist.  Write  C-901,  P.O.  Box  2411,  Jackson-  j 
ville,  Fla.  32203. 


IMMEDIATE  OPENING:  Emergency  room  phy- 

sician for  St.  -Anthony’s  Hospital,  St.  Petersburg.  Day 
and  night  hours  required.  $25,000  min-mal.  Contact 
H.  W.  Brown,  M.D.,  ER  Director,  601-12th  Street  N., 
St.  Petersburg  33713. 


108 


VOLUME  57/NUMBER  7 


WANTED:  Physician  to  do  general  practice  and 

internal  medicine  in  fast-growing  community  to  join 
corporate  group  with  profit-sharing  and  pension  fund. 
.Adequate  office  space  with  future  multispecialty  group. 
Have  60-bed  JCAH  hospital.  Minimum  salary  $24,000. 
Salary  negotiable.  Must  have  Florida  license.  Contact 
John  M.  Canakaris,  M.D.,  Box  727,  Bunnell,  Fla. 
32010.  Phone  (904)  437-3354. 


WANTED:  General  practitioner  or  internist  for 

: clinic  in  Miami  Beach.  Equal  partner,  excellent  op- 
portunity. Contact  Mrs.  Creech  at  531-3336. 


WAiNTED  IMMEDIATELY:  Private  emergency 

room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 


ADDITIONAL  PHYSICIANS  NEEDED:  For  as- 

sociation. group  or  solo  practice.  Fields  of  practice 
in  short  supply:  GP,  allergy,  dermatology,  geriatrics, 
internal  medicine,  obstetrics  and  pathology.  Two  hos- 
pitals in  county  of  rapid  growth.  Contact  Carl  N. 
Reilly,  M.D.,  304  Nesbit  St.,  Punta  Gorda  33950. 
Phone  (813)639-1758. 


PHYSICIANS  NEEDED:  Tallahassee,  Leon  County, 
Northwest.  General  practitioners,  internists  and  pedia- 
tricians in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 


situations  wanted 

LOC.\TION  DESIRED:  G.P.,  recent  medical 

school  graduate  with  Florida  license  and  completed 
military  obligation.  Would  like  to  locate  in  central 
or  southern  Florida,  area  of  30,000  population  or 
less.  Write  C-949,  P.  O.  Box  2411,  Jacksonville,  Fla. 
32203. 


POSITION  WANTED:  Vascular  surgeon,  board 

certified,  desires  association  or  group  practice.  Licensed 
in  Florida,  military  obligations  completed.  Write 
C-929,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


ANESTHESIOLOGIST:  Seeking  part  time  em- 

ployment in  Miami  area  after  November  1.  .\ge  61, 
Lahey  Clinic  trained,  board  certified,  licensed  in  Mas- 
sachusetts and  Indiana.  Write  R.  Robert  Richardson, 
M.D.,  16  Shorewood  Rd.,  Marblehead,  Mass.  01945. 
Phone  (617)  631-3269. 


RADIOLOGIST:  In  military,  desires  work  by  day, 

weekend,  week  or  by  mail.  Florida  license.  .4.150  am 
looking  for  a permanent  location,  .\vailable  June  1971. 
Write  C-950,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


CLINICAL  MICROBIOLOGIST:  BA,  Florida  li- 

censed laboratory  technologist  with  13  years’  experience. 
Desires  position  as  a microbiologist  with  hospital  or 
medical  center.  Write:  John  H.  Brinser,  1225-B  East 
142nd  Ave.,  Tampa,  Florida  33612. 


R.\DIOLOGIST:  Wishes  to  relocate  in  Florida. 

Experienced  in  diagnostic  roentgenology,  radiation 
therapy  including  cobalt.  Have  A.E.C.  license  in 
isotopes.  Age  58.  Interested  in  office  and/or  hospital 
practice.  Have  Florida  license.  Write  C-939,  P.O.  Box 
2411,  Jacksonville,  Fla.  32203. 


practices  available 

FOR  SALE:  Well  established  internal  medicine 

practice  and  office  building  in  excellent  location  in 
North  Miami.  Facilities  adequate  for  one  or  more 
physicians.  Write  11015  N.E.  8th  Ct.,  Miami,  Fla. 
33161. 


real  estate 

OFFICE  SP.4CE  AV.VIL.^BLE:  Need  pediatrician 
and  general  practitioner  in  Lantana  Shopping  Center. 
At  present  are  four  physicians  and  an  optometrist. 
Write  Joseph  Schober,  President,  Lantana  Shopping 
Center,  P.  O.  Box  3677,  Lantana,  Florida  33462  or 
phone  (305)  585-8911. 


FOR  S.4LE:  A complete  office  equipped  for  one 

general  practitioner  or  more.  I am  a member  of  a 
group  of  ten  doctors,  all  in  the  same  building,  all  with 
individual  practices — no  partnerships.  In  fast  growing 
area.  Write  Box  333,  Clearwater,  Fla.  33515. 


OFFICE  SPACE  AVAILABLE:  Located  on  Uni- 
versity Boulevard  across  street  from  Memorial  Hospital, 
Jacksonville.  Ideal  for  physician’s  suites.  Will  build 
to  specification.  Will  finance  equipment.  Contact  Eli 
Sleiman,  867  Waterman  Rd.,  S.,  Jacksonville,  Fla. 
32207.  Phone  398-5179  or  396-3807. 


DOCTOR’S  SUITES  BUILT  TO  SPECIFICA- 
TION on  Lone  Star  Road  and  Mill  Creek  Road, 
Jacksonville.  Professional  building  located  in  rapidly 
expanding  center.  Terms  can  be  arranged.  Will  finance 
equipment.  Contact  Eli  Sleiman,  867  Waterman  Rd., 
S.,  Jacksonville,  Fla.  32207.  Phone  398-5179  or  396- 
3807. 


FOR  YOUR  OFFICE  SPACE  NEEDS  in  any 
section  of  the  city  call  Eli  Sleiman,  867  Waterman 
Rd.,  S.,  Jacksonville,  Fla.  32207.  Will  finance  equip- 
ment. Phone  398-5179  or  396-3807. 


EXCELLENT  OFFICE  SPACE  .AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  O.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 
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anxiety: 
the  tyrant 

JUL  1 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  Itcan*v 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD—  ^ 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


prTi 


for  the  patient 
ruled  by  anxiety 

Librium' 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  o summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operatina  mnrhinorx. 
driving)’ 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less 
per  day)  to  preclude  ataxia  or  oversedo- 
tion,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  osvrhiatric 
nc''  * 
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measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reportei 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  an( 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occosior 
ally  observed  at  the  lower  dosage  range 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  mino 
menstrual  irregularities,  nausea  and 
constipation,  extropyromidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltoge  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrosias  (including  ogronulocytc 
sis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  makinc 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy 


Roche 

laboratories 

Division  of  Hotimano-La  Rocne  inc 
Nuitey  New  Jersey  07110 


1 


volume's? 


NUMBER  8 


AUGUST,  1970 


1 1 . 

fij 

\il 

Introducingl 
Jax  Surgical  I 
to  Northern 
Florida. 


(and  points  beyond) 


Jax  Surgical  is  a brand  new 
surgical  supply  company. 
And,  we’re  ready  to  provide 
top-notch  service  to  physi- 
cians, hospitals,  nursing 
homes  and  extended  care 
facilities  in  the  area. 

As  a new  company,  we  pos- 
sess some  real  advantages. 
One,  we’re  a sister  company 
to  Jax  Drugs  (you’ve  prob- 
ably heard  of  them  before). 
Two,  our  new  warehouse 
provides  space  for  the  kind 
of  inventory  that  will  more 
than  meet  your  needs. 
Three,  we’re  incorporating 
the  fastest,  most  up-to-date 
methods  of  processing  or- 
ders. And  four,  our  own  fleet 


of  trucks  will  speed  delivery— on  an  emer- 
gency basis,  if  need  be. 

This  adds  up  to  an  operation  that’s  anxious 
and  able  to  be  of  service.  Look  for  us  — we’ll 
be  in  touch. 


% ^ SURGICAL 


420  Ernest  Street  • Jacksonville,  Florida  32203  • Telephone  904/354-8401 
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H\N&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


I THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
REMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


LUTREXIN,  the  non-steroid  “uterine 
ilaxing  factor"  has  been  found  to  be  useful 
{ many  clinicians  in  controlling  abnormal 
terine  activity. 

Literature  on  indications  and  dosage  avail- 
ble  on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

( LTRZ3 ) 


A urinary  tract  / 
infection  was 


eliminated  last  week 


For  women  who  are  diabetic  or  debiiitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 


intestine. 


Intestinal  monilial  overgrowth 

has  appeared 
this  week 


When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungal  effectiveness 
of  nystatin-it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 
Declostatin’300 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN  ® Demethylchlortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracycl  ines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects.  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin- 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfol  iative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company.  Pearl  River.  New  York 
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To  bring  effective  calcium  therapy  to  the 
patient.  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection;  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1“o  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate.  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  ‘ Calcium:  The  Ubiquitous 
and  Essential  Element"  and  for  samples. 


THE  CARLTON  CORE 


Tenafly,  New  Jersey  07670 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  ser\-ices.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
tr}\  Treatment  includes  intensive  djmamic 
psychotherapy  for  the  indiHdual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  tj’pes 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

S.\M  J.  Clark,  M.D.,  President 
Alfred  Petschow,  .Administr-^tor 

Staff  Psychiatrists 
•August  C.  Herman,  M.D. 

Joseph  K.  Xiswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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Sandoz  announces... 

SANDOZ 

a new  agent  for 
the  alcohol-dependent  patient 
who  wants  to  quit 
and 

a program  for  the  Florida  physician 

who  wants  to  help 


INDICATIONS;  In  clinical  studies,  Serentil  (mesorid- 
azine)  has  been  found  useful  in  the  following  dis- 
ease states : 

Alcoholism — Acute  and  Chronic-.  Serentil  amelio- 
rates anxiety,  tension,  depression,  nausea  and 
vomiting  in  both  acute  and  chronic  alcoholics  with- 
out producing  hepatic  dysfunction  or  hindering  the 
functional  recovery  of  the  impaired  liver. 
Schizophrenia:  Serentil  is  effective  in  the  treatmeni 
of  schizophrenia.  It  substantially  reduces  the  sever- 
ity of  Emotional  Withdrawal,  Conceptual  Disorgan- 
ization, Anxiety,  Tension,  Hallucinatory  Behavior, 
Suspiciousness  and  Blunted  Affect  in  schizophrenic 
patients.  As  with  other  phenothiazines,  patients 
refractory  to  previous  medication  may  respond  to 
Serentil. 

Behavioral  Problems  in  Mental  Deficiency  and 
Chronic  Brain  Syndrome:  The  effect  of  Serentil 
was  found  to  be  excellent  or  good  in  the  manage- 
ment of  hyperactivity  and  uncooperativeness  asso- 
ciated with  Mental  Deficiency  and  Chronic  Brain 
Syndrome. 

Psychoneurotic  Manifestations:  Serentil  reduces 
the  symptoms  of  anxiety  and  tension,  prevalent 
symptoms  often  associated  with  neurotic  compo- 
nents of  many  disorders,  and  benefits  personality 
disorders  in  general. 

CONTRAINDICATIONS;  As  with  other  phenothia- 
zines Serentil  (mesoridazine)  is  contraindicated  in 
severe  central  nervous  system  depression  or  coma- 
tose states  from  any  cause.  Serentil  is  cantraindi- 
cated  in  individuals  who  have  previously  shown 
hypersensitivity  to  the  drug. 

WARNINGS;  Where  patients  are  participating  in 
activities  requiring  complete  mental  alertness  (e.g., 
driving),  it  is  advisable  to  administer  the  pheno- 
thiazines cautiously  and  to  increase  the  dosage 
gradually. 

Usage  in  pregnancy;  The  safety  of  this  drug  in 
pregnancy  has  not  been  established;  hence,  it 
should  be  given  only  when  the  anticipated  bene- 
fits to  be  derived  from  treatment  exceed  the  pos- 
sible risks  to  mother  and  fetus. 

Usage  in  children;  The  use  of  Serentil  in  children 
under  12  years  of  age  is  net  recommended,  be- 
cause safe  conditions  for  its  use  have  not  been 
established. 

Attention  should  be  paid  ta  the  fact  that  pheno- 
thiazines are  capable  of  potentiating  central  nerv- 
ous system  depressants  (e.g.,  anesthetics,  opiates, 
alcohol,  etc.)  as  well  as  atropine  and  phosphorus 
insecticides. 

PRECAUTIONS;  While  ocular  changes  have  not  to 
date  been  related  to  Serentil,  one  should  be 
aware  that  such  changes  have  been  seen  with 
other  drugs  of  this  class. 

Because  of  possible  hypotensive  effects,  reserve 
parenteral  administration  for  bedfast  patients  or 
for  acute  ambulatory  cases,  and  keep  patient 
lying  down  for  at  least  '/z  hour  after  infection. 

Leukopenia  and/or  agranulocytosis  have  been 
attributed  to  phenothiazine  therapy.  A single  case 
of  transient  granulocytopenia  has  been  associated 
with  Serentil  (mesoridazine). 

ADVERSE  REACTIONS;  Drowsiness  and  hypoten- 
sion were  the  most  prevalent  side  effects  encoun- 
tered. Side  effects  tended  to  reach  their  maximum 
level  of  severity  early  with  the  exception  of  a few 


SEREIMTll! 

(mesoridazine) 

new  weapon 
in  the  fight  against 
alcoholism 


(rigidity  and  motoric  effects)  which  occurred  later 
in  therapy. 

With  the  exceptions  of  tremor  and  rigidity,  ad- 
verse reactions  were  generally  faund  among  those 
patients  who  received  relatively  high  doses  early 
in  treatment.  Clinical  data  showed  no  tendency 
for  the  investigators  to  terminate  treatment  be- 
cause of  side  effects. 

Serentil  has  demonstrated  a remarkably  low  in- 
cidence of  adverse  reactions  when  compared  with 
other  phenothiazine  compounds. 

Central  Nervous  System:  Drowsiness,  Parkinson's 
syndrome,  dizziness,  weakness,  tremor,  restless- 
ness, ataxia,  dystonia,  rigidity,  slurring,  akathisia, 
motoric  reactions  (opisthotonos)  hove  been  re- 
ported. 

Autonomic  Nervous  System:  Dry  mouth,  nausea  and 
vomiting,  fainting,  stuffy  nose,  photophobia,  con- 
stipation and  blurred  vision  hove  occurred  in  some 
instances. 

Endocrine  System:  Inhibition  of  ejaculation  and 
lactation  have  been  noted  rarely. 

Skin:  Itching,  rash,  hypertrophic  papillae  of  the 
tongue  and  angioneurotic  edema  have  been  re- 
ported. 

Cardiovascular  System:  Hypotension  and  tachy- 
cardia have  been  reported.  EKG  changes  have 
occurred  in  some  instances  (see  Phenothiazine 
Derivatives;  Cardiovascular  Effects). 

Phenothiazine  Derivatives;  It  shauld  be  noted 
that  efficacy,  indications  and  untoward  effects 
have  varied  with  the  different  phenothiazines.  The 
physician  should  be  aware  that  the  following  have 
occurred  with  one  or  more  phenothiazines  and 
should  be  considered  whenever  one  of  these  drugs 
is  used : 

Autonomic  Reactions:  Miosis,  obstipation,  ano- 
rexia, paralytic  ileus. 

Cutaneous  Reactions:  Erythema,  exfoliative  derma- 
titis, contact  dermatitis. 

Blood  Dyscrasias:  Agranulocytosis,  leukopenia, 

eosinophilia,  thrombocytopenia,  anemia,  aplastic 
anemia,  pancytopenia. 

Allergic  Reactions:  Fever,  iaryngeal  edema,  an- 
gioneurotic edema,  asthma. 

Hepatotoxicity:  Jaundice,  biliary  stasis. 
Cardiovascular  Effects-.  Changes  in  the  terminal 
portion  of  the  electrocardiogram,  including  pro- 
longation of  the  Q-T  interval,  lowering  and  inver- 
sion of  the  T-wave  and  appearance  of  a wave 
tentatively  identified  as  a bifid  T or  a U wove 
have  been  observed  in  some  patients  receiving 
the  phenothiazine  tranquilizers,  including  Serentil 
(mesoridazine).  To  date,  these  appear  to  be  due 
to  altered  repolarization  and  not  related  to  myo- 
cardial damage.  They  appear  to  be  reversible. 


There  is  no  evidence  at  present  that  these  chan 
are  in  any  way  precursors  of  any  significant 
turbance  of  cardiac  rhythm. 

Hypotension,  rarely  resulting  in  cardiac  ar 
has  been  noted. 

Extrapyramidaf  Symptoms.-  Akathisia,  agita 
motor  restlessness,  dystonic  reactions,  tris 
torticollis,  opisthotonos,  oculogyric  crises,  tre 
muscular  rigidity,  akinesia — some  of  which 
rare  occasions  have  persisted  for  several  ma 
or  years  especially  In  patients  of  advanced 
with  brain  damage. 

Endocrine  Disturbances:  Menstrual  irregular 
altered  libido,  gynecomastia,  weight  gain.  Fc 
positive  pregnancy  tests  have  been  reported. 
Urinary  Disturbances:  Retention,  incontinence. 
Others:  Hyperpyrexia.  Behavioral  effects  sue 
tive  of  a paradoxical  reaction  have  been  repoi 
These  include  excitement,  bizarre  dreams,  ac 
vation  of  psychoses  and  toxic  confusional  sh 
More  recently,  a peculiar  skin-eye  syndrome 
been  recognized  as  a side  effect  following  I 
term  treatment  with  phenothiazines.  This  reac 
is  marked  by  progressive  pigmentation  of  ar 
of  the  skin  or  conjunctiva  and/or  accompaniec  | 
discoloration  of  the  exposed  sclera  and  cor 
Opacities  of  the  anterior  lens  and  cornea 
scribed  as  irregular  or  stellate  in  shape  h 
also  been  reported. 

DOSAGE  AND  ADMINISTRATION;  Oral;  The 

age  of  Serentil  (mesoridazine),  as  in  most  n 
cations,  should  be  adjusted  to  the  needs  of 
individual.  The  lowest  effective  dosage  sh< 
always  be  used.  When  maximum  response  ! 
achieved,  dosage  may  be  reduced  gradually  ] 
a maintenance  level. 

Afeohofism-.  For  most  patients  the  usual  star  I 
dose  is  25  mg.  b.i.d.  The  usual  optimum  t I 
daily  dose  range  Is  50-200  mg.  per  day. 
Schizophrenia:  For  most  patients,  regardless  ! 
severity,  a starting  dose  of  50  mg.  t.i.d.  is  re; « 
mended.  The  usual  optimum  total  daily  dose  ro  ! 
is  100-400  mg.  per  day. 

Behavioraf  Problems  in  Mentaf  Deficiency  3 
Chronic  Brain  Syndrome:  For  most  patients  a s t 
ing  dose  of  25  mg.  t.i.d.  is  recommended.  H 
usual  optimum  total  daily  dose  range  is  75-300  | 
per  day. 

Psychoneurotic  Manifestations-.  For  most  patients  I 
usual  starting  dose  is  10  mg.  t.i.d.  The  usual  I 
mum  total  daily  dose  range  Is  30-150  mg.  per  | 
Injectable  Form;  In  those  situations  in  which  i 
intramuscular  form  of  medication  is  indicc ; 
Serentil  (mesoridazine)  Injectable  is  available  I 
most  patients  a starting  dose  of  25  mg.  is  re;  I 
mended.  The  dose  may  be  repeated  in  30  tc  I 
minutes,  if  necessary.  The  usual  optimum  total  d | 
dose  range  is  25-200  mg.  per  day. 

HOW  SUPPLIED;  Tablets;  10  mg,,  25  mg.,  50 
and  100  mg.  mesoridazine  (as  the  besylate).  i 
ties  of  100. 

Ampuls;  1 cc.  [25  mg.  mesoridazine  (as  the  b'! 
ate)].  Inactive  ingredients  — Disodium  Edetj 
U.S.P.,  0.5  mg.;  Sodium  Chloride,  U.S.P.,  7.2  rl 
Carbon  Dioxide  Gas  (Bone  Dry),  q.s.;  Water 
Injection,  U.S.P.,  q.s.  to  1 cc.  Boxes  of  20  and 

SER70-10  I 

Sandoz  Pharmaceuticals,  Hanover,  N J H 


NEW... 

SUSTAINED 
RELEASE 
VITAMIN  C 


CEVI-BID 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  11 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Survival 
of  the 
fittest 


^fter  30  years  most  drugs  are  obsolete. 
Only  a select  few  survive. 

Take,  for  example, 

Butisol  Sodiurn^lsodium  butabarbital). 


The  discoveries  of  the  post  fev/  decades  have 
'olutionized  pharmacology.  Not  least  the  treat- 
nt  of  anxiety.  Yet  in  the  face  of  pyramiding 
anges,  Butisol  Sodium  consistently  remains 
)ong  the  100  medications  most  frequently  pre- 
ibed— clear  evidence  of  physicians'  continued 
iance  on  its  relaxing  sedative  effect. 

But  perhaps  that  should  come  as  no  surprise. 

1.  Butisol  Sodium  is  highly  predictable: 

nor  dosage  adjustments  are  usually  all  that's 
sded  to  produce  the  desired  degree  of  relaxa- 
n.  (With  3 dosage  forms  and  4 strengths  to 
ike  adjustments  easy.) 

2.  Its  action  is  prompt,  smooth,  relatively 
ncumulative:  Butisol  Sodium  begins  to  work 
hin  30  minutes. . .yet,  because  of  its  interme- 
3te  rate  of  metabolism,  there  is  generally 
ther  a "rol  ler-coaster"  nor  a "hangover"  effect. 

3.  It  is  remarkably  well  tolerated. 

4.  It  saves  your  patients  money:  costs  less 
in  half  as  much  as  they  would  pay  for  most 
nmonly  used  sedative  tranquilizers.* 


It  is  advantages  like  these  that  lead  thousands 
of  physicians,  year  after  year,  to  depend  on 
Butisol  Sodium  for  many  of  their  clinical  needs: 
to  help  the  usually  well-adjusted  patient  cope 
with  temporary  stress... or  to  relieve  anxiety  as- 
sociated with  hypertension,  coronary  disorders, 
premenstrual  tension,  surgical  procedures,  func- 
tional Gl  disorders,  and  the  stresses  of  aging. 

And  that's  a range  of  applications  not  likely 
to  go  out  of  date  either. 

*Based  on  surveys  of  overage  doily  prescription  costs. 


Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  dis- 
ease. Elderly  or  debilitated  patients  may  react  with  marked 
excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances  are 
seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per 
5 cc.  (alcohol  7%).  Buticaps®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


the  Rx  that  says  “Relax” 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM® 


( McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 
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One  of  seven  dosage  forms 

Thorazine 


—chlorpromazine  HCI 

Spansule’ 

I brand  of  sustained  release  caosules 


- j 


Available  in  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg.  strengths. 


Smith  Kline  & French  Laboratories 
Philadelphia,  Pa.  19101 


.li 
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After  (Mily  one  year: 


Administered 
tomorepec^^ 
than  live  in 
St.  Petersbui^.* 


•An  estimated  208.000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  population  of  St.  Petersburg  is  205,000.  (Estimated  1969 
figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 


See  Clinical  Considerations  section  on  last  page... 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteriajf 

Less  Ses  ere 
0.8-1.2  mg./kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  tire 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious/ Life- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

-fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

lb  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./ kg.  GARA.MYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  G.\ramycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella-Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


/.V  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
B.YCTERIA  BY  GENTAMICIN  SULFATE 
(TUBE  DILUTION  STUDIES) 

No.  of  Strains 


No.  of  (%)  Inhibited  by:  No.  of 

Strains  4mcg./cc.  8mcg./cc.  In  Vitro 


BACTERIA 

Tested 

or  less 

or  less* 

Studies 

Staphylococcus  aureus 
Pseudomonas 

1,210 

1,200 

(99%) 

1,206 

(99%) 

11 

aeruginosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 
Indole-positive  and 
indole-negative 

836 

736 

(88%) 

779 

(93%) 

11 

Proteus  species 
Klebsiella-Aerobacter 

477 

210 

(44%) 

358 

(75%) 

12 

species 

292 

205 

(70%) 

231 

(79%) 

10 

♦Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species.  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source:  Package  Insert 


This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram-negative:  1.  Bacteremia;  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections;  and  5.  Selected 
cases  of  urinary  tract  infection. 


Contraindications:  G.vr.amycin  Injectable  is  contraindicated  in 
dividuals  with  a history  of  hypersensitivity  or  toxic  reactions 
gentamicin. 


Warnings:  Patients  receiving  treatment  with  G.4R.AMYCIN 
should  be  under  close  clinical  observation  because  of  the  toxic- 
ity associated  with  the  use  of  this  drug.  Ototoxicity,  vestibular 
and  auditory,  can  occur  in  patients,  primarily  those  with  pre- 
existing renal  damage,  treated  with  GAR.AMYCIN  Injectable, 
usually  for  longer  periods  or  with  higher  doses  than  recom- 
mended. 

G.ARAMY'CIN  Injectable  is  potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment.  Kidney  function  diminished  by 
infection  of  the  upper  urinary  tract  may,  however,  improve 
during  effective  treatment  with  GARAMYCIN  Injectable. 
Concurrent  administration  of  potentially  ototoxic  drugs  such 
as  streptomycin  and  kanamycin  or  of  potentially  nephrotoxic 
drugs  such  as  polymyxin,  colistin,  and  kanamycin  with  genta- 
micin sulfate  has  not  been  shown  to  afford  any  clinical 
advantages  and,  moreover  may  result  in  additive  toxicity. 
Monitoring  of  vestibular,  cochlear,  and  renal  function  will 
provide  guidance  for  therapy  in  such  cases. 


Precautions:  In  patients  with  impaired  renal  function  in  who 
serious  infection  develops,  serum  concentrations  of  the  drug  m: 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  p 
tients  or  in  those  in  whom  recommended  dosage  or  duration  < 
therapy  must  be  exceeded  as  a life-saving  measure,  routine  studi 
of  kidney  function  should  be  performed  when  possible.  These  m; 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  fun 
tion  and  measurement  of  serum  concentration  of  the  drug  whe 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintainc 
below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  ototoxicity. 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  1 
days  or  be  repeated  unless  required  for  serious  infection  not  n 
sponsive  to  other  agents. 

■As  with  other  antibiotics,  treatment  with  Gar.4Myci.\  Injectab] 
may  occasionally  result  in  overgrowth  of  nonsensitive  organisms,  i 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxicity  c 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  an 
mals  have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetu 
G.vra.mycin  Injectable  should  not  be  used  in  pregnant  patients  c 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisabl 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  considere 
related  to  treatment  with  Gar.a.mycin  Injectable  was  2.8  per  ceii 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  wer 
relevant  to  most  patients)  were  as  follows:  10  had  azotemia,  1 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently  re 
ceived  other  potentially  ototoxic  antibiotics  (streptomycin  or  kana 
mycin),  and  5 were  over  60  years  of  age.  Six  also  had  decrease 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal  ii 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showet 
increases  in  BUN  that  were  probably  related  to  treatment  witl 
G.\r.amyci\  Injectable.  Of  20  increases  probably  or  possibly  relatet 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients,  ant 
4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instanct 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depressioi 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  reporter 
and  possibly  treatment-related  adverse  reactions  were  anemia,  in 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotension 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  trans 
aminase  activity  (SGOT  or  SGPT),  increased  serum  bilirubin,  deJ 
creased  serum  calcium,  and  joint  pain. 

Packaging:  Gar.4MYCIN  Injectable,  40  mg./cc.,  2-cc.  multiple-dost 
vials,  for  intramuscular  administration. 

For  more  complete  prescribing  details,  consult  package  insert  of 
Physicians’  Desk  Reference.  Schering  literature  is  also  availably 
from  your  Schering  Representative  or  Medical  Services  Department, 
Schering  Corporation,  Union,  New  Jersey  07083. 

AHFS  CATEGORY  8:12.28  S-029 


Hot  spots  on  her  bikini  are  one  thing. 


Tinea  versicolor  spots  on  her  body  are 
something  else.  The  specific  solution  is 
TINVER’— the  likeable  lotion  that 
provides  a 25%  sodium  thiosulphate 
solution  without  the  unpleasant  odor. 
With  TINVER,  a colloidal  alumina 
suspension  allows  controlled,  gradual 
release  of  nascent  sulphur  so  there’s  never 
any  unpleasant  odor— just  pleasant 
acceptance  by  your  patients. 
Cleansing,  keratolytic  salicylic  acid  has 
also  been  added  to  enhance  the 
penetration  of  the  fungicide  and  assure 
more  dependable  results. 


Tinver 

(sodium  thiosulphate  25%, 
sahcvik  acid  1%) 

The  pleasant 
solution  to 
tinea  versicolor. 


Zlescnp^ion;  Sodium  thiosulfate  25%; 
salicylic  acid  1%;  isopropyl  alcohol 
10%;  propylene  glycol;  menthol; 
disodium  edetate;  colloidal  alumina; 
pmified  water.  Indications:  ¥oy 
topical  use  in  the  treatment  of  tinea 
versicolor  (Malassezia  infection). 
Administration:  Thoroughly  wash,  rinse 
and  dry  the  affected  areas  before 
appKcation  of  medication.  Apply  a thin 
film  of  lotion  twice  a day  or  as  directed. 
Although  diagnostic  evidence  of  the  disease 
may  disappear  in  a few  days,  it  is  advisable 
to  continue  the  treatment  for  a much 
longer  period.  Clothing  should  be  boiled  to 
prevent  reinfection.  Precautions:  If  signs  of 
uritation  or  sensitivity  develop, 
discontinue  use.  Do  not  use  on  or  about  the 
eyes.  Supply:  5-fl.  oz.  and  new  economy 
12-fl.  oz.  plastic  ^ueeze  bottle. 

Bames-Hind  Laboratories 
Subsidiaiy  of  Bames-Hind 
Pharmaceuticals,  Inc. 

Sunnyvale,  California  94086. 

Makers  of  the  fine  line  of  dermatological 
products . . . Komed*HC,  BaisehHC, 

Tinver,®  and  Heb*-Cort  MC. 


Comment 


The  Co\  er 


The  Scene:*  A clearing  in  a remote  part  of 
the  Everglades  at  afternoon  on  a spring  day.  It  is 
the  fourth  day  (Court  Day;  Fasting  Day)  of  the 
annual  Seminole  Green  Corn  Dance.  In  the  fore- 
ground the  medicine  man  in  ceremonial  garb  (tur- 
ban, smock,  ruffled  epaulets,  sash  and  tassels) 
squats,  medicine  pipe  in  hand,  as  he  prepares  to 
blow  prayers  (“songs”)  into  the  Black  Drinks 
and  at  the  same  time  name  the  members  of  the 
body  so  that  each  will  be  protected  from  disease. 
The  first  Black  Drink  (Button  snakeroot,  Eryn- 
gium  synchaetiim,  steeped  in  cold  water)  and  the 
second  Black  Drink  (willow  bark,  Salix  amphibia, 
steeped  in  cold  water)  are  powerful  emetics  de- 
signed to  purify  the  braves  and  prepare  their 
stomachs  to  receive  the  green  corn.  Near  the 
bowls  containing  these  drinks  are  a partially 
stripped  willow  log  and  a bunch  of  Button  snake- 
root. 

In  the  rear  and  to  the  right  of  the  medicine 
man  is  the  medicine  fire  built  for  boiling  the  third 
Black  Drink  or  “Big  Pot  Drink.”  It  is  intended  to 
protect  the  braves  during  the  coming  year  from 
the  diseases  to  which  they  will  likely  be  exposed. 
Accordingly,  the  medicine  man  puts  into  this  pot 
the  herbs  he  believes  are  indicated  by  the  diseases 
he  judges  the  braves  will  encounter.  Thus,  the 
composition  of  this  drink  varies;  it  may  contain 
as  many  as  15  different  herbs.  Regardless  of  the 
composition  of  the  three  drinks,  it  is  believed  that 
the  potent  purifying  and  protective  powers  are 
resident  in  the  medicine  man’s  breath  and  are  im- 
parted to  the  drinks  as  he  blows  his  prayers  into 
them  through  the  medicine  pipe. 

To  the  rear  and  to  the  left  of  the  medicine 
man  the  medicine  bundle  “is  out.”  Wrapped  in  a 
deerskin,  hair  side  out,  and  hung  on  the  medicine 
pole  are  a varying  number  of  items.  Each  is  be- 
lieved very  important  to  the  health  and  welfare  of 
the  tribe.  These  items  (powders,  horn,  feathers, 
stones,  etc.)  may  number  700  and  each  is  sepa- 
rately wrapped  in  specially  treated  buckskin  and 
tied  with  a thong.  So  powerful  are  these  medicines 

*This  scene  is  constructed  from  the  description  of  the  Cow 
Creek  Seminole  Green  Corn  Dance  by  Louis  Capron:  The  Medi- 
cine Bundles  of  the  Florida  Seminole  and  the  Green  Corn  Dance. 
Anthropological  Paper  35.  Bureau  of  American  Ethnology 
Bulletin  15 1 :1953. 


that  some  must  be  handled  with  bone  implements 
and  women  are  not  allowed  to  approach  the  bun- 
dle lest  they  be  struck  down.  The  medicine 
bundle’s  significance  to  the  Seminole  has  been 
likened  to  that  of  the  Ark  of  the  Covenant  to  the 
Jew.  If  the  medicine  bundle  is  properly  cared 
for,  the  tribe  will  prosper  but  if  it  is  neglected 
the  tribe  will  suffer  and,  indeed,  sickness  may 
spread  from  the  medicine  bundle  itself. 

Behind  the  medicine  man  is  a structure  built 
especially  for  the  meeting  of  the  tribal  council, 
the  tchoc-ko  thloc-ko.  Here  seated  on  logs,  the 
elders  discuss  tribal  affairs,  preside  over  the  Green 
Corn  Dance,  grant  or  deny  marriages  and  di- 
vorces, sit  in  judgment  on  the  wrongdoers  of  the 
preceding  year  and  mete  out  the  appropriate 
punishment. 


Cover  Artist 

James  Hutchinson  is  well  known  to  Florida 
art  connoisseurs  as  a master  at  portrayal  of  the 
Florida  Seminoles  and  their  life  style.  His  paint- 
ings have  been  displayed  at  the  Berlin  Folk 
Festival,  1957,  Florida  Pavilion  of  the  New  York 
World’s  Fair,  1965,  and  featured  in  “The  Ameri- 
can Artist,”  1965.  He  was  the  first  artist  to  hold 
an  exhibit  in  Florida  State  Museum. 

Born  in  Buffalo,  X.Y.,  he  was  taken  at  an  early 
age  to  ^Massachusetts  and  California  by  his  fam- 
ily before  they  settled  in  Stuart,  Florida,  when  he 
was  14.  He  finished  high  school  in  Stuart,  spent 
one  year  at  the  Palm  Beach  Junior  College  and 
one  year  at  Florida  State  University;  then  enlisted 
in  the  United  States  Xavy  during  the  Korean  War. 
When  the  war  ended,  he  enrolled  in  the  Xew 
York  School  of  Illustration  and  Cartooning  under 
auspices  of  the  G.I.  Bill.  When  asked  what  he 
considers  the  most  valuable  part  of  his  art  train- 
ing, he  quickly  replies,  “the  two  years  I spent 
living  in  Beanie  Backus’  studio.”  Backus,  another 
well-known  Florida  artist,  is  married  to  Hutchin- 
.son’s  sister. 
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Mr.  Hutthinson 


Since  early  life  he  has  loved  and  admired 
the  Seminoles  of  Florida.  After  his  years  with 
Backus  and  with  the  permission  of  the  Seminole 
Council,  he  and  his  wife,  Joan,  lived  for  two  years 
on  the  Brighton  Reservation.  Gradually  they  be- 
came accepted  by  the  Indians  and  developed 
lasting  friendships  and  a firsthand  knowledge  of 
Seminole  ways.  The  two  years  ended  and  the  need 
to  earn  a living  forced  them  back  to  Port  Salerno, 
Florida;  however,  they  retain  a lifelong  campsite 
in  a hammock  near  the  former  camp  of  Billy 
Bowlegs  who  befriended  them.  When  time  per- 
mits, they  pack  their  gear  and  return  to  this  spot 
for  a few  days. 

Jim’s  life  ambition  is  to  paint  a series  of  pic- 
tures that  will  capture  and  preserve  the  history 
and  customs  of  the  Florida  Seminoles,  intrepid 
warriors  who  would  face  starvation  and  harass- 
ment rather  than  be  herded  like  cattle  to  Okla- 
homa. The  traditions  of  these  proud  Indians  are 
fast  being  lost  as  the  elders  die  off  and  their  de- 
scendants adopt  the  white  man’s  way.  In  the  por- 
trait of  a Seminole  Medicine  Man  at  the  Green 
Corn  Dance  on  our  cover,  Jim  portrays  one  of 
the  most  significant  moments  in  the  life  of  the 
tribe. 


Tree  of  Hippocrates 


June  graduates  of  the  University  of  Florida  College  of  Medicine  recently  honored  the  professor  they  believed 
best  exemplified  excellence  in  teaching  during  their  medical  school  years.  This  year’s  recipient  of  the  Hippo- 
cratic Award  for  Teaching  Excellence  is  Dr.  Melvin  Greer  (above  left),  professor  and  chief  of  neurology  in 
the  college.  With  Dr.  Greer  is  1970  class  president,  Bruce  Neal  Stewart  from  Winter  Park.  Dr.  Greer’s  name 
has  been  inscribed  on  the  bronze  plaque  which  serves  as  a permanent  record  of  the  award  winners.  This  award, 
which  the  students  consider  the  highest  honor  a medical  class  can  bestow  upon  a faculty  member,  was  estab- 
lished last  year  and  is  presented  to  the  teacher  who,  in  the  opinion  of  the  students,  most  enriched  their  minds 
during  their  years  in  medical  school. 


J.  FLORIDA  M. A. /AUGUST  1970 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  Florida  OflSces 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


YOUR  PATRONAGE 
HAS  MAOE  OUR  GROWTH  POSSIBLE 

Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

4111  Carmichael  Ave.  32207 
(904)  359-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 


St.  Petersburg  call  862-0332  direct  line 
to  Tampa  office 

Clearwater  call  446-0487  direct  line 
to  Tampa  office 


HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  45 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

Jomes  K.  Ward,  M.D.,  F.A.P.A. 


CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 
HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
Commissian  on  Accreditation  of  Hospitals  and 
is  also  approved  for  Medicare  patients. 
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(continuous  release  form) 


(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the ‘nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  vv^eight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low'  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors.  In  patients  hypersensitive  to 
this  drug;  In  emotionally  unstable  potients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  omphetomines,  use  with  greet  coution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  incidence.  As  is  characteristic  of  sympothomimetic  agents,  it  may 
occosionolly  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


end  jitterlness.  In  contrast,  CNS  depression  hos  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  Include  ones  such  os  tachycordio,  precordial  pain, 
arrhythmia,  polpitotion,  ond  increased  blood  pressure.  One  published  report 
described  T-wove  changes  In  the  ECG  of  a heolthy  young  mole  ofter  ingestion  of 
diethylpropion  hydrochloride;  this  wos  on  Isoloted  experience,  which  hos  not  beer 
reported  by  others.  Allergic  phenomeno  reported  include  such  conditions  os  rosh, 
urticarlo,  ecchymosis,  and  erythemo.  Gostrointestinaf  effects  such  as  diorrheo 
constipation,  nouseo,  vomiting,  ond  obdominol  discomfort  have  been  reported 
Specific  reports  on  the  hematopoietic  system  include  two  eoch  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A voriety  of  miscellaneous  adverse 
reoctlons  hove  been  reported  by  physicions.  These  include  complaints  such  as  dry 
mouth,  heodoche,  dyspnea,  menstruol  upset,  hoir  loss,  muscle  poin,  decreosed 
libido,  dysurla,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  toblel 
daily,  swallowed  whole,  in  midmorning  {10  o.m.);  TEPANIL;  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meals.  If  desired,  on  additionol  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-ooe*  ./  i/?o  / u.s.  patent  no  3.001.910 
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DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnol  and 
recumbency  leg  muscle  cramps,  including  those  ossocioted  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  controlndi- 
cated  In  pregnancy  because  of  its  quinine  content.  Precautions/Ad- 
verse  Reactions:  Aminophylline  may  produce  intestinol  cromps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  eors,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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Equipped  for  t 

thyroid 


When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your 
hospital  suitably  equipped?  It 
is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated. 

In  tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response 
for  thyroid  replacement.  An 
excellent  drug  for  long-term 
therapy. 

But  in  an  emergency,  when 
rapid  replacement  is  needed  to 
sustain  life,  prompt  clinical 
response  is  essential.  SYNTHROID 
injection  makes  this  therapy 
instantly  available.  Is  it  available 
in  your  hospital? 


Levothyroxine  has  a high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  a thyroactive 
agent  with  low  binding  capacity.  The  bound 
levothyroxine  is  totally  measurable  using  the  serum 
FBI  test.  It  is  not  unusual  to  find  FBI  levels  of 
8-10  meg.  per  100  ml.  of  serum. 

INDICATIONS:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SNYTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS:  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycardia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.  Therefore,  patients  should  be  kept  under 
close  observation.  Medication,  in  such  cases, 
should  be  stopped  for  2 to  6 days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 
mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS:  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS:  Side  effects  are  secondary  to 
increased  rates  of  body  metabolism:  sweating, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diarrhea,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  cases,  a 
reduction  in  dosage  followed  by  a more  gradual 
adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


DOSAGE  AND  ADMINISTRATION:  In 
myxedematous  stupor  or  coma,  with  no  evidence 
of  severe  heart  disease,  200  ta  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
‘ may  be  administered  intravenously  utilizing  a 
solution" containing  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 
after  injection  and  are  fully  appreciated  during 
the  following  day.  A repeat  injection  of  1 00  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  a predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonary  aspiration. 

SUPPLIED:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
500  meg.  of  lyophilized  active  ingredient  and 
1 0 mg.  of  Mannitol,  N.F.;  a 5 ml.  vial  containing 
Sodium  Chloride  Injection,  U.S.P.  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths:  0.025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellaw), 

0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
supplied  in  botties  of  100  and  500  tablets. 

Synthroid’ 

(sodium  levothyroxine,  FLINT) 

Injection  j 

FLINT  LABORATORIES  If 

OlVIStON  OF  TAAVf  NOL  LADOAATOAUS.  lilC. 

Morton  Grove,  lliinots 


Book  Review 


Essentials  of  Gastroenterology  by  J.  Ned  Smith 
Jr.,  M.D.  Pp.  326.  Price  $14.75.  Illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1969. 

This  book  was  written  for  a specific  audience 
and  the  author  is  on  target.  It  evolved  from  an 
outline  that  Dr.  Smith  prepared  for  his  students  at 
the  University  of  Missouri  School  of  Medicine. 
He  enlarged  on  the  original  material  and  now 
makes  it  available  to  a larger  audience  of  medical 
students  and  physicians  in  trciining.  Of  necessity, 
the  field  of  gastroenterology  is  not  covered  in 
depth,  but  a surprising  amount  of  information  is 
presented  in  a concise  manner.  His  writing  style 
is  smooth  and  makes  for  pleasant  reading.  Quotes 
from  .\lvarez.  Osier,  Crohn  and  others  are  sprin- 
kled throughout  the  book  adding  spice  to  the  text. 
Significantly,  he  begins  with  a quote  from  Osier 
that  “the  treatment  of  the  patient  is  the  most  im- 
portant element  in  the  treatment  of  the  dis- 
ease . . .,”  a truism  in  the  patient  with  GI  disease, 
particularly.  The  importance  of  history  taking  is 
rightfully  emphasized. 

Beginning  with  the  esophagus  and  proceeding 
distally,  each  organ  is  briefly  discussed  from  the 
viewpoint  of  normal  and  abnormal  function.  The 
presentation  on  the  liver  suffers  most  from  limita- 
tions of  space  but  a definite  plus  feature  are  the 
excellently  reproduced  x-rays  prepared  by  Dr. 
Kyo  Lee  which  demonstrate  the  desired  points 
clearly.  If  the  discussions  are  brief,  the  references, 
both  recent  and  past,  provide  leads  to  more  ex- 
tensive exploration  of  each  subject.  Treatment 
recommendations  are  conservative  and  Dr.  Smith 
does  not  hesitate  to  express  his  personal  prefer- 
ences. This  is  a splendid  introductory^  text  for  the 
neophyte  in  gastrointestinal  diseases.  For  the 
more  mature  general  reader  who  would  avoid 
excessive  strain  on  his  inguinal  rings  lifting  one  of 
the  heavier  tomes,  it  can  also  be  recommended. 

Richard  T.  Donelan,  M.D. 

Jacksonville 


The  world  is  so  full 
Of  a number  of  things. 
I’m  sure  we  should  all 
Be  as  happy  as  kings. 

— Robert  Louis  Stevenson 


Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


neredity,  Disease  and  Man:  Genetics  in  Medicine 

by  Alan  E.  H.  Emery,  M.D.  Pp.  247.  Illustrated.  Price 
$6.95.  Los  Angeles,  University  of  California  Press,  1968. 


Practical  Automation  for  the  Clinical  Laboratory 

by  Wilma  L.  White,  Marilyn  M.  Erickson,  B.S.  and 
Sue  C.  Stevens,  B.A.,  Ph.D.  Pp.  401.  242  illustrations. 
Price  $14.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


The  Care  of  the  Geriatric  Patient  edited  by  E.  V. 
Cowdry,  Ph.D.,  Sc.D.  Pp.  430.  19  illustrations.  Price 
$15.75.  St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


How  to  Live  With  Hypoglycemia  by  Charles  Weller, 
M.D.  and  Brian  Richard  Boylan.  Pp.  130.  Price  $4.50. 
New  York,  Doubleday  & Company,  Inc.,  1968. 


Spare-Part  Surgery,  The  Surgical  Practice  of  the 
Future  by  Donald  Longmore,  M.D.,  edited  and  illus- 
trated by  M.  Ross-MacDonald.  Pp.  192.  Illustrated.  Price 
$5.95.  New  York,  Doubleday  & Company,  Inc.,  1968. 


Medical  Pharmacology  by  .Andres  Goth,  M.D.  Pp. 
749.  4th  ed.  Illustrated.  Price  $13.50.  St.  Louis,  The  C. 
V'.  Moshy  Company,  1968. 


Paediatric  Cardiology  edited  by  Hamish  Watson, 
M.D.  Pp.  996.  Illustrated.  Price  $36.50.  St.  Louis,  The 
C.  V.  Mosby  Company,  1968. 


Surgical  Pathology  by  Lauren  V.  .Ackerman,  M.D.  and 
Harvey  R.  Butcher  Jr.,  M.D.  Pp.  1140.  4th  ed.  1,268 
illustrations.  Price  $27.50.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


A Manual  of  Simple  Burial  by  Ernest  Morgan.  Pp. 
64.  Price  $1.00.  Burnsville,  N.C.,  The  Celo  Press,  1968. 
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Appraisal  of  Current  Concepts  in  Anesthesiology 

(Vol.  4)  by  John  Adrian!,  M.D.  Pp.  464.  Price  $12.00. 
St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


Water  and  Electrolyte  Metabolism  and  Acid-Base 
Balance  by  Edward  Muntwyler,  Ph.D.  Pp.  169.  33 
illustrations.  Price  $5. 85.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


Cooking  For  Your  Celiac  Child  by  Charlotte  Baum 
Sheedy  and  Norman  Keifetz.  Pp.  244.  Price  $5.95.  New 
York.  The  Dial  Press,  Inc.,  1969. 


The  Evolution  of  Preventive  Medicine  in  the 
United  States  Army  1607-1939  by  Stanhope  Bayne- 
Jones,  M.D.  Pp.  255.  Price  $2.50.  Washington,  D.C., 
Superintendent  of  Documents,  Government  Printing  Office, 
1969. 


Introduction  to  Medical  Science  by  Clara  Gene 
Young  and  James  D.  Barger,  M.D.  Pp.  295.  Price  $7.95. 
Illustrated.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Medical  Interviewing  by  Robert  E.  Froelich,  M.D. 
and  F.  Marian  Bishop,  Ph.D.  Pp.  116.  Price  $4.75.  Illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  i- 
Natality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  2- 
Mortality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


Atlas  of  Human  Electron  Microscopy  by  Ruben  P. 
Laguens  and  Cesar  L..\.  Gomez  Dumm.  Pp.  180.  Illus- 
trated. Price  $20.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 


Plastic  and  Maxillofacial  Trauma  Symposium, 

Nicholas  G.  Georgiade,  editor.  Pp.  221.  Price  $25.00. 
390  Illustrations.  St.  Louis.  The  C.  V.  Mosby  Company, 
1969. 


A Synopsis  of  Contemporary  Psychiatry  by  George 
Ulett,  M.D.  and  D.  Wells  Goodrich,  M.D.  Pp.  340. 
Price  $9.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Genetics  and  Counseling  in  Medical  Practice 

by  Leonard  E.  Reisman,  M.D.  and  Adam  P.  Matheny 
Jr.,  Ph.D.  Pp.  215.  Price  $12.75.  Illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1969. 


Infectious  Diseases  and  General  Medicine,  Vol. 
III.  Prepared  and  published  under  the  direction  of  Lieut. 
General  Leonard  D.  Heaton.  The  Surgeon  General,  United 
States  Army.  Pp.  712.  123  illustrations.  Price  $8.25. 

Washington,  D.C.,  Government  Printing  Office,  1969. 


Prematurity  and  the  Obstetrician  by  Denis  Cava- 
nagh,  M.D.  and  M.  R.  Talisman,  M.D.  Pp.  542.  Price 
$16.50.  Illustrated.  New  York,  Appleton-Century-Crofts, 
Division  of  Meredith  Publishing  Company,  1969. 


Personnel  Administration  and  Labor  Relations 
in  Health  Care  Facilities  by  James  O.  Hepner,  Ph.D., 
John  M.  Boyer,  M..\.  and  Carl  L.  Westerhaus,  M.S. 
Pp.  391.  Price  $15.00.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 


Cardiovascular  Surgery,  Current  Practice.  Vol.  I. 
edited  by  Thomas  H.  Burford,  M.D.  and  Thomas  B.  Fer- 
guson, M.D.  Pp.  273.  134  illustrations.  Price  $18.00. 

St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Davison’s  Compleat  Pediatrician  edited  by  Jay 
M.  Arena,  M.D.  9th  ed.  Pp.  792.  Price  $19.50.  Phila- 
delphia, Lea  & Febiger,  1969. 


Arrows  of  Mercy  by  Philip  Smith.  Pp.  244.  Price 
$5.95.  New  York,  Doubleday  & Company,  Inc.,  1969. 


Tobacco  and  Your  Health:  The  Smoking  Contro- 
versy by  Harold  S.  Diehl,  M.D.  Pp.  271.  Illustrated. 
Price  $2.95.  New  York,  McGraw-Hill  Book  Company, 
1969. 


Manic  Depressive  Illness  by  George  Winokur,  M.D., 
Paul  J.  Clayton,  M.D.  and  Theodore  Reich,  M.D.  Pp. 
186.  Price  $6.50.  St.  Louis,  The  C.  V.  Mosby  Company, 
1969. 


War  Surgery  by  Camp  H.  M.  Smith.  Pp.  97.  Depart- 
ment of  Defense,  Pacific  Command,  United  States  of 
.\merica,  1969. 


Synopsis  of  Obstetrics  by  Charles  E.  McLennan, 
M.D.  and  Eugene  C.  Sandberg,  M.D.  Pp.  496.  212  illus- 
trations. Price  $9.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1970. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  .American  Medical  .Association,  1970. 


J.  FLORIDA  M.A. /AUGUST  1970 
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Now 

available  for  your 

prescribing 

needs 


Cordran^  1ape 

Flurandrenolidelape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Medical  History 


Seminole  Indian  Medicine 

William  M.  Straight,  M.D. 


Today  the  Indians  of  Florida  number  approxi- 
mately 1,400,  having  increased  nearly  tenfold 
since  the  close  of  the  Seminole  Wars  in  1858. 

In  1957  most  of  the  Seminoles  organized  as 
The  Seminole  Tribe  of  Florida,  Incorporated; 
this  group  now  numbers  over  1,000.  In  1961  the 
Indians  living  along  the  Tamiami  Trail,  approxi- 
mately 225,  organized  as  The  Miccosuk.ee  Tribe 
of  Indians  of  Florida.  In  addition  there  are 
slightly  over  100  unaffiliated  Indians.  They  are 
rapidly  adopting  white  man’s  culture  in  order  to 
survive  in  the  competitive  society  of  south  Florida. 
Today’s  Seminole  works  alongside  the  white  man 
in  jobs  off  the  reservation  or  tends  the  store,  farm, 
or  cattle  of  Seminole  owned  enterprises,  sends  his 
children  to  public  schools  and  consults  the  white 
doctor  when  he  gets  sick.  However,  it  was  not  al- 
ways thus  and  the  following  pages  present  the 
medicine  of  the  Seminole  in  the  days  when  the 
white  doctor  was  taboo.  It  will  be  presented  in 
the  present  tense  as  to  a small  degree  some  of 
these  customs  are  still  in  use,  and  to  give  the  nar- 
rative more  interest. 

. . . THERE  ARE  DOCTORS  AND 
THERE  ARE  MEDICINE  MEN 

Among  the  Seminoles  of  Florida  there  are  doc- 
tors and  there  are  medicine  men.  The  former  are 
known  in  Miccosukee  as  ayikcomi:  which  is  trans- 
lated by  Sturtevant  as  “medicine  maker,”  and  the 
latter  are  known  as  ayik6mif6;si:  (“medicine’s 
owner”)  or  ayikcahica:ci:  (“medicine  keeper”). ^ 

The  Seminole  doctor  may  be  either  a man  or 
woman.  Most  old  people  know  some  medicine  so 
in  a sense  qualify  as  doctors  but  the  term  is  usual- 
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ly  reserved  for  those  with  a somewhat  sophisti- 
cated knowledge  of  healing  herbs  and  treatments. 
The  female  doctors,  known  as  herb  women  or 
midwives,  learn  medicine  informally  from  other 
midwives  and  sometimes  from  male  doctors.  In 
contrast  to  the  male  doctors  they  are  not  required 
to  undergo  fasting  and  rituals.  Their  practice  is 
largely  limited  to  the  care  of  women,  particularly 
as  relates  to  menstrual  disorders  and  childbirth, 
and  occasionally  to  care  for  the  male  who  is  pass- 
ing blood  from  the  bowels  or  kidneys.  The  male 
doctors  have  no  knowledge  of  bleeding  diseases 
but  the  female  is  endowed  by  nature  with  a first- 
hand knowledge  of  these  conditions. 

Males  who  would  be  doctors  must  undergo 
formal  training,  “Doctor’s  School,”  including  in- 
struction and  rituals  of  purification  and  dedica- 
tion. Boys  apply  to  one  of  the  tribe  doctors,  most 
often  a medicine  man  but  not  necessarily,  and  ask 
him  to  teach  them.  Josie  Billie,  medicine  man  of 
the  Miccosukee  Tribe,  says  only  “good  men”  are 
accepted  for  training  and  only  those  the  medicine 
man  feels  are  capable  of  learning  the  art.  One 
other  requirement  is  that  they  not  be  married  for 
as  Josie  says,  “marriage  ruin-em  body.”  Details 
of  the  “Doctor’s  School”  may  be  found  in  the 
article,  “Josie  Billie,  Seminole  Doctor,  Medicine 
Man  and  Baptist  Preacher,”  also  appearing  in  this 
issue  of  the  Journal.  The  teacher  of  this  school 
receives  no  money  but  is  customarily  given  pres- 
ents by  his  students  when  the  school  session  ends. 
As  long  as  the  student  remains  unmarried  and  the 
teacher  will  accept  him,  he  can  return  year  after 
year  to  “Doctor’s  School”  for  further  instruction. 

After  “Doctor’s  School”  the  more  serious  stu- 
dents usually  apprentice  themselves  to  an  older 
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doctor,  collect  herbs  for  him,  follow  him  on  his 
rounds,  and  learn  about  the  use  of  herbs.  The 
identification,  collection,  .preparation  and  use  of 
herbs  is  not  taught  in  “Doctor’s  School.”  Curing 
songs  are  taught  in  “Doctor’s  School,”  apprentice- 
ship or  from  relatives.  A doctor  may  refuse  to 
reveal  more  powerful  curing  songs  for  his  reputa- 
tion often  depends  upon  possession  of  these.  Thus 
the  doctors  of  the  Seminoles  have  varying  amounts 
of  training,  knowledge,  ability  and,  perhaps  most 
important,  personal  power. 

. . . THE  KEEPER  OF  THE  BUNDLE 

Being  a medicine  man  is  a different  matter 
altogether  for  the  medicine  man  is  a politico- 
religious  figure.  Usually  he  is  a doctor  also,  but 
there  is  no  formal  requirement  that  he  be  a doctor. 
The  requisite  intelligence,  intellectual  bent,  emo- 
tional maturity,  ability  to  take  care  of  the  sick 
members  of  the  tribe  and,  above  all,  the  personal 
force  that  he  develops,  all  make  a doctor  the  logi- 
cal choice  for  medicine  man.  The  medicine  man 
occupies  the  highest  ceremonial  status  in  the 
Seminole  Tribe.  To  attain  this  rank  he  must  go 
through  most,  if  not  all,  the  lower  ceremonial  of- 
fices and  must  be  recognized  as  the  leader  of  his 
tribe.  In  his  political  role  the  medicine  man  was 
until  recently  the  representative  of  the  tribe  in 
dealing  with  the  other  groups  of  Seminoles  and 
with  the  white  man.  He  attends  the  Green  Corn 
Dance  of  the  other  Seminole  groups  and  generally 
looks  to  the  good  of  the  tribe.  It  is  he  who  selects 
the  site  for  the  annual  Green  Corn  Dance  of  his 
tribe  and  supervises  the  arrangements  and  staging 
of  it. 

In  his  religious  role  the  medicine  man  is  the 
keeper  of  the  medicine  bundle.  Greenlee^  has 
defined  the  medicine  man  as  one  who  possesses  “a 
fragment  of  the  old  war  medicine.”  According  to 
tradition,  the  Supreme  Being  (Sa-kee  tom-mas-see 
in  Cow  Creek;  Fee-sa-kee-kee  o-meek-chee  in  Mic- 
cosukee)  sent  the  original  medicine,  perhaps  eight 
or  nine  hundred  different  kinds^  by  his  messenger, 
Es-te  fas-ta.  This  original  medicine  bimdle  was 
given  to  the  care  of  two  medicine  men  and  remain- 
ed one  bundle  until  the  beginning  of  the  Seminole 
War  (1835-1842).  Then  “Little  Chiefs”  came  to 
the  medicine  men  according  to  Josie  Billie  and 
said,  “Going  on  long  trip,  got  to  have  some  of 
that  medicine. ”3  The  medicine  men  divided  the 
single  bundle,  making  up  a number  of  little 
btmdles,  each  containing  a small  amount  of  each 
of  the  medicines  in  the  original  bundle,  for  the 
chiefs  to  take  with  their  war  parties.  Some  of 


these  were  lost,  some  were  taken  west  with  the 
Seminoles  who  went  to  Oklahoma,  and  some  were 
combined  with  other  bundles.  About  75  years  ago 
Sturtevant^  says  there  were  nine  medicine  bundles 
of  various  sizes  in  Florida.  Three  of  these  were 
destroyed  by  fire  and  of  the  six  remaining,  one  be- 
longed to  the  Cow  Creek  and  five  were  held  by 
three  Miccosukee  medicine  men  at  the  time  Stur- 
tevant  did  his  studies  (1953).  Although  theoreti- 
cally each  medicine  man  holding  a medicine  bun- 
dle could  hold  his  own  Green  Corn  Dance,  in  ac- 
tual practice  the  medicine  men  combine  their  ef- 
forts so  that  only  three  dances  are  staged  each 
year — one  at  Brighton,  one  at  Big  Cypress,  and 
one  along  the  Tamiami  Trail.  Usually  the  medi- 
cine man  will  train  an  assistant  from  his  own  clan, 
and  when  he  feels  the  assistant  is  sufficiently  train- 
ed, he  will  pass  his  medicine  bundle  to  him  and 
retire  to  private  life.  Occasionally  a medicine  man 
dies  in  office,  then  the  medicine  bundle  is  placed  in 
the  hands  of  another  medicine  man  for  keeping 
until  a man  can  be  properly  trained  to  take  over 
its  care.  Customarily  it  takes  seven  years  of  train- 
ing to  properly  qualify  as  a medicine  man.  The 
young  Seminoles  take  little  interest  in  the  tradition 
of  the  medicine  bundle  and  Frank  Shore,  medicine 
man  of  the  Cow  Creek  Seminoles,  says  there  are 
only  four  men  with  proper  training  and  no  one 
“coming  up.”  He  says,  “I  try  to  teach  some  peo- 
ple, but  everybody  too  busy.”® 

The  medicine  in  the  medicine  bundle  is  no 
longer  used  for  its  curative  powers  as  it  was  in 
former  years.  Its  value  is  chiefly  symbolic  and  the 
significance  of  the  medicine  bundle  to  the  Seminole 
has  been  compared  to  the  significance  of  the  Ark 
of  the  Covenant  to  the  Jew.  It  is  believed  that 
if  the  bundle  is  properly  cared  for,  the  tribe  will 
prosper  but  if  it  is  neglected  the  tribe  will  suffer. 
Sickness  may  emanate  from  the  neglected  medicine 
bundle  itself.  The  chief  reason  for  the  annual 
Green  Com  Dance  is  to  maintain  life  in  the  medi- 
cine bundle  for  it  is  believed  that  the  power  will 
die  if  several  years  are  allowed  to  pass  without  a 
Green  Corn  Dance.  On  the  contrary,  if  the  bundle 
is  properly  cared  for,  during  the  night  following 
Court  Day  (the  fourth  day  of  the  Green  Corn 
Dance)  when  the  medicine  “is  out,”  Es-te  fas-ta 
will  from  time  to  time  add  medicines  to  the  bun- 
dle to  assist  the  tribe  in  dangers  that  lie  ahead. 

The  medicine  bimdle  consists  of  many  separate 
items;  the  number  may  vary  from  one  bundle  to 
another.  Most  but  not  all  the  items  are  separately 
wrapped  in  specially  prepared  buckskin  and 
wound  around  with  a thong.  This  buckskin  must 
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be  taken  from  a young  buck,  incompletely  tanned 
by  a man  (most  tanning  is  done  by  women)  who 
has  fasted  during  the  procedure  and  the  hair 
removed.  A few  items  are  left  unwrapped  or  are 
wrapped  in  cloth.  If  the  medicine  man  dies,  new 
buckskin  is  prepared  with  proper  ceremony  and 
each  item  is  transferred  to  the  new  wrappings. 
The  skin  that  encompasses  the  bundle  at  the 
annual  Green  Corn  Dance  is  considered  a tem- 
porary cover  and  is  a borrowed  deerskin  with  the 
hair  intact  and  apparently  not  prepared  with  any 
particular  ceremony. 

The  medicine  bundle  is  displayed  for  only  one 
period  of  24  hours  each  year,  on  Court  Day  of  the 
Green  Corn  Dance.  During  the  rest  of  the  year 
it  is  in  the  keeping  of  the  medicine  man.  Capron^ 
believes  the  medicine  man  keeps  it  at  his  camp, 
but  Sturtevanti  emphatically  states  that  between 
busks  it  is  kept  in  a specially  built  wooden  struc- 
ture often  covered  with  a tarpaulin  in  a secret  spot 
in  the  woods.  A few  days  before  the  Green  Com 
Dance,  the  medicine  man  moves  the  medicine 
bundle  to  a well-hidden  spot  in  the  woods  east 
of  the  cleared  area  where  the  dance  is  to  be  held. 

Before  sunrise  on  Court  Day  the  medicine  man 
and  his  assistants  cross  the  dance  ground  walking 
east  into  a marsh.  There  they  bathe  and  the 
medicine  man  rubs  water  all  over  his  body  while 
singing  a song  asking  God  (Fee-sa  kee-kee  o-meek- 
chee  in  Miccosukee;  Sa-kee  tom-mas-see  in  Cow 
Creek)  to  keep  the  medicine  from  harming  him 
and  to  let  him  use  it  for  the  good  of  the  tribe. 
They  reclothe  and  the  medicine  man’s  assistant 
continues  east  out  of  sight  into  the  woods  carrying 
with  him  an  empty  deerskin.  After  a period  of 
time  he  returns  with  the  bundle  wrapped  in  the 
deerskin,  the  legs  of  which  have  been  tied  loosely 
to  make  a basket  with  a handle.  The  bundle  is 
placed  on  the  ground  just  off  the  dance  circle 
and  the  medicine  man  or  his  assistant  squats  fac- 
ing east,  unwraps  the  bundle  then  carefully  un- 
wraps and  examines  each  individual  item,  rewraps 
the  items  one  by  one  winding  the  thong  about 
them  and  transferring  each  to  fresh  deerskin. 
When  this  is  completed  the  new  deerskin  is  folded 
over  to  encompass  the  medicine,  the  legs  are  tied 
to  make  a handle  and  the  bundle  is  hung  on  a 
forked  stick,  the  medicine  pole,  where  it  will  re- 
main until  evening  of  that  day.  About  twilight  the 
medicine  man  and  his  eissistant  clear,  level  and 
sweep  a place  east  of  the  dance  circle  where  they 
will  sit  all  night.  The  assistant  then  goes  to  within 
three  feet  of  the  medicine  pole  and  with  proper 
incantations  and  gestures  addresses  the  medicine. 
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From  the  bundle  he  removes  the  “fire  flint”  which 
he  takes  to  a newly  laid  fire  nearby  and  with 
which  he  ignites  the  medicine  fire.  The  flint  is 
rewrapped  in  its  buckskin  and  left  near  the  fire. 
The  assistant  returns  to  the  medicine  pole,  again 
addresses  the  bundle  with  prayers,  songs,  and 
gestures,  removes  it  from  the  pole  and  brings  it 
near  the  medicine  fire,  the  “fire  flint”  is  replaced 
in  the  bundle  and  the  bundle  closed. 

The  assistant  now  makes  the  rounds  of  the  clan 
camps  to  collect  “private  medicines”  whose  owners 
want  them  placed  with  the  medicine  bundle  to 
enhance  their  potency.  (In  one  instance  Capron 
saw  a rifle  placed  with  the  medicine  bundle  to 
give  it  “supernatural  accuracy”).  Also  certain 
herbs  may  be  placed  near  the  medicine  bundle 
to  improve  their  efficacy:  Button  snakeroot,  gin- 
seng, Red  Bay,  Southern  Red  Cedar,  and  sassa- 
fras. These  items  are  not  wrapped  in  the  deerskin 
with  the  medicine  but  set  against  it.  The  whole 
is  then  covered  with  a tarp.  During  the  ensuing 
hours  the  medicine  man  and  his  assistant  anoint 
their  bodies  with  the  black  drinks.  Throughout 
the  night  they  sit  by  the  medicine  bundle  and 
fire  keeping  track  of  the  dances.  At  midnight  they 
swallow  the  boiled  black  drink  four  times. 

With  the  coming  of  the  dawn,  the  women 
leave  the  dance  ground  and  the  medicine  man 
presides  over  the  final  purification  rites,  the 
scratching  and  the  sweat  bath.  While  these  are 
in  progress,  he  takes  from  the  medicine  bundle  a 
small  pipe  and  tobacco  wrapped  in  a red  cloth, 
smokes  it  for  a few  minutes  sitting  facing  west, 
then  returns  it  to  the  bundle.  He  then  unwraps 
the  bundle  completely  and  each  item  individually 
to  determine  if  Es-te  fas-ta  has  added  any  new 
medicines.  Indians  drift  by  to  watch  the  proce- 
dure and  to  reclaim  any  “private  medicines”  they 
may  have  left  to  be  put  with  the  medicine  bundle. 
Having  carefully  studied  and  rewrapped  each  item, 
the  medicine  man  transfers  them  to  another  fresh 
deerskin,  closes  the  deerskin  around  them  and 
carries  the  bundle  eaist  until  he  disappears  in  the 
woods.  Later  the  medicine  man  returns  empty 
handed,  his  eissistant  gives  a signal  and  the  feast 
begins;  the  Green  Corn  Dance  is  over. 

. . . BUNDLES  DIFFER 

There  is  disagreement  as  to  the  number  of 
items  in  each  medicine  bundle.  Sturtevant’s  in- 
formant, Josie  Billie,  says  “about  forty.”*  but  Ca- 
pron says  there  may  be  600  or  700  different 
items.3  No  one  has  been  able  to  get  a complete 
catalogue  of  all  the  items  in  any  one  bundle. 
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Sturtevant*  discusses  some  two  dozen  items  which 
are  known  to  Capron  and  himself,  but  here  we 
will  mention  and  illustrate  only  the  different  types 
of  medicines  known  to  be  in  either  the  Miccosukee 
or  Cow  Creek  bundles.  Initially  the  objects  in  the 
bundles  had  to  do  with  warfare  and  Sturtevant 
divides  these  into  those  used  for  offensive  magic, 
those  for  defensive  purposes,  and  those  used  to 
cure  wounds  incurred  in  warfare. 

In  the  category  of  offensive  magic  is  the 
“Thunder  Missile,”  a spherical,  transparent,  crys- 
tal-like object  three-quarters  of  an  inch  in  di- 
ameter which  was  reputed  to  make  the  enemy  be- 
come excited,  as  one  feels  during  a thunderstorm. 
-According  to  Capron,  this  item  was  to  make  the 
Indians  invisible  to  the  enemy.  Another  such  item 
is  the  “Living  Medicine,”  a reddish  or  white  pow- 
der which  the  medicine  man  could  use  to  capture 
the  souls  of  sleeping  enemy  and  thus  make  them 
vTilnerable  when  they  awakened. 

Of  the  defensive  medicines  perhaps  the  most 
dramatic  is  the  “Small  Stone”  which  W2is  used  to 
ward  off  bullets.  The  medicine  man  could  place 
it  between  his  people  and  the  enemy,  sing  appro- 
priate songs,  walk  around  it  four  times  shaking 
a rattle,  and  it  magically  increased  in  size  form- 
ing a shield  so  that  the  enemy  bullets  glanced  off 
and  his  people  were  protected. 

Of  the  therapeutic  items  used  in  war  there 
was  the  “Shot  Medicine,”  a silvery  powder  which 
reputedly  could  revive  someone  killed  by  a bullet. 
.Another  medicine  is  labelled  by  Capron’s  inform- 
ant as  the  “shot-in- the-heart  medicine”  and  this 
seems  to  have  been  ginseng.  .Although  this  is  not 
found  in  south  Florida,  it  used  to  grow  in  north 
Florida  and  is  now  imported  from  Oklahoma.  In 
the  medicine  bundle  ginseng  is  kept  wrapped  in 
white  cloth  in  contrast  to  the  usual  buckskin 
^\Tappings.  Still  another  therapeutic  item  is  a 
buzzard  feather  quill  with  a soft  wooden  stopper 
which  contains  fine  bits  of  feathery  material  called 
“Buzzard’s  Down,”  that  stops  bleeding  when 
minute  amounts  are  placed  in  a gunshot  wound. 

In  addition  to  items  used  in  warfare  there  are 
hunting  charms  such  as  the  “left-hand  horn  of  the 
Snake  King.”  This  was,  according  to  tradition, 
broken  off  the  king  snake  by  an  Indian  who 
charmed  the  snake  from  under  a rock,  aimed  a 
stone  at  the  more  powerful  right-hand  blue  horn 
and  missed,  breaking  off  the  less  powerful  left- 
hand  horn.  The  possession  of  this  charm  and  the 
singing  of  its  song  attracts  deer.  Some  are  cere- 
monial items  such  as  the  “fire  flint”  about  which 
we  have  spoken  and  the  “Little  Tube,”  a small 


whistle  made  of  cane  or  bone  which  is  used  to  1 
signal  the  sweat  bath  ritual.  " 

Some  of  the  medicines  in  the  bundle  are 
thought  to  be  so  powerful  they  cannot  be  touched  ^ 
and  bone  implements  are  provided  for  handling 
them.  Thus  one  of  the  bits  of  horn  in  the  bundle 
that  is  known  as  ee-ah-pee  was  said  to  be  so  ^ 
powerful  that  the  medicine  man,  Sam  Jones,  was 
afraid  of  it.  Sam  Tommie  speaking  of  this  says, 
“Every  time  he  (Sam  Jones)  touch  it  his  hand 
swell  up  and  get  sore.  .At’s  the  worst  horn  Sam 
got.  He  think  he  just  take  care  of  it.  Keep  it  in 
bag.  Bring  it  out  every  four  years.  He  doan  know 
what  it’s  good  for.  He  doan  touch  it.  He  pick  it 
up  with  sticks — like  this.”^  So  powerful  are  some 
of  the  powders  that  a goose  quill  is  provided  to 
scoop  them  up  if  they  should  be  spilled.  Finally, 
women  are  not  allowed  to  come  near  the  medicine 
bundle  for  they  would  surely  be  knocked  down 
by  it. 

.As  noted  previously,  one  of  the  major  respon- 
sibilities of  the  Seminole  medicine  man  is  to  stage 
the  annual  Green  Corn  Dance.  He  must  set  the 
date,  select  the  site,  make  all  the  arrangements, 
and  personally  see  that  everything  goes  off  prop- 
erly. The  Green  Corn  Dance  has  two  purposes; 
first,  to  preserve  the  life  of  the  medicine  bundle 
and,  second,  to  insure  health  to  the  individuals  of 
the  tribe;  more  immediately  it  is  to  prepare  the 
males  to  eat  the  green  corn.  In  former  years  this 
was  the  sacrosanct  religious  observance  of  the 
Seminoles  and  it  was  always  held  in  a very 
secluded  spot.  No  white  man  was  allowed  to  wit- 
ness this  ceremonial  until  the  1930’s.  More  re- 
cently both  white  men  and  women  have  been 
allowed  to  attend  and  Smiley®  says  it  has  largely 
degenerated  into  a social  occasion  with  plenty  of 
wyomee  (liquor)  for  all.  It  is  held  in  the  spring 
of  the  year  and  the  dates  on  which  it  is  known 
to  have  been  held  range  from  late  April  to  mid- 
July. 

. . . ANNUAL  PURIFICATION  AND  RENEWAL 

For  those  interested  in  all  of  the  details  of  the 
Green  Com  Dance  the  reader  is  referred  to  the 
exhaustive  article  by  Capron.®  The  next  several 
paragraphs  will  discuss  only  those  aspects  of  it 
related  directly  to  health:  primarily  the  black 
drink  ritual  and  the  scratching  of  the  males.  There 
are  three  “Black  Drinks”  which  are  swallowed, 
rubbed  on  the  body,  and  poured  on  the  hot  stones 
of  the  sweat  bath.  The  first  two  are  designed  to 
purify  the  males  and  prepare  their  stomachs  to 
receive  the  green  corn  and  the  third  is  an  attempt 
at  preventive  medicine. 
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The  first  of  the  black  drinks  is  a cold  water 
infusion  of  the  chopped  up  tubers  of  Button 
snakeroot  (Eryngium  synchaetum)  prepared  by 
the  medicine  man’s  helper  on  the  morning  of  Court 
Day.  This  is  a very  bitter  emetic  and  is  used 
by  the  medicine  man  apart  from  the  black  drink 
ritual:  as  heart  medicine,  in  treatment  of  a crimi- 
nal wishing  to  get  back  his  tribal  privileges,  and  to 
insure  life.  If  anyone  will  eat  three  roots  given 
him  by  the  medicine  man  with  appropriate  cere- 
monies, he  will  not  die  within  five  years  according 
to  Capron.3 

The  second  black  drink  is  also  prepared  as  a 
cold  infusion  by  lining  the  inside  of  a bowl  with 
vertically  placed  strips  of  the  inner  bark  of  the 
willow  (Salix  amphibia)  and  pouring  cold  water 
into  the  bowl.  Although  this  is  done  by  the  medi- 
cine man’s  helpers,  the  medicine  man  himself 
or  his  assistants  then  “blow  prayers”  into  this 
bowl  through  the  medicine  pipe.  The  medicine  pipe 
is  fashioned  from  a cattail;  it  is  about  three  feet 
long  and  has  three  wrappings  of  red  cloth  various- 
ly said  to  symbolize  blood  and  to  prevent  female 
diseases  in  males,  i.e.,  bloody  dysentery.  Josie 
Billie  told  Capron  that  in  preparation  of  this 
drink  as  he  blew  prayers  into  it  through  the  medi- 
cine pipe,  he  named  over  each  part  of  the  body 
so  that  when  the  Indian  rubbed  it  on,  each  part 
would  be  protected.  Both  of  these  are  drunk 
during  the  afternoon  of  Court  Day.  As  they  are 
both  powerful  emetics,  the  males  down  them  and 
quickly  head  for  the  bushes  to  vomit.  Somehow 
they  always  seem  to  reach  a spot  of  privacy  for 
they  are  never  seen  to  vomit  in  public. 

The  third  black  drink  or  big  pot  drink  is  pre- 
pared in  the  late  afternoon  of  Court  Day  by  the 
medicine  man  and  his  assistants  and  boils  on  the 
medicine  fire  until  midnight.  Its  purpose  is  to 
T>rotect  the  Indians  from  the  diseases  the  medicine 
man  forsees  they  will  encounter  during  the  coming 
year.  Thus  the  ingredients  vary  from  year  to 
year  and  may  number  IS  or  16  different  herbs. 
Some  of  the  herbs  mentioned  by  Capron^  are: 
St.  John’s  wort.  Red  Bay,  Blueberry,  Sweet  Bay, 
Rabbit  tobacco  and  ginseng.  Still  other  ingre- 
dients are  mentioned  by  Sturtevant^  including 
four  ears  of  roasted  green  corn.  Each  of  the  males 
must  take  four  drinks  of  this  big  pot  drink  at 
midnight  and  if  he  doesn’t  spontaneously  vomit, 
he  must  gag  himself.  The  quantity  of  the  drink 
left  over  is  then  poured  on  the  hot  stones  of  the 
sweat  bath  the  following  morning.  Sturtevant^ 
states,  “The  medicine  prevents  the  green  corn 
from  making  the  men  sick,  is  sort  of  a general 


tonic,  making  the  body  strong  and  healthy,  and 
also  prevents  gossiping  and  ^craziness’  and  keeps 
the  people  ‘friendly,  rejoicing’  during  the  ensuing 
year.” 

The  final  rituals  of  the  Green  Corn  Dance 
which  relate  to  health  are  the  scratching  and 
the  sweat  bath.  The  scratching  has  been  said  to 
“purify  the  blood  and  prevent  blood  poison”  and 
to  be  required  because  “the  blood  becomes  ‘too 
heavy’  and  must  be  ‘let  out’  ” to  ensure  healthi- 
ness. It  would  seem  to  be  a symbolic  bloodletting. 
Only  the  males  are  scratched  for  the  women  have 
monthly  menstrual  cycles  that  spontaneously 
purify  them.  Since  the  fast  must  be  maintained 
until  after  the  scratching  ceremony,  the  young 
boys  who  are  not  expected  to  fast  the  whole  period 
and  men  who  for  some  reason  cannot  stay  until 
the  end  of  the  festivities  are  scratched  on  the 
morning  of  Court  Day.  Most  of  the  men  and 
older  boys  are  scratched  on  the  morning  after 
Court  Day,  Feast  Day.  The  scratching  consists 
of  two  long  strokes  on  the  front  and  two  on  the 
back  of  each  upper  and  lower  arm;  two  on  the 
front  and  back  of  each  thigh  and  lower  leg;  two 
diagonal  strokes  on  each  breast  and  two  diagonal 
strokes  on  each  side  of  the  back.  All  men  are 
scratched  even  if  it  is  necessary  to  send  the 
medicine  man’s  helpers  to  drag  out  the  laggards 
and  those  that  are  drunk.  The  instrument  used 
was  at  one  time  a bone  set  with  garfish  teeth  but 
more  recently  it  has  been  sewing  needles  simply 
held  in  the  hand,  stuck  through  a block  of  wood, 
or  through  a rectangular  frame  made  of  a turkey 
quill.  The  skin  is  wet  to  keep  it  from  “peeling” 
atid  the  scratches  are  just  deep  enough  to  draw  an 
ooze  of  blood.  The  scratching  is  done  simultane- 
ously by  six  or  eight  men,  the  older  scratching  the 
older  and  the  younger  scratching  the  younger. 
There  is  much  laughter  and  good  natured  banter- 
ing associated  with  occasional  yips  of  pain  when 
the  needles  bite  too  deep. 

During  the  early  morning  of  Feast  Day  the 
sweat  bath  has  been  prepared  by  sinking  two 
saplings  in  the  ground  and  bending  them  over 
to  make  intersecting  semicircular  ridge  poles  over 
which  a tarpaulin  is  fastened.  When  15  or  20 
men  have  finished  their  scratching,  they  move  into 
this  sweat  bath  (about  eight  feet /in  diameter  and 
four  feet  high),  stones  which  have  been  heating 
on  the  nearby  sweat  bath  fire  are  handed  in,  and 
the  remainder  of  the  big  pot  drink  is  thrown  on 
the  stones  producing  billows  of  steam  issuing  from 
the  leaks  in  the  sweat  lodge.  After  three  or  four 
minutes  of  this  the  men  burst  out  glistening  with 
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sweat  and  dash  into  the  nearby  slough  for  a bath. 
Others  who  have  finished  the  scratching  but  have 
not  taken  the  sweat  bath  join  them  in  the  slough 
for  bathing.  If  the  timing  has  been  just  right, 
about  this  time  the  medicine  man  will  be  return- 
ing from  the  woods  having  hidden  the  medicine 
bundle,  the  first  rays  of  the  sunrise  will  be  streak- 
ing the  sky,  and  the  fast  is  over.  The  women 
will  file  in  with  great  trays  of  food  and  Feast  Day 
has  begun. 

. . . DISEASE,  A LOSS  OF  SOUL 

In  the  remaining  pages,  we  will  turn  our  atten- 
tion to  the  Seminole  ideas  of  the  cause  of  disease 
and  therapeutic  measures  to  be  undertaken. 

The  most  common  answer  one  gets  if  he  in- 
quires the  cause  of  disease  is  the  “loss  of  soul.” 
The  Seminole  believes  in  a double  soul,i  the  parts 
of  which  are  united  in  the  body  when  the  Indian 
is  healthy  and  are  again  united  four  days  after 
death.  One  portion  of  the  soul  is  called  notcki: 
and  is  identified  with  the  breath;  this  remains  in 
the  body  until  after  death.  The  other  portion  is 
located  in  the  heart  and  is  called  solo: pi:  and 
according  to  Capron^  leaves  the  body  via  the  anus 
wandering  far  and  wide  and  experiencing  adven- 
tures which  the  Indian  perceives  as  dreams.  Char- 
acteristically this  portion  of  the  soul  goes  North 
“where  Indians  born  and  raised”  and  where  there 
are  many  abandoned  towns  inhabited  by  ghosts. 
These  ghosts,  usually  of  the  opposite  sex,  prevail 
upon  the  soul  to  remain.  If  the  soul  returns  to  the 
Indian’s  body  at  daybreak  nothing  happens  and 
the  Indian  remains  well.  However,  if  the  wander- 
ing soul  becomes  enamoured  of  a pretty  ghost  and 
fails  to  return,  the  Indian  becomes  sick.  The 
soul  is  said  to  go  first  North  then  around  to  East. 
If  it  gets  fully  to  the  East,  it  may  then  cross  the 
heavens  on  the  Milky  Way  and  when  it  arrives 
at  the  West,  the  Indian  dies.  Four  days  after 
death  the  other  portion  of  the  soul  joins  the  first 
portion  and  the  wake  is  over. 

The  doctor  attempts  with  his  songs  to  follow 
the  errant  soul  and  lure  it  back  to  the  Indian’s 
body.  If  he  is  successful,  the  Indian  recovers,  but 
if  he  is  not  successful,  the  Indian  dies.  To  be  effi- 
cacious, roots  must  be  gathered  from  the  North  or 
East  sides  of  the  plant,  and  in  the  curing  songs 
there  is  repetition  of  the  points  of  the  compass 
always  in  the  sequence  North,  East,  South,  and 
West.  These  are  thought  to  be  explained  by  the 
theory  that  the  soul  goes  first  North,  then  East 
and  finally  West.  Although  this  theory  taught 
on  the  second  day  of  “Doctor’s  School”  seems  con- 


sistent, Sturtevant^  feels  it  is  not  used  to  explain 
specific  diseases.  Soul  loss  may  be  brought  about 
by  means  other  than  the  nocturnal  wandering  just 
described.  Thus  the  medicine  man  can  steal  the 
souls  of  sleeping  enemy  using  medicines  in  the 
medicine  bundle;  sorcery  may  be  used  to  call  the 
soul  of  the  victim  and  burn  it  with  an  image;  and 
finally,  the  ghost  of  a recently  dead  person  may 
lure  away  the  soul  of  a relative.  Indeed,  when  an 
Indian  dies  in  a camp,  the  clan  must  move  and 
reestablish  their  homes  at  another  site  lest  others 
of  the  clan  sicken  and  die.  This  has  also  been 
given  as  the  reason  a woman  in  labor  leaves  the 
camp,  journeys  into  the  woods  accompanied  by  a 
midwife,  and  remains  until  the  baby  is  born  for 
the  baby’s  death  would  necessitate  the  whole 
camp  being  moved. 

Diseases  are  also  thought  to  be  due  to  vari- 
ous agents.  Thus  diseases  may  be  caused  by 
mammals,  birds,  fish,  reptiles,  worms,  shells, 
mosquitoes,  chameleons,  lizards,  snakes,  bears, 
monkeys,  spiders,  and  certain  plants.  Natural 
phenomena  such  as  fire,  thunder  and  rainbows 
may  cause  disease.  Some  diseases  are  thought  to 
be  caused  by  supernatural  beings  and  others  by 
social  misbehavior  such  as,  adultery  and  too  close 
association  with  a menstruating  woman.  Snake 
bite  may  be  caused  by  violating  the  taboos  of  the 
Hunting  Dance,  indeed  the  major  purpose  of  the 
Hunting  Dance,  a ceremonial  held  in  the  fall,  is 
to  placate  the  snakes  and  protect  the  dancers.  Dis- 
obedience of,  disrespect  for,  or  gossiping  about 
the  doctor  who  has  cured  you  may  bring  a recur- 
rence of  the  disease. 

When  asked  how  these  agents  cause  disease, 
the  Seminole  doctor  speaks  vaguely  about  the 
agent  somehow  getting  inside  or  on  top  of  the 
body.  With  some  diseases  a “smell”  may  enter 
the  lungs  unknown  to  the  patient  and  bring  about 
the  disease  in  a magical,  not  a mechanical  way. 
Sometimes  diseases  are  associated  with  a given 
agent  because  the  symptoms  in  some  way  resemble 
some  attribute  of  that  agent.  Thus  digestive  up- 
sets are  thought  caused  by  cows  for  they  chew 
their  cuds  and  regurgitate.  Diarrhea  is  associated 
with  birds  because  bird  droppings  are  liquid. 

At  least  in  the  past  sorcery  was  a cause  of  dis- 
ease, and  Seminole  medicine  men  knew  malevolent 
songs  and  were  suspected  of  sorcery.  The  usual 
technique  was  to  treat  food,  liquor,  or  cigarettes 
by  singing  the  appropriate  songs  over  them.  The 
victim  then  consumes  the  item,  sickens  and  pos- 
sibly dies;  also  the  sorcerer  might  assume  the 
form  of  an  animal  that  sucked  the  blood  of  the 
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sleeping  victim  until  he  sickened  and  died.  Sor- 
cerers could  with  appropriate  ritual  cause  lighten- 
ing to  strike  the  victim  down  or  cause  the  hunting 
Indian’s  gun  to  go  off  and  kill  him.  Finally,  sor- 
cerers might  shoot  objects,  hair,  charcoal,  needles, 
or  ravellings  of  cloth,  for  example,  into  their  vic- 
tim and  cause  illness.  In  such  instances  the  doc- 
tor was  expected  to  suck  the  offending  object  out, 
then  tcike  an  emetic  to  rid  himself  of  it. 

Other  diseases  caused  by  instrusive  objects 
were  such  as  the  “Little  People  Sickness.”  In  this, 
supernatural  beings  are  thought  to  shoot  cobwebs 
into  the  sick  one.  These  must  be  removed  by  the 
doctor  using  the  cupping  horn.  In  rheumatism  a 
feather,  hair,  or  pebble  may  have  been  shot  into 
the  victim  and  the  doctor  is  expected  to  suck  it 
out. 

Dreams  are  usually  not  the  cause  of  disease 
but  are  looked  upon  as  omens.  However,  there  are 
exceptions  to  this  such  as  the  “Fire  Sickness”;  if 
one  dreams  of  fire  he  will  develop  a fever.  Dream- 
ing of  many  deer  may  produce  the  “Deer  Sick- 
ness” or  of  a house  full  of  animals,  the  “Cat 
Sickness.”  Dreaming  of  “a  lot  of  pretty  girls,  be 
sweet  to  you  and  kiss”  according  to  Josie  Billie 
is  a warning  you’re  going  to  catch  a bad  cold  and 
fever.  Dreaming  of  hunting  animals  indicates  a 
desire  to  learn,  i.e.,  to  hunt  knowledge. 

Finally,  there  are  empirical  causes  of  illness 
such  as  knife  or  bullet  wounds  or  injuries  from 
falls  and  snakebites.  Certain  diseases  such  as 
colds,  coughs,  and  chronic  fevers  are  not  ascribed 
to  specific  causes. 

Diagnosis  is  chiefly  based  on  history  taking, 
although  the  doctor  may  perform  cursory  exami- 
nations in  certain  circumstances.  He  may  also 
examine  the  stool  to  determine  which  animal’s 
stool  it  resembles.  Sometimes  a relative  or  friend 
goes  to  the  doctor  and  describes  the  patient’s  ill- 
ness, whereupon  the  doctor  makes  his  diagnosis 
and  prescribes. 

. . . THE  song’s  the  THING 

The  Seminole  doctor’s  therapeutic  armamen- 
tarium consists  of  curing  songs,  herbs,  bloodlet- 
ting, sweat  baths,  and  dietary  restrictions.  Al- 
though the  doctor  uses  herbs  (Josie  Billie  is  said 
to  have  knowledge  of  more  than  225  herbs),  it  is 
thought  that  the  herb  is  incidental  and  treats  the 
symptoms  only  while  the  curing  song  or  spoken 
spell  gets  at  the  cause  of  the  disease  and  cures  it.i 
Indeed,  Josie  Billie  told  Sturtevant  that  he  could 
chant  a curing  song  and  blow  his  breath  into  a 
pot  of  plain  water  and  make  it  efficacious  in  the 
cure  of  disease. 


The  doctor  to  be  successful  in  his  cures  must 
have  “living  medicine”  within  his  body.  Some 
doctors  possess  this  to  a greater  degree  than  oth- 
ers. It  is  this  power  within  them  that  they  breathe 
through  the  medicine  pipe  into  the  pot  of  medi- 
cine or  upon  the  dry  herbs  held  in  their  hand. 
It  is  this  power  that  makes  the  herbs  efficacious, 
and  this  power  is  inhaled  by  the  patient  in  some 
magical  way.  This  “living  medicine”  is  given  by 
the  teacher  to  the  “worthy”  students  in  Doctor’s 
School.  The  teacher  sends  the  students  to  select 
a plant  he  designates,  they  return  with  it,  he  pre- 
pares it  singing  over  it  and  blowing  into  it,  the 
students  then  swallow  it,  and  it  becomes  alive 
within  them.  However,  to  keep  this  “living  medi- 
cine” alive  within  him  the  doctor  must  undergo 
one  day  fasts  and  take  certain  medicines  every 
month  or  two.  He  must  also  be  alert  to  avoid 
situations  that  might  damage  his  “living  medi- 
cine.” Thus  he  must  avoid  contact  with  men- 
struating women,  treating  a woman  during  mourn- 
ing, and  having  coitus  with  his  wife  in  less  than 
four  months  after  she  has  borne  a child.  If  the 
patient  he  is  treating  dies,  the  doctor  must  purify 
himself  by  taking  the  black  drink  and  waiting  two 
weeks  before  he  resumes  practice,  or  if  he  does 
not  take  the  black  drink,  he  must  wait  four 
months  before  resuming  practice.i-^ 

A number  of  the  curing  songs  have  been  re- 
corded and  translated  by  anthropologists  who 
have  worked  with  the  Seminoles.  They  consist  of 
many  words  difficult  to  translate,  but  often  have 
repetition  of  the  cardinal  points  of  the  compass; 
north,  east,  south,  and  west  in  that  order,  or  the 
colors  yellow,  red,  black,  and  white.  At  times 
there  is  reference  to  the  supposed  causative  agent 
or  the  imitation  of  the  cry  of  the  animal  or  bird 
that  seems  related  to  the  illness.  Occasionally,  as 
in  the  “Bear  Sickness,”  the  bear  is  described  as 
moving  away,  or  in  the  “Sun  Sickness,”  the  toad 
is  summoned  to  swallow  the  Sun.  But  for  the 
most  part,  Sturtevant  could  find  little  relationship 
between  the  words  of  the  curing  song  and  the  ill- 
ness to  be  cured.  The  song  is  uttered  by  the  doc- 
tor in  a rapid,  barely  audible  mumble  and  if  he 
makes  a mistake  in  the  recitation,  he  must  stop 
and  begin  all  over  again.  Despite  this  there  are 
variations  in  the  same  song  from  doctor  to  doctor. 

The  herbs  to  be  used  are  usually  gathered 
fresh  at  the  time  of  the  illness;  medicines  are  not 
kept  in  stock  although  the  doctor  may  keep  a 
small  stock  of  herbs  that  are  not  available  locally. 
In  former  times  these  were  kept  in  specially  woven 
medicine  pouches  but  now  bags,  tins,  and  card- 
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board  boxes  suffice.  Usually  the  doctor  instructs 
the  patient  or  his  relatives  what  plants  he  needs 
and  where  to  find  them,  then  the  patient  or  rela- 
tive brings  them  to  the  doctor.  Occasionally,  when 
for  one  reason  or  another  this  will  not  work,  the 
doctor  collects  the  herbs  himself.  A few  plants 
such  as  ginseng  and  sassafras,  which  are  no  longer 
obtainable  in  Florida,  are  brought  in  from  Okla- 
homa. The  only  domesticated  plants  in  use  are 
tobacco  and  the  gourd. 

Medicine  is  made  from  all  parts  of  the  plant 
but  most  commonly  used  are  the  roots  and  leaves 
in  that  order.  To  be  most  efficacious  the  roots  and 
leaves  must  come  from  the  north  or  east  sides  of 
the  plant.  Leaves  from  the  south  or  west  sides 
of  the  plant  are  thought  to  bring  bad  luck  and 
even  death.  Some  herbs  such  as  cedar  leaves  are 
thought  to  be  such  strong  medicine  that  the  col- 
lector must  fast  the  day  he  collects  them  lest  they 
harm  him. 

Sturtevant^  analyzed  the  ingredients  in  80  dif- 
ferent Miccosukee  herb  remedies  and  lists  the  most 
frequently  utilized  plants  in  order  of  decreasing 
frequency  as  follows: 


TABLE  OF  HERBS  MOST  COMMONLY  USED  BY 
THE  MICCOSUKEE  SEMINOLEi 


Bay  leaves 

Persea  borbonia 

25 

times 

Cedar 

Juniperus  cilicicola 

11 

f} 

Sassafras 

Sassafras  albidum 

10 

it 

Southern  willow 

Saltx  amphibia 

8 

it 

Ginseng 

Panax  quinquefolium 

6 

a 

Lizard’s  tail 

Saururus  cernuus 

6 

it 

Button  snakeroot 

Eryngium  synckaetum 

5 

it 

Common  buttonbush 

Cephalanthus  occidentalis 

S 

it 

Downy  milk  pea 

Galactia  volubilis 

4 

a 

Royal  fern 

Osmunda  regalis 

4 

it 

Beard  fern 

Vittaria  lineata 

4 

a 

Serpent  fern 

Phlebodium  aureum 

4 

it 

Prost-weed 

Verbesina  virginica 

4 

a 

Gopher-apple 

Chrysobalanus 

oblongijolius 

4 

a 

Huckleberry 

Vaccinium  myrsinites 

4 

it 

Spike-sedge 

Eleocharis  caribaea 

4 

a 

The  first  four  herbs  in  this  list  are  all  emetics 
emphasizing  the  importance  the  Seminole  doctor 
places  on  “puking”  as  a remedy.  Josie  Billie  once 
remarked  that  emetics  were  to  the  Indian  what 
laxatives  are  to  the  white  man.  Bay  leaves  and 
Button  snakeroot  are  the  cure-alls  of  Seminole 
medicine;  Josie  remarked  that  Bay  leaves  are 
“good  for  everything.”  Among  the  Cow  Creek 
Seminoles,  Button  snakeroot  and  sassafras  are  the 
most  commonly  used  herbs  and  are  thought  so 
effective  that  they  need  not  be  sung  over.  Stur- 
tevant  could  find  very  little  reeison  for  the  employ- 
ment of  a given  herb  in  a given  disease  except  that 
it  was  traditional.  Medicine  made  from  the  herbs 
may  be  taken  internally,  applied  externally,  used 
to  steam  the  body  (as  in  the  sweat  bath),  used 


as  a steam  inhalation,  or  used  in  a combination 
of  these  methods. 

During  the  preparation  of  the  herbs  the  doctor 
must  abstain  from  eating  meat  and  fish  if  the 
medicine  is  to  be  effective.  In  most  instances  there 
are  careful  instructions  about  the  preparation  of 
the  herbs  and  by  what  route  they  are  to  be  given; 
but  often  the  time  of  administration,  dose  to  be 
used  and  frequency  of  administration  are  not 
noted.  Typically,  the  patient  or  his  relative  col- 
lects the  herbs  and  brings  them  to  the  doctor. 
The  doctor  prepares  the  herbs  and  at  the  appro- 
priate time  rinses  his  mouth  with  water  before 
singing  the  curing  song.  The  song  is  sung  over  the 
dry  herbs  held  in  his  hand,  or  if  an  infusion,  tea 
or  broth  is  blown  through  the  medicine  pipe,  the 
end  of  which  is  just  under  the  surface  of  the 
liquid.  During  this  procedure  the  doctor  must  al- 
ways face  east,  “because  the  moon  and  the  sun 
arise  in  the  east.”*i  After  the  preparation  of  the 
medicine  it  is  given  to  the  patient  with  instruc- 
tions for  its  use  and  the  doctor  or  patient  departs. 
If  the  patient  doesn’t  improve,  the  doctor  may 
take  him  to  another  doctor  “for  a consultation”  or 
the  patient  may  on  his  own  consult  another  doctor. 
Indeed,  it  is  not  unusual  for  the  patient  to  consult 
several  doctors  and  take  simultaneously  the  medi- 
cines prepared  by  each,  believing  that  if  one  medi- 
cine doesn’t  work  another  will.  During  the  past 
50  years  Seminole  doctors  have  become  less  reluc- 
tant to  seek  the  aid  of  the  white  doctor  when  their 
efforts  were  not  meeting  with  success.  Thus  Dr. 
M.  Sewell  Pender,  the  only  physician  in  Collier 
County  during  the  early  1930’s,  recalls  Josie  Billie 
bringing  as  many  as  20  patients  at  a time  during 
a malaria  epidemic  about  1934. 

Other  less  frequently  used  methods  of  treat- 
ment were  bloodletting,  the  sweat  bath,  and  die- 
tary restrictions.  Bloodletting  is  used  in  the  treat- 
ment of  five  diseases;  it  is  not  used  in  snakebite 
as  one  might  reasonably  expect.  The  doctor  has 
bull’s  horns  (originally  Buffalo’s  horn)  of  various 
sizes  with  a small  hole  near  the  horn’s  tip.  First, 
he  puts  a bit  of  an  unidentified  root  known  as 
“bitter  medicine”  in  his  mouth,  then  spits  on  the 
skin  at  the  site  chosen  for  the  incision,  cuts  the 
skin  to  sufficient  depth  with  a piece  of  broken 
glass  and  applies  the  large  end  of  the  horn.  He 
puts  his  mouth  to  the  small  hole  and  sucks  vigor- 

^Mention  has  been  made  previously  of  the  soul  wandering  con- 
cept and  the  theory  that  if  the  soul  gets  due  east  it  will  walk 
the  Milky  Way  to  the  west  and  the  patient  die.  For  this  rea^n 
the  sick  Indian  must  always  lie  with  his  head  to  the  east  for 
if  he  lies  with  his  head  to  the  west,  he  may  well  die.  When  the 
Seminole  lies  down  to  sleep  at  night  (but  not  necessarily  during 
the  day),  he  is  careful  to  lie  with  his  head  to  the  east.  Semi- 
noles arc  customarily  buried  w'ith  their  heads  to  the  .west. 
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ously  and  when  the  horn  fills  with  blood,  he  quick- 
ly slips  his  finger  over  the  small  hole  and  takes 
the  horn  with  its  contents  away  from  the  patient’s 
skin.  By  repeating  this  procedure  several  times 
Josie  Billie  says  a pint  of  blood  can  be  removed 
from  a satisfactory  incision.  Sometimes  the  horn 
is  placed  over  an  accidental  cut  and  suction  ap- 
plied to  draw  blood  into  the  area  rather  than  from 
the  patient.  The  sweat  bath  is  primarily  a cere- 
monial procedure,  though  it  is  used  to  treat  certain 
kinds  of  pain  and  one  type  of  insanity. 

. . . don’t  eat  deer  brains 

Another  uncommon  therapeutic  measure  is 
dietary  restriction.  For  example,  the  meat  of  an 
animal  thought  to  cause  a sickness  is  interdicted 
for  a period  of  time.  Thus  Indians  suffering  from 
the  “Deer  Sickness”  must  not  eat  venison  for  four 
months,  and  those  suffering  from  the  “Hog  Sick- 
ness” must  not  eat  pork  for  the  same  period. 
Some  foods  are  abstained  from  because  they  are 
thought  to  be  harmful;  for  example,  deer  brains 
must  never  be  eaten  by  the  male  for  in  the  words 
of  Josie  Billie,  “kill-em  peter.” 

Other  food  taboos  relate  to  potentially  pollut- 
ing individuals.  Women  during  their  mense  may 
cook  the  food  but  may  not  eat  at  the  table.  The 
mother  may  not  eat  at  the  common  table  for  four 
months  after  the  birth  of  her  child,  and  the  widow 
or  widower  for  four  months  after  the  death  of 
their  spouse. 

Both  Greenlee^  and  Sturtevant^  detail  a num- 
ber of  “clinical  syndromes”  and  their  treatment. 
One  of  these  follows  to  give  the  reader  the  idea  of 
the  Seminole  text  of  medicine.  The  “Bird  Sick- 
ness” (fo:sac6:kinoka:cicihci:)  is  caused  by  birds 
in  general  and  specifically  such  birds  as  the  horned 
owl,  the  American  egret,  the  snowy  egret,  and  the 
white  ibis  (“curlew”).  Babies  are  particularly 
susceptible  to  the  bird  sickness  and  have  diarrhea 
with  thin  greenish  stools,  vomit  after  nursing, 
urinate  immediately  after  taking  liquids  and  grow 
thin.  They  may  make  noises  resembling  bird  calls. 
The  doctor  examines  the  stool  for  the  characteris- 
tic appearance.  Adults  may  also  be  affected  and 
have  similar  stools,  vomiting,  anorexia,  make  bird 
noises  and  dream  of  birds.  This  is  treated  with  a 
medicine  made  from  the  whole  plant  of  the  pin- 
weed  ( Lechea  minor ) and  leaves  from  the  east  side 
of  the  bay  (Per sea  borbonia)  boiled  in  water. 
With  more  severe  cases  in  adults  the  roots  of  rat- 
tlesnake-master (Liatris  laxa)  and  queen’s-delight 
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(Stillingia  angustifolia)  are  added.  The  patient 
drinks  the  medicine  and  washes  the  whole  body 
with  it.  Adults  are  also  forbidden  to  eat  the  meat 
of  migratory  birds  for  a period  of  time.  Stur- 
tevanti  gives  the  curing  song  which  the  doctor 
blows  into  the  pot.  This  refers  to  the  horned 
owl’s  eyes  running  like  an  open  boil,  apparently  an 
allusion  to  the  diarrhea.  It  also  contains  the  cycle 
of  the  colors  as  previously  mentioned. 

A note  about  the  doctor’s  fee  will  close  this 
narrative.  We  have  previously  noted  that  the 
teacher  in  “Doctor’s  School”  makes  no  charge  for 
imparting  his  knowledge.  Furthermore,  Josie 
Billie  points  out  that  the  Great  Being  gives  man 
the  herbs  for  nothing,  therefore  the  doctor  must 
not  charge  for  their  use.  Although  the  doctor  may 
not  take  money  for  his  services,  it  is  customary 
for  the  patient  to  give  the  doctor  a gift.  It  is 
important  that  the  doctor  not  seem  too  eager  for 
this  gift  and  the  gift  is  not  usually  given  immedi- 
ately, unless  the  doctor  or  the  patient  has  come 
from  a considerable  distance,  making  it  difficult  to 
transmit  the  gift  at  a later  date.  The  gift  may  be 
a few  yards  of  colored  cloth  (all  one  color),  an 
article  of  clothing,  a pocket-knife,  saleable  trading 
goods,  or  live  or  dead  domestic  animals  such  as  a 
chicken  or  hog.  If  the  gift  is  a living  animal,  the 
illness  is  in  some  faishion  transferred  to  the  animal 
and  when  the  doctor  kills  it  he  must  eat  certain 
prescribed  parts  of  it;  for  example,  if  the  doctor 
receives  a live  hog,  he  must  eat  the  “long  liver” 
(spleen).  The  doctor  is  at  liberty  to  sell  or  trade 
the  gift  and  thus  convert  it  into  money.  Despite 
the  dictum  among  the  Florida  Seminoles  that  the 
doctor  not  accept  money,  Josie  Billie  on  his  an- 
nual trips  to  Oklahoma  used  to  accept  four  or 
five  dollars  for  treating  an  illness  and  apply  this 
to  the  expense  of  making  the  trip. 
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Government  Medical  Service 
To  The  Seminole  Indian? 

Alfredo  F.  Mendez,  M.D. 


In  1930  Dr.  W.  C.  Rentz  of  Miami  was  placed 
under  contract  by  the  Bureau  of  Indian  Affairs  at 
a salary  of  $75  per  month  to  render  services  to 
the  Seminoles  (which  included  those  now  known 
as  Miccosukees).  This  man  practically  became  the 
father  of  these  people,  concerned  not  only  with 
the  practice  of  medicine  but  also  furnishing  them 
moral  support  and  advice.  He  made  home  visits 
and  delivered  their 'babies  in  the  chickees  (thatch 
roofed  huts),  which  were;  and  in  many  cases  still 
are,  their  homes.  In  1934  Miss  Charlotte  Conrad, 
a Public  Health  Nurse,  was  appointed  by  the 
Bureau  of  Indian  Affairs  to  make  home  visits  and 
see  to  the  health  needs  of  the  Seminoles. 

On  July  1,  1955,  responsibility  for  providing 
medical  care  and  health  services  to  the  Indians 
w'as  transferred  from  the  Bureau  of  Indian  Affairs 
to  the  Indian  Health  Service,  which  is  a part  of 
the  Department  of  Health,  Education,  and  Wel- 
fare. The  Indian  Health  Service  contracted  with 
the  Florida  State  Board  of  Health  and  two  outpa- 
tient clinics  were  established:  one  at  the  Big  Cy- 
press Reservation  and  the  other  at  the  Brighton 
Reservation.  These  clinics  are  held  twice  a week. 
During  July,  1968,  I was  appointed  Service  Unit 
Director  for  the  State  of  Florida  to  work  on 
Health  Education,  Health  Plans  and  Preventive 
Medicine.  An  outpatient  clinic  was  established  at 
that  time  and  for  the  first  time  on  the  Miccosukee 
Reservation.  In  this  manner  we  had  a clinic  on 
each  reservation  except  Hollywood;  this  reserva- 
tion is  located  in  an  urban  area  and  the  Indians 
consult  two  contract  physicians  at  their  offices. 
The  contract  between  the  Indian  Health  Service 
and  the  Florida  State  Board  of  Health  covers  the 
use  of  some  of  their  facilities,  the  furnishing  of  a 
physician  for  the  Brighton  clinic,  and  the  handling 
of  administrative  affairs  of  our  contracted  medical  ^ 
care.  Dr.  Billy  Rentz  and  his  associates  in  Miami 
are  the  contract  physicians  for  the  members  of  the 
Miccosukee  Tribe.  The  hospital  contracted  is  the 
Baptist  Hospital,  also  in  Miami.  Dr.  Billy  Rentz 
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and  Welfare  of  the  United  States. 


is  the  son  of  Dr.  W.  C.  Rentz  mentioned  at  the 
beginning  of  this  article.  He,  as  his  father,  is  also 
very  popular  with  the  Miccosukees. 

The  following  Clewiston  physicians  contract 
to  handle  the  members  of  the  Big  Cypress  and 
Brighton  Reservations:  H.  W.  Shupe,  M.D.,  J.  D. 
Forbes,  M.D.,  E.  B.  McConville,  M.D.,  and  W.  O. 
Rigby,  M.D.,  and  the  hospital  under  contract  is 
the  Hendry  General  Hospital.  As  aforementioned, 
there  is  no  outpatient  clinic  at  the  Hollywood  Res- 
ervation. Services  are  strictly  under  contract  basis 
to  J.  P.  Boettner,  M.D.  and  R.  Rogers  Jr., 
M.D.  The  patients  are  taken  to  Broward  Medical 
Center  in  Fort  Lauderdale  for  hospitalization. 
Dental  care  of  the  children  in  Miccosukee  Reser- 
vations is  handled  by  the  Dade  County  Health 
Department;  dental  care  of  the  children  on  the 
Hollyw’ood  Reservation  is  handled  by  the  follow- 
ing dentists:  Richard  L.  Stanley,  D.D.S.,  M.  J.j 
Dixon,  D.D.S.,  and  R.  G.  Mayhill,  D.D.S.,  and 
dental  care  of  the  children  on  the  Big  Cjfpress  and 
Brighton  Reservations  is  handled  by  George  R. 
Randolph,  D.D.S.  and  Ottis  E.  James,  D.D.S.  We 
have  approximately  75  children  enrolled  in  the 
“Head  Start  Program”  at  the  four  reservations. 
I am  personally  responsible  for  a biannual  com- 
plete physical  examination  and  evaluation  of  these 
children.  Once  a year  a board  certified  pediatri- 
cian examines  their  records  with  me. 

Community  Profile 

The  Florida  Service  Unit  covers  the  reserva- 
tions of  the  Seminole  Tribe  of  Florida:  Brighton, 
consisting  of  36,000  acres  in  Glades  County;  Big 
Cypress,  42,700  acres  in  the  Everglades  in  Hendry 
County;  Hollywood,  480  acres  in  Broward  Coun- 
ty, and  the  Miccosukee  Tribe  of  Indians  of  Flor- 
ida (kin  to  Seminole)  scattered  along  the  Tamiami 
Trail  near  Forty-Mile  Bend  and  occupying  330 
acres  in  Dade  and  Collier  Counties.  The  land  in 
these  South  Florida  areas  is  flat;  in  Glades,  Hen- 
dry and  Collier  Counties  it  is  rough  and  the 
greater  part  is  undeveloped;  some  of  it  is  under 
water  the  better  part  of  each  year.  The  temper- 
ature average  year-round  is  75°,  with  a summer 
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Acreage  and  population  of 
reservation  are  shown  below  name 
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Figure  1 — Reprinted  by  permission  from  the  National  Geographic,  November 
1969. 


82°,  and  perhaps  eight  or  ten  days  in  the  winter 
in  which  it  reaches  below  45°  at  nighttime;  what 
is  known  as  a Florida  “cold  snap.”  The  average 
annual  rainfall  is  62  inches — most  of  it  in  the 
summer  through  late  fall. 

Tribal  statistics  show  an  enrolled  membership 
at  present  of  1,300  (Seminole  1,060,  Miccosukee 
240)  plus  about  100  not  yet  enrolled  but  living 
on  or  close  to  the  reservations,  making  a total 
population  of  1,400  with  which  we  are  directly  in- 
volved. There  are  others  living  in  scattered  areas 
of  the  state.  The  population  is  somewhat  mobile, 
with  a recent  trend  of  moving  from  Brighton  and 
Big  Cypress  to  the  more  urban  area  of  the  Holly- 
wood Reservation  for  access  to  more  employment 
and  better  paying  jobs. 

Two  Indian  languages  are  spoken  among  the 
Seminoles.  The  people  on  the  Brighton  Reserva- 
tion speak  Cow  Creek  (Muskogean);  Big  Cypress 
people  speak  the  Miccosukee  tongue;  and  Holly- 
wood residents  speak  both  or  either.  Numerically 

J.  FLORIDA  M.A./AUGUST  1970 

■ ... 


about  two-tjiirds  speak  Miccosukee  and  one-third 
Cow  Creek.  A few  more  than  one  hundred  of  both 
tribes  speak  both  tongues.  Many  of  these  Indian 
people  also  speak  English,  especially  those  of 
about  45  years  of  age  or  younger. 

The  Seminole  population  has  grown  approxi- 
mately 25%  in  the  past  six  years  and  almost 
300%  in  the  past  35  years.  There  were  known 
to  be  approximately  500  Seminole/Miccosukee 
Indians  in  Florida  in  1935;  there  are  now  about 
1,400  and  most  of  them  are  full  blood  Indians. 
The  sex  ratio  is  almost  equally  divided.  There  is  a 
very  slowly  growing  tendency  for  marriages  with 
whites. 

Education 

Illiteracy  has  left  the  Seminoles  and  Miccosu- 
kees  far  behind.  The  small  child  starts  school, 
usually  with  a language  handicap,  lack  of  home 
training,  health  training,  and  from  a very  different 
home  environment.  Preschool  training  has  become 
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a necessity,  and  this  is  being  taken  care  of  through 
the  Head  Start  Program  and  Day  Care  Centers. 
Today’s  Seminole  and  Miccosukee  adults  labor 
under  severe  handicaps,  principally  because  so 
many  have  never  attended  school  and  cannot  con- 
verse well  in  English.  The  following  table  shows 
the  percentage  of  adults  18  years  and  over  who 
have  attained  the  various  educational  levels. 


-Attending  college  or  receiving  higher  education 


(college  graduate:  1 male — 1 female) 

5% 

High  School  graduates 

12% 

10  to  12  grades  completed 

10% 

7 to  9 grades  completed 

11.5% 

Less  than  4 grades 

10% 

No  formal  schooling 

51% 

Unknown 

.5% 

Public  Utilities 


The  utilities  available  to  the  Seminoles  vary 
from  reservation  to  reservation.  The  Hollywood 
Reservation  has  city  water  supply  in  its  entire 
housing  area  and  a recent  sewage  lift  station  was 
installed.  Houses  are  gradually  being  connected 
to  the  city  sewage  system  from  the  present  septic 
tank  drainfield  system.  Brighton  Reservation  has 
had  the  problem  of  foul-smelling  and  foul-tasting 
well  w’ater  until  a recent  installation  by  the  United 
States  Public  Health  Service  of  a water  treatment 
and  sewage  system  to  service  the  20  new  homes 
obtained  through  the  Mutual  Self-Help  Program. 
This  w’ater  and  sew’age  system  has  not  yet  been 
extended  to  the  area  in  which  the  Brighton  Clinic 
and  Head  Start  buildings  are  located.  No  facil- 
ities are  now  available  to  the  “chickee”  camps. 

Big  CjTDress  Reservation  had  a modem  sewage 
and  water  system  installed  a few  years  ago  for 
a small  housing  area  but  most  of  the  people  are 
living  in  “chickee”  or  other  poverty-t}T3e  camps. 
The  water  table  is  so  high  there  is  little  satura- 
tion or  percolation  possible  and  only  special  “high- 
rise”  privies  are  feasible,  but  there  are  few  of 
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these.  Through  the  efforts  of  the  Bureau  of  Indian  1 
Affairs  wells  and  septic  tanks  have  been  installed  1 
for  25  new  “modified”  homes  at  Forty-Mile  Bend  | 
on  the  Tamiami  Trail.  Twm  camps  have  privies  | 
installed  by  the  United  States  Public  Health  Serv’- 
ice.  Telephone  service,  while  very  unreliable  be- 
cause of  distance  and  overload  on  the  circuits  due 
to  the  tremendous  expansion  of  South  Florida,  is 
available  at  each  reservation  area.  The  present 
clinics  each  have  a phone,  as  has  the  Service  Unit 
Office.  Radio  communication  is  sometimes  possible 
to  certain  locations  between  Hollywood,  Brighton 
and  Big  Cypress,  where  the  Bureau  of  Indian  Af- 
fairs has  installed  radio  towers  and  equipment. 
Electricity  is  available  to  some  areas  at  all  loca- 
tions; however,  no  power  has  been  extended  into 
remote  areas  at  Forty-Mile  Bend,  Brighton,  and 
Big  Cypress.  Gas  (bottled)  for  heating  and  cook- 
ing when  needed  can  be  purchased  in  towns  but 
distance  again  is  a deterrent  to  its  use. 

Transportation 

Indians  living  in  the  Miccosukee  Reservation, 
about  40  miles  west  of  Miami  on  the  Tamiami 
Trail,  have  an  elementary  school  of  the  first  four 
grades.  Children  beyond  the  fourth  grade,  cur- 
rently 18  in  number,  must  be  taken  to  Miami 
daily  and  returned.  Similarly,  except  for  our  clin- 
ic, these  Indians  see  doctors  in  Miami  and  are 
hospitalized  there  if  such  is  needed.  The  Head 
Start  Program  for  the  Miccosukee  Reservation  has 
20  children  enrolled. 

Residents  of  the  Big  Cypress  Reservation  drive 
40  miles  to  Clewiston  for  medical  and  hospital  care 
other  than  that  provided  in  the  clinic.  Again,  an 
elementary  school  of  the  first  through  the  fourth 
grades  is  immediately  available  and  children  from 
the  fifth  grade  up  are  bussed  to  Clewiston.  The 
Brighton  Reservation  is  also  serviced  by  the  phy- 
sicians and  hospitals  of  Clewiston.  This  too  means 
a drive  of  45  miles  one  way.  A few  of  the  resi- 
dents consult  a physician  at  Okeechobee.  All  of 
the  children  are  bussed  to  schools  in  Moore 
Haven,  a distance  of  31  miles.  Indians  living  at 
Hollywood  have  only  a ten  mile  drive  to  doctors 
and  hospitals  and  the  children  attend  the  local 
elementary  and  high  schools. 

Housing 

The  homes  at  the  Big  Cypress  and  Brighton 
Reservations  are  generally  family  camps  composed 
of  two  or  more  families  with  sleeping,  cooking, 
and  storage  chickees.  A chickee  is  of  cypress  pole 
construction  with  platforms  two  feet  or  more  off 
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the  ground  and  roofed  with  palm  thatching  but 
open  on  aill  four  sides.  Camps  are  usually  without 
utilities  except  for  a sand  point  well  with  pitcher 
pump.  Camps  are  often  located  on  high  ground 
(hammocks)  in  swampy,  snake-infested  areas. 
There  is  a lack  of  sanitation  and  protection  from 
cold.  However,  while  there  is  still  a great  housing 
shortage,  an  effort  is  continually  being  made  to 
alleviate  this  situation. 

Forty-Mile  Bend  now  has  25  new  “modified” 
homes  and  ten  family  camps.  However,  there  are 
believed  to  be  approximately  460  Indians  living  in 
the  overall  area  in  Dade  and  Collier  Counties.  At 
Brighton  there  are  four  frame  homes  which  are 
badly  in  need  of  repairs  and  improvement,  five 
mobile  homes,  and  four  modern  CBS  homes  built 
in  1963.  Five  frame  homes  are  now  being  built  by 
the  Bureau  of  Indian  Affairs  under  the  Home 
Improvement  Program,  one  of  which  will  be  used 
as  a housekeeping  “demonstration”  by  the  Ex- 
tension Service,  20  new  homes  have  been  com- 
pleted under  the  Mutual  Self-Help  Program  since 
March,  1969.  Since  about  SO  families  live  at 
Brighton,  many  are  still  in  chickee  camps.  Twelve 
modern  CBS  homes  were  built  at  Big  Cypress  in 
1960.  Now  under  construction  by  the  Bureau  of 
Indian  Affairs  are  16  camps  (of  which  eight  are 
double  with  two  buildings  and  a privy  each) . Two 
other  such  single  camps  have  been  previously 
built.  These  were  all  under  the  Home  Improve- 
ment Program.  There  are  more  than  50  families 
on  this  reservation,  and  those  not  in  the  homes  and 
camps  mentioned,  are  living  in  chickee  camps. 
Eighteen  modern  CBS  homes  are  located  on  the 
reservation  at  Hollyw'ood  along  with  1 5 remodeled 
frame  homes.  The  Bureau  of  Indian  Affairs  is 
building  four  Home  Improvement  Program  houses 
and  has  built  three  small  4-unit  rental  apartment 
buildings.  In  addition,  there  are  eight  mobile 
homes,  one  quonset  prefab  home,  and  one  prefab 
home.  Twenty-two  prefab  homes  are  now  under 
construction  under  the  Turnkey  HI  Program.  It 
is  believed  that  when  completed  these  will  pretty 
well  take  care  of  present  housing  needs  on  this 
reservation. 

Health  Problems 

Due  to  insufficient  health  education  and  poor 
hygienic  living  conditions,  a number  of  diseases 
are  more  common  among  the  Seminoles  than 
among  the  whites.  There  is  also  a higher  incidence 
of  illness  among  the  Indians  living  under  more 
primitive  conditions  when  compared  to  those  living 
on  the  Holl3Twood  Reservation.  Upper  respiratory 


Fig.  3. — The  Old  Way 


infections  are  one  of  the  most  common  medical 
problems  we  confront,  especially  in  those  of  school 
age.  There  has  not  been  one  single  active  case 
of  tuberculosis  in  the  last  two  years,  whereas 
tuberculosis  used  to  be  one  of  the  real  killing  dis- 
eases in  the  Indian  population.  Possibly  because 
of  their  “life  in  the  sun,”  the  Seminole  and  Mic- 
cosukee  have  not  been  overburdened  with  this 
dread  disease  compared  with  the  Indian  popula- 
tion in  the  other  parts  of  the  country. 

Intestinal  parasites  are  very  common  as  a 
result  of  poor  hygiene  and  indiscriminate  use  of 
contaminated  drinking  water,  including  that  of 
the  canals.  Trichuriasis,  ascariasis  and  entero- 
biasis are  the  most  widespread.  Hookworm  infes- 
tation, cutaneous  larva  migrans  and  in  some  cases 
the  typical  hookworm  disease,  with  occult  blood 
in  the  stools,  and  severe  h5q)ochromic  microcytic 
anemia"  are  found.  Deficiency  in  growth  and  in 
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normal  development  is  very  common.  The  hook- 
worm infestation  is  due  to  their  ancient  custom  of 
going  barefooted.  In  contrast  with  the  Japanese 
who  take  their  shoes  off  when  entering  the  house, 
the  Indian  will  walk  several  miles  barefoot  and 
put  on  his  shoes  when  he  reaches  the  meeting 
place.  Nits  (pediculosis  capitis)  are  common  but 
pediculosis  pubis  is  not  seen.  Scabies  is  also  ab- 
sent among  the  Seminoles. 

Most  cases  of  gastroenteritis  are  due  to  con- 
tamination of  the  food,  environmental  conditions 
and  poor  hygiene.  There  are  a few  cases  of  shigel- 
losis. During  the  summer  months,  impetigo  is  one 
of  the  most  common  diseases  among  the  children. 
This  is  also  due  to  lack  of  hygiene. 

In  the  adult  group,  especially  in  women,  obes- 
ity is  very  common.  This  is  largely  due  to  the 
high  fat  diet  and  habit  of  sitting  and  sewing  in 
their  chickees  as  part  of  their  way  of  making  a 
living.  I have  seen  several  young  girls  who  weigh- 
ed over  200  pounds.  Because  of  obesity,  not  only 
in  women  but  also  in  men,  the  incidence  of  diabe- 
tes mellitus  is  somewhat  higher  among  the  Indians 
as  compared  with  the  whites.  As  mentioned,  most 
of  the  cases  seem  due  to  obesity  but  we  also  have 
several  cases  of  hereditarily  predisposed  patients. 
.\t  this  moment  we  do  not  have  any  cases  of  juve- 
nile diabetes.  .Alcoholism  is  one  problem  confront- 
ing us  which  we  are  doing  the  utmost  to  correct. 
This  occurs  not  only  in  the  males  but  also  in  wom- 
en. However,  portal  cirrhosis  is  not  seen.  The  type 
of  arthritis  more  commonly  found  is  osteoarthritis, 
but  I have  found  a few  cases  of  rheumatoid 
arthritis  and  rheumatic  fever.  The  incidence  of 
neurosis  and  psychosis  are  similar  to  that  of  the 
white  population,  especially  among  the  women. 
VVe  have  knowledge  of  one  attempted  suicide. 

We  have  not  had  a single  case  of  carcinoma 
of  the  breast  in  the  last  ten  years.  We  found  a 
few  cases  of  carcinoma  of  the  cervix  and  uterus 
in  our  screening  program.  As  far  as  I can  remem- 
ber, we  had  one  case  of  a malignant  tumor  of  the 
lower  intestinal  tract  during  the  past  two  years. 
We  have  not  seen  skin  cancers,  prostate  cancers, 
cancers  of  the  head  or  neck,  or  the  IjTnphomas. 
As  part  of  our  preventive  medicine  program  we 
regularly  conduct  screening  for  carcinoma  of  the 
cer\nx,  diabetes  mellitus,  and  glaucoma. 


The  diet  among  the  Miccosukee  Forty-Mile 
Bend  people  is  principally  fish,  little  or  no  milk, 
and  little  or  no  butter.  They  eat  heavily  of  fat, 
starches,  corn,  grits,  rice,  and  potatoes,  but  very 
little  meat;  in  other  words,  a diet  poor  in  proteins 
and  rich  in  fats  and  carbohydrates.  The  Big  Cy- 
press and  Brighton  people  include  more  proteins  | 
in  their  diet  as  they  raise  cattle  and  hunt  deer  % 
and  turkey.  .\t  Hollywood  all  types  of  food  are  i 
readily  available  in  markets  and  salaries  permit  S 
the  purchase  of  more  variety.  We  have  not  en-  | 
countered  pellagra  or  scurvy  but  have  seen  chil- 
dren with  deformities  strongly  suggestive  of  rickets 
although  laboratory  studies  have  not  verified  this 
diagnosis. 

We  have  an  active  immunization  program  for 
diphtheria,  pertussis,  tetanus  and  poliomyelitis. 
Last  year  when  diphtheria  appeared  in  South 
Florida,  the  word  reached  the  Indians  in  their 
homes  and  chickees  via  the  ubiquitous  television 
sets  and  those  who  had  avoided  the  immunization 
shots  streamed  into  the  clinics.  Thus  it  is  believed 
that  essentially  all  of  the  Indians  are  currently 
immunized. 

Today  there  is  no  significant  problem  between 
the  Indian  people  and  the  -white  doctor.  Because 
the  Miccosukee  and  Cow  Creek  are  not  written 
languages,  communication  with  the  patients  is 
sometimes  very  difficult,  even  with  the  help  of  an 
Indian  interpreter.  However,  for  the  last  ten 
years,  more  and  more  has  been  done  toward  a 
better  relationship  and  communication  between 
the  Indians  and  the  white  doctor.  The  day  of  the 
Indian  medicine  man  is  fast  disappearing.  The 
people  are  getting  more  accustomed  to  the  ways 
of  white  medicine  and  even  the  few  medicine  men 
left,  come  to  see  the  white  doctor  when  they  are 
sick.  The  Indian  midwife  has  not  been  used  for 
some  years  and  most  of  the  women  bear  their 
children  in  the  hospitals  where  we  have  contracts. 

We  are  trying  very  diligently  to  encourage  the 
prenatals  to  avail  themselves  of  our  clinics  as  soon 
as  pregnancy  is  suspected.  This  will  take  some 
time  for  many  of  them  still  come  to  see  the  doctor 
only  when  they  start  in  labor. 

► Dr.  Mendez,  Florida  Service  Unit,  3150  N.  W. 

63rd  .Avenue,  Hollywood  33024. 


32 


VOLUME  57/NUMBER  8 


Josie  Billie,  Seminole  Doctor, 
Medicine  Man  and  Baptist  Preacher 

William  M.  Straight,  M.D. 


When  I was  young,  I saw  doctors  come  when  my 
brothers  and  sisters  and  mother  got  sick.  Sometimes  they 
were  able  to  cure  serious  sicknesses.  Then  I thought 
maybe  the  doctor’s  business  is  alright.  When  I was  about 
IS  years  old,  I went  to  a doctor  and  asked  him,  for  in- 
stance, about  coughing — what  kind  of  a song  do  you  use 
for  coughing? — and  he  told  me.  It  was  just  a small  song. 
Another  time,  I asked  him  about  headaches,  because  at 
that  time  I had  headaches  almost  all  the  time  myself.  I 
asked  him  what  kind  of  medicine  is  used,  and  he  gave  me 
the  medicine  and  the  songs,  small  things.  Another  time, 
I asked  him,  what  do  you  do  when  a baby  is  too  young 
^ to  talk,  to  tell  you  what’s  wrong  with  him  ? He  told  me, 
if  the  baby  cries  and  is  thin,  give  him  this  medicine.  I 
came  back  and  asked  him  again,  many  times,  about  dif- 
ferent songs.  For  about  two  years  I talked  to  him  this 
way.  If  somebody  cuts  his  foot  with  an  axe,  how  are  you 
going  to  doctor  him? — and  he  gave  me  a song  for  that. 
I asked  him  a lot  of  times.  The  doctor  said,  he  wants  to 
know  something,  that’s  alright,  and  he  gave  me  different 
songs,  different  medicines,  and  told  me  about  different 
sicknesses.  How  to  cure  fever,  he  told  me  that  too.  He 
just  gave  them  to  me,  taught  me  without  pay  or  any- 
thing; it  didn’t  cost  me  anything.  There  were  several 
doctors  I talked  to  this  way — Tommy  Doctor,  Old  Doc- 
tor, there  were  a lot  of  doctors  around  at  that  time,  that 
I talked  to.  Then,  when  I was  about  17  or  18  years  old. 
Old  Motlow  (Motlo,  Motloe;  hopa:yi:ma:li:.  Wind,  Mic- 
cosukee,  Billy  Motlow’s  father)  knew  that  I wanted  to 
know  things.  He  said,  alright,  you  fast  for  a while,  may- 
be by  yourself,  maybe  with  two  or  three  boys  with  you, 
and  you’ll  learn.  I said  alright,  and  got  three  boys  and 
we  went  out  and  camped  by  ourselves,  without  any 
women.  We  built  a little  shack  and  stayed  there. i 

Thus  began  the  medical  career  of  Josie  Billie, 
Seminole  doctor,  medicine  man  and  now  Baptist 
preacher.  This  “doctor’s  school”  wais  held  in  Janu- 
ary or  perhaps  early  February  of  1904  or  1905. 

Four  Days  of  Preparation 

Josie  and  his  three  fellow  students.  Tommy 
Doctor,  Billy  Motlow  and  Jack  Motlow,  all  un- 
married (married  men  were  not  allowed  to  attend 
“doctor’s  school”  for  marriage  “ruin  em  body”) 
met  one  morning  at  Old  Motlow’s  camp.  Old 
Motlow  walked  with  them  a half  mile  or  so  into 
the  pine  woods  to  a small  clearing  where  they 
could  find  privacy  and  set  them  to  work  building 
the  structure  that  was  to  house  them  during  the 
four  days  of  schooling.  This  structure,  a square 
building  just  big  enough  for  the  four  of  them  to 
lie  in  side  by  side,  was  built  without  nails  using 
twisted  strands  from  the  roots  of  the  strangler 
fig  to  lash  to  poles  together.  The  pent  roof,  high 
side  to  the  east,  they  thatched  with  cabbage  palm 


leaves.  Three  of  the  four  sides  were  completely 
closed  with  cabbage  palm  leaves  lashed  to  the 
frame.  In  the  middle  of  the  east  wall  was  a door- 
way which  could  be  closed  by  a door  of  palm 
leaves  woven  on  a pole  frame.  East  of  the  shelter 
they  collected  a large  pile  of  firewood,  prepared  a 
fireplace  and  dragged  a large  log  between  the  fire- 
place and  the  shelter  which  was  to  serve  as  the 
school  form.  By  now  the  sun  had  long  since  sunk 
below  the  horizon,  the  chill  of  the  night  air  pene- 
trated their  thinly  covered  bodies  and  the  dark 
closed  in  around  them.  Old  Motlow  left  the  four 
of  them  huddled  around  a small  fire  and  the  sound 
of  his  footsteps  quickly  died  out  in  the  woods  as 
he  went  back  to  his  camp.  There  was  no  supper 
that  night  for  fasting  was  part  of  the  ritual.  Tired 
from  the  day’s  labors,  they  soon  let  the  fire  burn 
down  and  withdrew  into  their  structure.  Hardly 
had  they  lay  down  on  the  palm  leaf  floor  than 
they  were  fast  asleep. 


Fig.  I. — Josie’s  Father,  Littly  Billie 
(By  permission,  The  Smithsonian  Institution  National  Anthro- 
pological Archives) 
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Long  before  the  first  sunny  rays  began  to 
dispel  the  ground  fog,  awakened  by  the  chill  the 
boys  set  a fire  and  fetched  water  with  which  to 
make  medicine.  These  preparations  completed 
they  waded  into  the  icy  waters  of  the  nearby 
slough  to  bathe.  One  of  them  caught  sight  of  a 
half  asleep  mockingbird  which  he  knocked  from 
the  tree  with  a small  rock.  Pouncing  on  it,  they 
cut  the  still  beating  heart  from  its  body  and  each 
ate  a portion  of  it.  This  assured  them  skill  in 
learning  healing  songs  for  the  mockingbird  is 
widely  admired  for  its  ability  to  learn  the  songs 
of  other  birds. 

With  the  first  rays  of  the  sun  Old  Motlow  ap- 
peared bringing  herbs  to  prepare  medicines  for 
the  students.  Each  of  the  boys  in  preparation  for 
this  event  had  fashioned  from  gumbo-limbo  or 
cjT^ress  a bowl  seven  inches  in  diameter  and  two 
or  three  inches  deep  with  a handle  on  each  side 
projecting  six  or  seven  inches.  Collecting  these 
bowls.  Old  Motlow  prepared  the  first  of  the  medi- 
cines, pasi:,  from  Button  snakeroot  (Eryngium 
synchaetum ) a bowl  at  a time.  As  he  finished  each 
bowl  he  handed  it  to  its  owner  with  the  admoni- 
tion not  to  drop  it  and  not  to  taste  of  it  until 
given  the  signal.  Then  Old  Motlow  picked  up 
some  willow  (Salix  amphibia)  roots  he  had 
brought  and  scraped  fine  shavings  from  them  into 
a large,  canoe-shaped  wooden  bowl  about  three 
feet  long.  To  these  shavings  he  added  perhaps 
eight  quarts  of  water  and  let  it  steep  for  a short 


while.  The  preparation  of  these  medicines  was 
accompanied  by  appropriate  songs  blown  through 
the  medicine  pipe  to  impart  the  proper  strength  to 
the  medicines. 

After  the  ceremony  was  completed  zmd  the 
medicines  ready.  Old  Motlow  signaled  the  boys 
to  drink  first  the  pasi:  and  then  the  willow  medi- 
cine. To  the  one  who  finished  the  two  drinks  first, 
it  is  said  good  luck  comes.  Hardly  had  they  got- 
ten the  last  swallow  of  the  willow  medicine  down 
than  all  four  began  to  vomit  vigorously.  The  pur- 
pose of  this  emesis,  according  to  Old  Motlow,  was 
to  “wash  out”  the  mothers’  milk  from  their  stom- 
achs and  thus  clean  their  bodies  and  prepare  them 
to  learn,  to  be  honest,  and  refrain  from  gossiping. 
The  importance  of  the  doctor’s  keeping  the  pa- 
tient’s confidences  was  a lesson  Josie  learned  well 
and  even  today  emphasizes  as  one  of  the  impor- 
tant attributes  of  a good  medicine  man. 

Following  the  purification  ceremony,  the  boys 
sat  on  the  log  between  the  hut  and  the  fire  and 
old  Motlow  instructed  them  in  the  various  kinds 
of  sickness  and  sang  the  songs  for  the  curing  of 
the  various  sicknesses.  Between  songs  Old  Motlow 
would  remain  silent  until  one  of  the  students  asked 
a question  that  would  start  him  out  on  another 
subject.  About  noon  he  instructed  the  boys  to  go 
inside  the  shelter,  lie  down  on  their  backs  with 
their  arms  by  their  sides,  and  not  to  get  up  until 
he  returned  except  possibly  to  answer  the  call  of 
nature.  Under  no  circumstances  were  they  to 


Fig.  2. — Josie  (1921)  with  his  wife,  Louise  Doctor,  daughters,  Camilla  (standing)  and  Efl5e  and  Dr.  Howard 
Kelly,  Professor  of  Obstetrics  and  Gynecology,  Johns  Hopkins  Medical  School. 

(By  permission,  The  New  York  Botanical  Garden®) 
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leave  the  shelter.  He  then  fitted  the  door  in  place 
and  returned  to  his  camp,  leaving  them  to  think 
over  and  discuss  the  lessons  of  the  morning. 

The  afternoon  pcissed  slowly;  it  was  almost 
painful  for  the  young  boys  to  remain  supine  and 
without  changing  position.  Just  before  sunset,  Old 
Motlow  returned,  removed  the  door  and  instructed 
the  students  to  bathe,  build  a fire,  and  warm  up 
a pot  of  sofki  made  without  salt  from  a special 
variety  of  corn,  “white  corn”  (aspihatki: ).  This 
prepared  they  took  the  bowl  into  the  shelter  and 
sitting  down  in  a circle,  passed  the  bowl  from  per- 
son to  person  four  times  around.  With  each  round 
each  student  dipped  one  spoonful  (almost  a cup 
full)  of  the  sofki  and  ate  it.  These  four  spoonfuls 
of  sofki  each  day  were  the  only  food  allowed  dur- 
ing the  four  days  of  the  “doctor’s  school.”  Soon 
after  eating.  Old  Motlow  instructed  them  to  again 
lie  side  by  side  on  their  backs  and  to  sleep  that 
way  all' night.  His  footsteps  died  away  in  the 
direction  of  his  camp  and  the  boys  were  left  to 
listen  to  the  night  noises  and  talk  until  one  by  one 
they  fell  asleep. 

The  morning  of  the  second  day  found  the  boys 
up  well  before  sunrise.  Again  they  brought  the 
water,  started  the  fire,  and  bathed  in  the  slough. 
Indeed,  they  were  still  splashing  in  the  slough 
when  Josie  spied  Old  Motlow  approaching. 
Whooping  with  boyish  glee  they  swam  to  the 
shore,  shook  themselves  off  and  ran  to  the  camp- 
fire. The  first  order  of  business  was  for  each  stu- 
dent to  tell  Old  Motlow  the  dream  or  dreams  he 
had  during  the  night.  The  doctor  listened  atten- 
tively but  made  no  effort  to  interpret  the  dreams 
for  them;  later  he  discussed  each  dream  with  the 
student  privately.  He  did  talk  a little  about  the 
meaning  of  dreams  in  general:  a dream  of  being 
rained  on  indicates  the  student  “understands 
pretty  good”  and  does  not  “mix  it  up.”i  A dream 
of  hunting  indicates  the  dreamer  wants  to  learn, 
i.e.,  hunt  knowledge.  A dream  of  money  is  an  ill- 
omen  and  means  the  dreamer  may  die  of  abdomi- 
nal pains  in  a couple  of  years. 

The  second  morning  Old  Motlow  spent  telling 
his  four  students  about  the  origin  and  structure 
of  the  earth,  moon,  and  stars.  As  Josie  later  re- 
called, h^  “talk  about  the  earth,  sky,  star,  moon, 
sun — who  made  them,  how  many  stars,  working 
just  like  people,  milky  way  work.”  Patiently  he 
let  the  boys  interrupt  with  questions  to  clarify 
a point  here  and  there.  Then  he  taught  them 
about  the  ghost,  the  two-parted  soul  within  them, 
and  the  relation  of  the  loss  of  soul  to  disease.  He 
taught  them  how  the  doctor  must  try  to  woo  the 


errant  soul  back  into  the  body  of  the  sick  Indian. 
Indeed,  in  very  extreme  circumstances  the  doctor 
might  choose  to  send  his  own  soul  to  bring  back 
the  wanderer.  However,  Old  Motlow  pointed  out 
this  was  dangerous  business  for  the  doctor’s  soul 
might  be  lured  away,  and  not  returning,  the  doctor 
himself  would  sicken  and  die.  With  the  coming  of 
noon,  the  boys  again  lay  down  in  the  shelter.  Old 
Motlow'  fitted  the  door  in  place  and  returned  to 
his  camp  to  remain  until  just  before  sunset  when 
they  again  bathed,  prepared  the  sofki,  ate  their 
four  spoonfuls  and  retired  for  the  night. 

The  morning  of  the  third  day  was  overcast  but 
Old  Motlow  appeared  at  the  appropriate  time  to 
find  the  boys  wet  and  shivering  around  the  small 
fire.  x<\fter  a discussion  of  their  dreams,  he  began 
the  third  day  of  instruction.  This  day  was  largely 
devoted  to  review  of  the  subjects  of  the  two  pre- 
vious days,  questions  about  points  which  the  boys 
didn’t  understand  too  well  -and  the  words  of 
“cheering  songs.”  Again  noon  came,  the  long 
afternoon  lying  motionless  on  their  backs,  the 
evening  bath  and  four  spoons  of  sofki  and  an- 
other night,  colder  than  any  yet. 

The  fourth  morning  dawned  bright  and  a little 
warmer.  The  boys  were  awake  earlier  than  usual 
for  this  was  to  be  the  most  exciting  day  of  the 
“doctor’s  school,”  the  day  when  Old  Motlow 
would  tell  them  of  songs  which  would  bestow  per- 
sonal power  on  the  student  and  possibly  “bad 
songs”  which  permitted  the  possessor  to  gain  mag- 
ical power  over  others.  The  teacher  again  arrived 
about  sunup  and  again  heard  their  dreams.  He 
then  taught  them  many  things  including  how  to 
revive  a dead  man.  Having  thus  passed  the  morn- 
ing, he  instructed  them  to  again  lie  down  in  the 
shelter  for  one  hour,  then  leave  the  hut  for  the 
hunt  that  signaled  the  end  of  the  formal  instruc- 
tion period.  Having  done  this  and  carefully  seen 
to  it  that  their  medicine  bowls  were  deposited  up- 
side down  in  the  shelter.  Old  Motlow  left  for  his 
camp. 

The  hour  passed  quickly  and  the  boys  were  up 
and  away  with  a shout.  They  traveled  some  ten 
miles  into  the  wilderness  and  were  careful  not  to 
be  seen  by  anyone.  During  the  early  afternoon 
Josie  spotted  a large  rattlesnake  which  they  each 
jumped  over  as  Old  Motlow  had  instructed  them 
to  do.  He  had  told  them  they  must  not  walk 
around  it  or  molest  it  in  any  way.  Later  they 
caught  and  released  indigo  snakes,  corn  snakes 
and  scarlet  king  snakes  for  by  catching  and  releas- 
ing snakes  the  student  gained  power.  By  good 
fortune  they  saw  a buck  which  one  of  the  boys 
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felled  with  his  rifle  and  which  they  suspended 
from  a pole  by  tying  its  feet  together  with  string 
made  from  the  strangler  fig. 

Toward  evening  they  pitched  camp  on  the 
edge  of  a slough  using  a tarpaulin  stretched  be- 
tween uprights  for  a shelter.  They  gathered  wood, 
built  a merry  fire,  skinned  the  buck  and  barbecued 
its  meat  without  adding  salt.  Abstaining  from 
salt  allows  one  to  walk  long  distances  without  tir- 
ing. .\lthough  the  venison  smelled  delicious  and 
they  were  ravenously  hungry  after  four  days  of 
meager  portions  of  sofki  and  a ten  mile  hike,  they 
exercised  supreme  self-control  and  waited  until 
the  meat  had  cooled,  for  the  eating  of  only  cooled 
meat  bestows  power  for  warfare.  With  the  ven- 
ison they  ate  the  white  com  sofki  they  had 
brought  with  them  and  for  the  first  time  in  five 
nights  lay  down  to  sleep  on  full  stomachs.  On  Old 
Motlow’s  instruction  they  had  not  brought  tobac- 
co with  them  for  the  smoking  of  tobacco  by  young 
people  “ruins”  the  body  and  makes  it  weak. 

Beginning  of  Practice 

They  stayed  in  this  secluded  camp  two  more 
nights  and  four  days  during  which  time  they 
hunted,  caught  and  released  snakes,  climbed  trees 
and  reviewed  and  discussed  the  lessons  Old  ^lot- 
low  had  tried  to  teach  them.  Toward  noon  of  the 


Fig.  3. — ^Josie  Billie,  Miccosukee  Doaor  and  Medical 
Man’s  Assisunt,  1932 

(By  permission.  The  Smithsonian  Institution  National  .\nthro- 
pological  .-Vrchives) 
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fourth  day  they  struck  camp,  strung  the  remain-  ■ 
ing  chunks  of  meat  on  a string  made  of  the  J 
strangler  fig,  wrapped  this  in  the  deerskin,  and  set  I 
out  for  a prearranged  spot  about  a half  mile  from  ^ 
Old  Motlow’s  camp.  Old  Motlow  came  out  to  ^ 
greet  them,  and  receive  the  meat  they  had  ■ i 

brought.  He  talked  with  them  a while  then  re-  J 

turned  to  his  camp  and  they  retired  for  the  night.  - 
Early  the  next  morning  they  each  fired  their 
rifle  into  the  air  as  a signal  to  Old  Motlow  and 
he  came  out  and  prepared  another  pot  of  the 
willow  medicine.  They  each  drank  from  it,  vomit- 
ed, bathed,  then  followed  him  into  his  camp.  Once 
in  camp  Old  Motlow  dismissed  them  to  return  to 
their  own  camp  with  an  invitation  to  return  the 
following  year  for  another  course  provided  they 
remained  unmarried. 

The  following  two  winters  Josie  returned  to 
the  “doctor’s  school,”  the  first  \’ear  with  Old  Mot- 
low again  and  the  second  with  Tommy  Doctor. 
Then  between  the  years  of  1907  to  1911,  he  ac- 
companied Tommy  Doctor  on  his  rounds  assisting 
him  and  learning  from  him.  Finally,  about  1911 
he  “hung  out  his  shingle”  as  a full  fledged  doctor. 
Patients  were  slow  in  coming  and  he  was  consulted 
only  for  the  relatively  minor  illnesses.  However, 
between  1917  and  1923  Tommy  Doctor  died  and 
many  of  his  former  patients  became  patients  of 
Josie  so  his  medical  practice  began  to  grow.. 

Tribal  Affairs 

.Also  about  this  time  Josie  began  to  take  an 
interest  in  the  affairs  of  the  tribe  and  to  accept 
minor  responsibilities  in  the  tribal  organization. 

He  became  one  of  the  two  medicine  man’s  helpers 
( ai-yicks-chee  a-da-hus-kee;  literally  “medicine 
servant”).  At  the  Green  Com  Dance  each  year 
he  swept  the  dance  ring  after  the  dtmces,  he  helped 
collect  the  herbs  used  in  the  preparation  of  the 
ceremonial  “Black  Drinks,”  he  prepared  the  first 
two  “Black  Drinks,”  and  he  rounded  up  and 
brought  in  the  laggards  and  evaders  so  that  they 
might  be  scratched  on  the  final  morning  of  the 
Green  Corn  Dance. 

.About  1920,  the  medicine  man,  Jimmy  Doctor, 
recognizing  his  intelligence,  maturity,  and  leader- 
ship ability,  asked  him  to  become  his  assistant.  In 
this  position  Josie  wtis  constantly  at  the  beck 
and  call  of  the  leader  of  the  tribe.  When  prob- 
lems arose,  he  was  taken  into  the  confidence 
of  Jimmy  Doctor  and  thus  learned  a great  deal 
about  human  nature,  tribal  problems,  and  prac- 
tical politics.  He  and  Jimmy  Doctor  would  arrive 
at  the  dance  grounds  two  or  three  days  early  to 
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' supervise  the  medicine  man’s  helpers  in  the  prep- 
aration of  the  grounds,  the  repair  of  the  tchoc-ko 
thloc-ko,  and  the  gathering  of  wood  for  the  dance 
' fire  in  preparation  for  the  annual  Green  Corn 
Dance.  It  was  they  who  decided  which  dances 
would  be  danced,  scheduled  the  sequence  of  the 
dances,  and  made  sure  the  necessary  accouter- 
ments were  at  hand.  Once  the  festivities  were 
underway  he  was  busy  seeing  to  innumerable  de- 
tails and  carrying  out  duties  assigned  by  Jimmy 
Doctor.  Sometimes  it  was  he  who  blew  the  prayers 
into  the  Black  Drinks  and  as  he  did  so  he  named 
over  each  part  of  the  body  so  that  when  the  In- 
dian rubbed  it  over  the  various  parts  of  his  body 
it  would  prevent  disease  of  each  part.  During  the 
ceremonies  of  the  Green  Corn  Dance  he  was  care- 
ful to  always  turn  to  the  left,  for  “if  they  turn 
around  like  this  (turning  to  the  right)  maybe 
make  everybody  crazy  Es-Te-Fas-Ta  (Emissary 
between  the  Supreme  Being  and  the  Indian) 
watchin’  all  the  time — see’em  turn  like  this  (turn- 
ing to  the  right),  say,  ‘all  right,  make  everybody 
crazy’  (sweeps  his  hand). ”2 

Most  important  of  all,  it  now  became  his  duty 
to  accompany  the  medicine  man  at  dawn  on  the 
fourth  day  of  the  Green  Corn  Dance  as  he  bathed 
ceremonially,  and  chanted  songs  to  the  Great  Be- 
ing (Fee-sa  kee-kee  o-meek-chee  in  Miccosukee; 
Sa-kee  tom-mas-see  in  Cow  Creek),  asking  per- 
sonal protection  as  they  handled  the  powerful 
medicines  in  the  medicine  bundle,  and  finally,  to 
go  into  the  woods  and  return  with  the  medicine 
bundle.  Later  that  day  he  assisted  the  medicine 
man  in  opening  the  medicine  bundle  and  exami- 
ning the  items  one  by  one  to  determine  if  all  were 
present  and  in  good  condition.  Finally,  on  the  last 
night  of  the  Green  Corn  Dance  at  twilight  he  went 
to  the  medicine  bundle  where  it  hung  on  the  fork- 
ed stick,  addressed  it  solemnly,  lifted  it  off  the 
slake  and  brought  it  back  to  where  the  medicine 
man  was  sitting  near  the  medicine  fire.  Again  he 
assisted  in  the  examination  of  the  items  in  the 
medicine  bundle  to  see  if  Es-te-fas-ta  had  given 
the  tribe  any  new  medicines.  Finally,  this  done, 
be  sat  up  all  night  with  the  medicine  man. 

About  1930  Josie  became  a member  of  the 
tusk  council,  i.e.,  one  of  the  headmen  who  decide 
the  affairs  of  the  tribe  and  who  sit  in  judgment  on 
the  wrongdoers. 

Old  Billy  Motlow  died  in  1937  and  with  his 
death  his  medicine  bundle  passed  to  Josie  Billie. 
From  1937  to  1944  Josie  took  care  of  the  medicine 
bundle  but  l^e  insists  he  did  not  “own  it.”  In  this 
capacity  he  was  Chief  of  the  Miccosukee  Indians. 

J.  FLORIDA  M.A./AUGUST  1970 


He  served  as  spokesman  for  the  Miccosukee  In- 
dians to  the  white  man,  arbitrated  interpersonal 
strife  between  the  Indians,  attended  the  Green 
Corn  Dance  at  Dania  and  Brighton,  and  most  im- 
portant he  supervised  the  annual  Green  Corn 
Dance  of  the  Miccosukee  tribe. 

About  1943  Josie  moved  from  his  camp  on  the 
Tamiami  Trail  near  Ochopee  to  the  Big  Cypress 
Reservation,  and  at  the  same  time  he  became  a 
Baptist  convert  perhaps  through  the  efforts  of  an 
Oklahoma  Creek  preacher  sent  by  the  Southern 
Baptist  Home  Missions  Board.  He  returned  to  the 
Trail  and  held  the  Green  Corn  Dance  in  1944. 
This  was  the  last  Green  Corn  Dance  he  held  or 
even  attended  for  the  Miccosukee  Indians  de- 
manded that  he  surrender  his  medicine  bundle.  He 
gave  the  bundle  to  his  brother,  Ingraham  Billie, 
and  returned  to  the  Big  Cypress  Reservation 
where  most  of  the  Christian  Indians  reside. 

Early  Life 

The  year  of  Josie’s  birth  is  shrouded  in  uncer- 
tainty as  there  are  no  written  records.  Sturtevant 
states  he  was  born  “about  1887,  probably  some- 
where in  the  Big  Cypress  area  and  into  the  Pan- 
ther clan.”^  Greenlee,  who  met  Josie  in  1939, 
writing  in  1944  states,  “Josie  Billie  is  fifty-four,”^ 
which  would  make  his  birth  date  1890.  Josie 
told  this  author  that  he  was  60  years  old  when  he 
first  attended  the  Florida  Baptist  Institute  in  1946 
which  would  make  his  birth  date  1886. 

His  father,  Littly  (Little)  Billie  (also  known 
as  Little  Billie  Fewell,  Billie  Conepatchie,  Billy 
Koniphadjo,  Ko-hip-ha-tco,  and  by  his  In- 
dian name,  koniphaici:  which  means  “crazy 
skunk”)  was  born  about  1860  and  died  in  a 
drunken  fight  in  1926. 

In  1879  when  Littly  Billie  was  a boy  in  his 
late  teens,  he  went  to  Ft.  Myers  to  live  with  the 
family  of  Capt.  F.  A.  Hendry.  Capt.  Hendry,  a 
veteran  of  the  Billy  Bowlegs  Seminole  War  (1856- 
1857)  and  the  Civil  War  and  one  of  the  biggest 
cattle  ranchers  in  Florida,  took  an  interest  in 
Littly  Billie  and  sent  him  to  school  in  Ft.  Myers. 
Hendry  described  Josie’s  father  as,  “He  learns 
fast  and  attends  promptly  not  missing  an  hour.” 
Josie  believes  his  father  was  the  first  Seminole  to 
attend  a white  man’s  school. 

Although  attending  white  man’s  school  was 
against  Seminole  law,  Littly  Billie  went  to  school 
in  Ft.  Myers  for  three  successive  years.  However, 
his  relatives  became  increasingly  angered  at  his 
consorting  with  the  white  man  and  decided  upon 
a plan  to  waylay  and  kill  him.  Informed  of  this 
by  his  brothers,  he  left  school,  hid  out  for  a year 
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and  finally  turned  up  at  the  Green  Corn  Dance 
on  the  east  coast  the  following  year.  The  council 
there  was  inclined  to  have  him  killed  but  they 
were  dissuaded  by  Littly  Billie’s  father’s  relatives. 
It  remained  against  Seminole  law  for  many  years 
thereafter  for  an  Indian  to  attend  white  man’s 
.school. 

.According  to  Josie  and  to  various  white  men 
who  met  Littly  Billie,  he  was  a highly  intelligent 
man  who  thirsted  for  knowledge  and  \vas  eager  to 
try  new  ideas  even  if  it  meant  learning  from  the 
white  man.  Thus,  he  was  one  of  the  first  to  buy 
his  wife  a hand-powered  sewing  machine  (about 
1900)  and  she  was  among  the  first  to  make  the 
Ijrightly  colored,  striped  dress  now  characteristic 
of  the  Seminole. 

Josie’s  paternal  uncle.  Key  West  Billy  (also 
known  as  Billy  Fewell),  was  also  an  innovator. 
-\t  one  time  he  lived  for  a period  in  Key  West, 
something  unheard  of  for  the  Seminoles  of  his  day. 
He  also  built  a two-story  frame  house  to  live  in,  a 
feat  rarely  if  ever  duplicated  by  a Seminole.  Josie 
describes  him  as  a ladies’  man,  having  had  “about 
seven  wives”  at  various  times,  “just  like  a bull- 
dog.” Among  his  wives  were  two  Seminole  Ne- 
groes, by  one  of  whom  he  fathered  Billy  Bowlegs.^ 

Perhaps  the  strongest  influence  on  Josie  was 
his  maternal  grandmother,  Nancy  Osceola.  The 
Ingraham  expedition  met  her  during  their  crossing 
of  the  Everglades  in  1892  and  described  her  as 
“bright  and  talkative.”  Other  early  travelers  de- 
scribed her  as  “very  talkative  for  an  Indian.”  She 
was  a young  girl  during  the  Seminole  wars  and 
often  recounted  her  experiences  to  Josie.  She  is  his 
source  of  information  upon  obsolete  customs  of  the 
Seminoles. 

Thus  Josie  has  a heritage  of  intelligence  and 
innovation  on  both  sides  of  his  family.  When  he 
was  two  days  old  he  was  given  his  boyhood  name, 
ayo:posayki:,  which  means  “go  around”  in  Creek 
language.  At  about  four  months  of  age  his  father 
took  him  to  Ft.  Myers  where  Belle  Hendry  (? 
Carrie  Belle  who  married  James  Evans)  gave  him 
the  name  “Josie”  which  he  says  is  a woman’s 
name  and  was  the  name  of  another  of  Capt. 
Hendry’s  daughters  (?  Laura  J.  who  married 
C.  W.  Thompson). 

As  a boy  Josie  weis  not  permitted  to  attend 
white  man’s  school  for  it  was  still  against  Seminole 
law.  However,  he  became  the  boyhood  chum  of 
Frank  Brown,  whose  father  had  an  Indian  trad- 
ing post  near  the  present  Big  Cypress  Reservation. 
He  spent  many  hours  at  Frank’s  home  and  one 
of  the  ladies  of  the  house  undertook  to  teach  him 


how  to  read  and  write  English.  In  spare  hours 
he  would  slip  out  into  the  woods  and  surreptitious- 
ly write  on  bark  or  scraps  of  paper  the  names  of 
his  friends  and  other  words,  then  take  them  to 
this  lady  for  correction.  If  he  chanced  upon  a 
scrap  of  written  English,  he  would  take  it  to  her 
and  ask  its  meaning.  His  first  formal  schooling 
was  at  age  60  when  he  attended  the  Florida  Bap- 
tist Bible  Institute  in  1946.  Today  Josie  speaks 
English  in  a broken,  staccato  style  but  seems  to 
have  an  ample  vocabulary.  He  reads  from  the 
English  Bible  quite  well  and  also  prefers  it  to 
a translation  of  the  Bible  in  Miccosukee  which 
he  owns. 

Marriage  and  Formal  Education 

Josie  has  been  married  three  times.  About 
1916  he  married  an  Otter  woman,  ayohei:  (Louise 
Doctor)  by  whom  he  had  seven  children,  two  of 
whom  died  in  infancy.  (Camilla,  John  Poole, 
Effie,  Frances,  Joe  Billie  and  two  deceased  in- 
fants) Only  Effie  and  Frances  are  alive  today  but 
he  has  25  living  grandchildren.  Josie  says  he  was 
talked  into  this  marriage  by  an  important  member 
of  the  tribe  but  that  he  never  really  loved  his  first 
wife.  .After  perhaps  ten  years  of  marriage  he  took 
her  back  to  her  people  and  left  her.  This  action 
was  later  sanctioned  by  the  tribal  council  and  this 
constituted  divorce.  Soon  thereafter  he  married 
“an  old  widow  (Lucy  Tiger,  Sonny  Tiger’s  widow) 
with  whom  he  lived  two  or  three  years.  She  was 
apparently  addicted  to  whiskey  and  in  a drunken 
fit  stabbed  him  in  the  neck  (he  displayed  a one 
inch  scar  just  below  the  tip  of  the  left  mastoid). 
He  says,  “If  she  come  this  way,”  indicating  an 
encirclement  of  the  anterior  neck,  “I  be  dead.” 
He  decided  not  to  remain  for  another  dose  of  this 
medicine  and  divorced  her.  He  then  married  his 
present  wife,  also  Lucy  Tiger  but  of  a different 
clan  (Jimmy  Tiger  clan.  Bear  sib).  This  has  been 
a long  and  happy  marriage.  His  last  two  mar- 
riages have  been  childless. 

As  a boy  he  lived  near  Fort  Shackleford  in  the 
northern  part  of  the  present  Big  Cypress  Reserva- 
tion. As  a young  man  he  hunted  alligators  for 
their  hides  and  might  make  as  much  as  $300  in  a 
year  that  way.  Some  time  after  1928  he  establish- 
ed a camp  near  Ochopee  beside  the  newly  opened 
Tamiami  Trail.  As  a young  man  he  had  a liking 
for  liquor,  and  indeed,  during  a drunken  fight  over 
money  in  1928,  he  stabbed  to  death  a Mrs.  Billie 
Roberts,  a member  of  the  Tiger  sib.  Before  the 
council  of  the  Green  Corn  Dance  the  following 
June  he  was  able  to  exonerate  himself,  possibly 
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because  of  the  fact  that  she  belonged  to  his  own 
sib  who  did  not  press  for  prosecution,  and  the 
prestige  attached  to  his  medical  and  ceremonial 
knowledge.  Josie  attributes  this  success  to  the 
supernatural  power  he  has  wnthin  him  that  enabled 
him  to  overawe  his  opponents.  After  his  con- 
version to  Christianity  he  became  and  remains  a 
teetotaler. 

Like  his  relatives  before  him,  Josie  has  been 
an  innovator.  According  to  him,  he  was  the  first 
man  to  wear  solid  color  stripes  on  his  shirts,  a 
forerunner  of  the  present  patchwork  shirts.  He 
and  a friend  were  the  first  to  cut  their  hair  like  the 
white  man.  In  a photograph  taken  in  1921  he  is 
dressed  in  an  Army  uniform  complete  with  laced 
up  leather  boots — an  unusual  costume  for  a Semi- 
nole at  that  time.  (These  were  bought  in  a store  at 
Everglades  City;  uniform  $2.50,  boots  $12.00, 
belt  $1.00)  He  was  among  the  first  to  spend  a 
tourist  season  in  a commercial  camp  near  a city, 
and  also  accompanied  a group  of  Seminoles  to  the 
Chicago  World’s  Fair  in  1933  and  the  New  York 
World’s  Fair  in  1940. 

In  1945  he  made  his  first  of  many  annual  trips 
to  Oklahoma.  At  the  reservation  there  he  preach- 
ed and  practiced  medicine.  Although  he  will  not 
accept  money  for  “doctoring”  here  in  Florida,  he 
did  accept  four  or  five  dollars  a visit  in  Oklahoma 
and  used  the  funds  to  offset  the  expenses  of  the 
trip.  When  asked  why  he  did  not  accept  money 
for  medical  assistance  here  he  said,  God  made  the 
herbs  he  uses  and  gave  them  to  man  without 
charge,  therefore  he,  Josie,  must  not  charge  for 
their  use.  Sturtevant  got  a somewhat  different  an- 
swer. Josie  told  him  that  since  he  was  taught  the 
art  of  medicine  without  charge,  he  must  not 
charge  for  his  services.  He  would  accept  a gift  of 
pig,  turkey,  venison,  a deerskin,  etc.,  and  he  might 
later  sell  these  or  possibly  sell  moccasins  made  of 
the  skin  and  pocket  the  money. 

Beginning  in  1946  he  attended  the  Florida 
Baptist  Bible  Institute  at  Lakeland  (later  moved 
to  Graceville  and  the  name  changed  to  Baptist 
Bible  Institute)  for  three  months  each  year  for 
three  years.  This  constitutes  the  whole  of  his 
formal  education.  He  received  his  license  as  a 
preacher  and  was  the  assistant  pastor  of  the  Big 
Cypress  church  when  it  opened  in  1948.  At  pres- 
ent he  no  longer  does  any  “doctoring”  but  de- 
votes his  full  time  to  being  a minister. 

Present  Life 

Today  Josie  and  his  wife  live  in  a concrete 
block  two  room  house  on  the  Big  Cypress  Reser- 


vation, have  electric  lights  and  an  electric  refriger- 
ator and  cook  with  bottled  gas.  Next  to  it  is  an- 
other concrete  block  structure,  his  store;  he  is 
quite  proud  to  say  “I  own  this.”  He  sold  us  Coca- 
Cola  at  17  cents  a bottle,  reminding  us  to  leave 
the  bottles.  On  the  shelves  of  his  store  were  vari- 
ous snack  foods  and  canned  foods.  A neatly 
lettered  sign  on  the  front  of  his  store  reads  “Cow- 
achobee,  Okalee,  Miccosukee.”  (Josie  translates 
this,  “Panther  Home,  Miccosukee”).  Alongside 
the  store  is  a chickee,  on  the  floor  of  which  was 
a bedroll,  suggesting  that  he  or  perhaps  his  guests 
at  times  slept  there. 

Sturtevant  found  Josie  much  more  willing  to 
talk  to  the  white  man  than  any  of  the  other 
Seminoles,  and  the  only  Seminole  he  had  ever  seen 
who  would  address  a clerk  in  a store  whom  he  did 
not  know.  Indeed,  Josie’s  attitude  about  many 
things  is  much  more  progressive  than  that  of  any 
of  the  Seminoles  except  possibly  the  younger  gen- 
eration who  have  accepted  many  of  the  w'hite 
man’s  ways.  For  example,  Josie  told  Sturtevant 
that  the  “non-Christian  conservative  leaders  say 
that  wrong-doers  should  be  executed,  following 
the  old  custom,  but  that  he  tells  them  that  the  old 
ways  are  gone,  that  now  if  two  men  fight,  it  is 
their  own  affair  and  no  one  else’s  business.  The 


Fig.  4. — ^Josie  Billie,  Baptist  Minister,  1967 
(Printed  by  permission  of  The  Miami  Herald) 
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conservatives  are  mostly  against  white  schooling, 
but  Josie  says  the  world  is  changing  fast  now,  and 
the  old  ways  and  the  old  ‘law’  are  no  longer  valid. 
He  says  he  knows  the  old  ways,  the  busk,  and  so 
forth,  as  well  as  any  of  the  conservatives,  but 
thinks  they  are  no  longer  good.  There  are  too 
many  white  people  now  for  that  and  there  are 
getting  to  be  more  every  year.  The  Indians  are  no 
longer  alone  in  the  region,  and  there  is  nowhere 
for  them  to  go;  they  can  retreat  no  farther,' be- 
cause there  is  ‘water  all  around.’ 

Although  Josie  still  respects  the  value  of  the 
curing  songs  and  herbs  he  has  used  throughout  the 
years,  he  also  respects  white  man’s  medicine. 
Indeed,  back  in  the  1930’s  he  used  to  bring  In- 
dians by  the  score  to  Dr.  M.  Sewell  Pender  at 
Everglades  City  for  treatment  with  white  man’s 
medicine.  At  this  time  he  was  not  only  a respected 
Miccosukee  doctor  but  also  a medicine  man  of  the 
Trail  Miccosukee.  Dr.  Pender  particularly  recalls 
the  1934  malaria  epidemic  (Plasmodium  vivax) 
introduced  by  south  Georgia  Negroes  who  came  to 
work  in  the  sawmills.  Within  two  or  three  months 
there  were  three  or  four  hundred  cases.  Josie 
would  either  bring  the  Indians  to  his  office— he  re- 
calls seeing  them  sitting  under  the  trees  outside  his 
hospital  in  the  rigors  of  the  chills  awaiting  their 
turn — or  he  would  get  the  medicine,  Atabrine, 
and  take  it  to  them  in  their  camps.  Later  Indians 
would  appear  at  his  office  with  an  empty  atabrine 
bottle  that  some  member  of  their  group  had  given 
them  and  simply  say,  “You  gottem,  me  want  um.” 
Recently  when  asked  who  his  doctor  was,  Josie 
quickly  replied  “white  doctor”  and  took  us  inside 
his  house  where  he  opened  a medicine  cabinet  and 
displayed  several  proprietary  remedies  and  pre- 
scription bottles. 

Sturtevant  points  out  that  Josie  remains  very 
conservative  in  many  areas.  Thus  he  is  strongly 
opposed  to  Indian-white  marriages,  particularly 
the  marriage  of  a white  man  to  an  Indian  maid. 
This  latter  is  particularly  hazardous  as  the  Semi- 
noles  are  organized  for  matrilineal  descent.  Ac- 
cording to  Sturtevant,  the  non-Christian  Seminoles 
do  not  like  Josie  because  of  his  progressive  ideas 
and  his  identification  with  white  man;  many  hate 
him  and  some  even  fear  him.  Some  have  claimed 
that  he  killed  a man  by  sorcery  back  in  the  1940’s 
but  Josie  disclaims  this,  pointing  out  that  it  is 
common  for  the  enemies  of  the  medicine  man  to 
circulate  such  charges.  Josie  did  tell  Greenlee^-^ 


in  1939  that  he  knew  several  malevolent  magical  ■ 
techniques.  In  talking  with  Sturtevant,  Josie  said,  1 
“That’s  a little  dangerous  for  doctor’s  business  J 
(i.e.,  it’s  dangerous  to  be  a doctor) — you  talk  a 5 
little  too  much  some  people  don’t  like  it  . . . Doc-  ^ 
tors  some  of  them  hampi:ki:  (‘bad’),  some  of  . 
them  want  to  know  ponti:ki:  (‘sorcery’).  Some 
only  want  to  know  ponti:ki:.  If  I no  make  ’em 
well  for  people  I got  that  kind  (i.e.,  if  I fail  to  . 
cure  people,  I am  suspected  of  being  a sorcerer)  .”i 
Josie  Billie  is  highly  intelligent  and  an  intellec- 
tual at  heart.  Sturtevant  recorded  the  names  of 
more  than  225  different  plants  which  Josie  recog- 
nized, identified,  described  their  growth  habits, 
flowers,  fruits,  and  uses.  He  also  knows  hundreds 
of  curing  songs,  dance  songs,  ceremonial  proce- 
dures, etc.  He  has  an  interest  in  genealogy  and 
history,  and  is  a capable  farmer,  woodsman  and 
hunter.  Sturtevant  found  Josie  “slightly  deaf”  in 
1953  but  today  he  is  almost  stone  deaf,  making 
communication  difficult. 

Though  a controversial  figure  among  his  peo- 
ple, Josie  can  look  back  on  a long  and  useful  life. 
He  has  served  his  people  well  as  a doctor,  member 
of  the  council,  medicine  man  and  now  Christian 
minister.  Throughout  the  years  he  has  been  an 
innovator  who  early  recognized  that  the  Seminole 
could  not  continue  to  live  in  isolation.  He  has  at- 
tempted to  bring  to  his  people  the  best  of  the 
white  man’s  way  of  life  while  retaining  the  best 
of  the  Indian’s  culture.  Anthropologists  are  deeply 
indebted  to  Josie  for  because  of  his  knowledge, 
willingness  to  talk,  and  ability  to  communicate 
in  English  he  has  been  the  single  most  important 
source  of  Seminole  tribal  lore.  Indeed,  as  the 
young  Seminoles  acquire  more  education,  they 
may  well  become  grateful  to  Josie  and  the  few  like 
him  who  have  helped  preserve  their  heritage. 
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The  Chinese  Diagnostic  Doll 


William  M.  Straight,  M.D. 


“In  the  great  bedchamber  Madame  Ch’u  lay 
in  state  in  a marvelously  carved  wooden  bed  hung 
with  heavy  curtains.  Gorgeous  red  embroideries 
formed  a canopy  above  the  curtains.  I wondered 
how  in  the  world  I could  ever  examine  a patient 
within  such  an  enclosure. 

“The  maids  . . . started  to  describe  their  mistress’ 
ailments  . . . Presently  Madame  Ch’u  spoke  in  a 
somewhat  husky  voice,  supplementing  what  the 
maids  had  said.  After  I had  made  a few  further 
inquiries,  I was  surprised  to  see  the  curtains  part 
slightly  and  the  patient’s  hand  come  through.  In 
her  hand  she  held  a little  ivory  figure  of  a re- 
clining woman,  completely  undressed.  ‘It  is  not 
considered  seemly,’  she  said,  ‘for  a Chinese  lady  of 
rank  to  be  examined  by  a man  doctor,  so  I am 
handing  you  this  ivory  figure  marked  in  two 
places,  the  chest  and  the  abdomen,  to  show  you 
exactly  where  the  pain  is  located.’ 

This  scene  occurred  in  Changsha,  Hunan  prov- 
ince, about  1906  or  1907.  A Danish  surgeon, 
Erick  Rosen,  apparently  encountered  similar  use 
of  the  “Doctor’s  Lady”  or  “Doctor’s  Doll”  as  late 
as  1946.2  The  beginning  of  this  custom  is  uncer- 
tain but  perhaps  it  started  as  early  as  the  17th 
century.  Attempts  to  date  the  dolls  have  met  with 
little  success  as  they  were  utilitarian  items  rather 
than  works  of  art  and  were  never  signed  or  dated 
by  the  makers.  The  only  existent  doll  that  can  be 
definitely  dated  is  one  in  the  National  Museum 
Ethnographic  Collection  in  Denmark. ^ This  doll 
is  known  to  have  been  brought  from  China  in  1732 
but  it  is  not  known  how  old  the  doll  was  when  it 
arrived.  According  to  Dittrick'*  when  the  doll  is 
carved  reclining  with  the  head  propped  on  one 
flexed  arm  it  probably  belongs  to  the  Ming  Period 
(1368-1644)  (Fig.  1).  He  also  states  that  dolls 
made  before  1910  often  show  the  feet  deformed 
and  bound  with  constricting  bandages. 

The  use  of  the  “Doctor’s  Lady”  was  wide- 
spread throughout  China  but  apparently  never  in 
Japan.  Although  most  of  them  were  made  of 
ivory,  a “warm”  material,  other  materials  such  as 
rosewood,  jade,  amber,  alabaster,  soapstone,  and 
“Dragon’s  Teeth”  (dentine  of  prehistoric  animals 


caught  in  crevasses)  were  used.  The  dolls  were 
often  owned  by  the  lady  of  rank  and  might  even 
be  marked  with  charcoal  and  sent  by  a servant  to 
the  doctor,  thus  avoiding  a trip  to  his  consulting 
room  or  a house  call  by  the  doctor.  They  were 
also  at  times  carried  by  the  doctor  and  passed 
through  the  closed  canopy  for  the  lady  to  mark  or 
to  hold  and  point  out  the  location  of  her  trouble 
with  her  finger. 

Usually  the  lady  is  portrayed  completely  nude 
except  for  a foot  covering.  Occasionally  as  in  the 
seated  doll  (Fig.  2)  a robe  or  cloth  partially 
drapes  the  figure.  Occasionally  a decorated  fan 
covers  the  genitalia  (Fig.  3).  The  fan  usually  is 
so  placed  that  the  genitalia  are  not  completely 
covered,  permitting  that  area  to  be  used  for  dem- 
onstration if  need  be.  The  feet  are  commonly  tiny 
and  the  footwear  ranges  from  binding  thongs,  to 
scuffs,  to  delicate  slippers,  to  elaborate  boots  ex- 
tending above  the  ankles.  It  is  said^  that  the 
Chinese  lady’s  modesty  necessitated  keeping  the 
feet  covered  even  when  in  bed  with  her  husband. 
To  allow  a stranger  to  see  her  feet  bare  was  a dis- 
grace for  her  husband  and  to  allow  them  to  be 
touched  brought  catastrophe.  Perhaps  this  ex- 
plains the  common  finding  of  footwear  on  the 
“Doctor’s  Lady.” 

The  figure  is  most  commonly  portrayed  re- 
clining on  one  side  or  the  other  with  one  arm 
under  the  head  or  propping  it.  The  other  arm  and 
hand  may  hold  or  cover  one  breast,  'may  cover 
the  mons  veneris,  may  hold  a fan  covering  the 


Figure  1 
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Figure  2 


genitalia,  or  hold  a somewhat  stylized  flower  which  % 
has  been  identified^  as  a peony.  Occasionally  ' 
leaves  are  portrayed  on  the  stem  of  the  flower. 
The  seated  figure  with  its  Ming  dog  chaperone  is 
the  only  seated  “Doctor’s  Lady”  known  to  the 
author.  Aagard^  shows  one  in  the  standing  posi- 
tion. The  couch  on  which  the  doll  reclines  may 
be  carved  from  the  same  piece  as  the  doll  figure 
or  it  may  be  constructed  of  wood  and  display 
designs  such  as  the  ancient  lock  and  Icey  design 
noted  in  Figure  4. 


Figure  4 


Figure  3 


Characteristically  the  hair  is  brushed  back 
from  the  forehead  and  coiled  into  a bun  on  one 
side  or  upon  the  top  or  back  of  the  head.  It  is 
commonly  lacquered  black  though  in  some  of  the 
more  ancient  dolls  and  some  of  the  recent  repro- 
ductions it  is  unpainted.'*  Occasionally  flowers 
appear  in  the  hair.  Commonly  delicate  ear  pend- 
ants of  simple  design  hang  from  the  ear  lobes. 

The  interest  of  antique  collectors  of  the  west- 
ern world  in  these  figurines  has  spawned  the  pro- 
duction of  reproductions,  particularly  in  the  city 
of  Hong  Kong.  Several  years  ago  in  the  theater 
district  of  New  York  City  in  the  window  of  an 
importer’s  shop  the  author  saw  a “Doctor’s  Lady.” 
The  ivory  appeared  too  white  to  be  old  ivory.  At 
that  point  he  noted  on  a shelf  in  the  rear  of  the 
store  four  identical  dolls  indicating  that  these  were 
probably  made  as  “export  items”  to  be  sold  to  the 
unwary  as  “genuine  antique  Doctor’s  Dolls.” 
Often  these  “export  items”  have  occidental  facial 
features,  occidental  coiffures,  and  normal  sized 
uncovered  feet.  There  may  be  decorations  about 
the  nipples  of  the  breasts.  Thus  Figures  3 and  5 
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Figure  5 


are  probably  “export  items.”  Indeed,  the  ultimate 
of  the  ridiculous  was  recently  displayed  at  an 
antique  show:  a doll  with  oriental  facial  features, 
an  occidental  coiffure,  and  large  uncovered  feet. 

These  pretty  little  figurines  served  a useful 
purpose  in  a culture  in  which  it  was  improper  for 


the  lady  to  disrobe  in  front  of  the  doctor  or  allow 
him  to  touch  anything  but  her  wrist.  History 
should  record  them  as  one  of  the  early  diagnostic 
aids. 
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(Peach  and  (Pink  and  (Green  and  (Yellow 
White)  White)  White)  and  White) 

Armacoded  for  fast  identification 
and  patient  safety. 


EQUIVALENCY  TABLE 

New 

Thyrolar® 

Approx.  Equiv. 
in  Desiccated 
Thyroid 

Approx.  Equiv. 
in  Sodium 
Levothyroxine 

Approx.  Equiv. 
in  Sodium 
Liothyronine 

Thyrolar-V2 

Thyrolar-1 

Thyrolar-2 

Thyrolar-3 

V2  gr. 

1 gr. 

2 gr. 

3 gr. 

0.05  mg. 
0.1  mg. 
0.2  mg. 
0.3  mg. 

12.5  meg. 
25  meg. 
50  meg. 
75  meg^ 

Each  Thyrolar- 

1 contains  50  meg.  sodium  levothyroxine  and  12.5  meg.  sodium  liothyronine. 

(OMPOSITION:  Thyrolar®  (Liotrix,  Armour)  tab- 
ets  provide  a combination  of  the  synthetic  active 
hyroid  hormones,  sodium  levothyroxine  (Ta)  and 
odium  liothyronine  (Ta),  in  a ratio  of  4 to  1 by 
veight.  Available  in  4 potencies  approximately 
iquivalent  in  therapeutic  effect  to  Va  gr.,  1 gr.,  2 
;r.  or  3 gr.  desiccated  thyroid.  Each  Thyrolar-1 
’ontains  50  meg.  sodium  levothyroxine  and  12.5 
Tieg.  sodium  liothyronine. 

CONTRAINDICATIONS:  Thyrolar®  administration 
s contraindicated  in  thyrotoxicosis  and  in  acute 
myocardial  infarction. 

Thyrolar®  is  contraindicated  in  the  presence  of 
uncorrecled  adrenal  insufficiency  because  it  in- 
creases the  tissue  demands  for  adrenocortical  hor- 
mones and  may  cause  an  acute  adrenal  crisis  in 
such  patients.  (See  Warnings) 

WARNINGS:  Thyrolar®  should  be  used  with  cau- 
tion in  patients  with  cardiovascular  disease,  in- 
cluding hypertension.  The  development  of  chest 
pain  or  other  aggravation  of  cardiovascular  disease 
will  require  a decrease  in  dosage. 

Injection  of  epinephrine  in  patients  with  cor- 
onary artery  disease  may  precipitate  an  episode  of 
coronary  insufficiency.  This  may  be  enhanced  m 
patients  receiving  thyroid  preparations.  Careful 
observation  is  required  if  catecholamines  are  ad- 
ministered to  patients  in  this  category.  Thyrolar®- 
treated  patients  with  concomitant  coronary  artery 
disease  should  be  carefully  observed  during  sur- 
gery since  the  possibility  of  precipitating  cardiac 
arrhythmias  may  be  greater  in  patients  treated 
with  thyroid  hormones. 

The  institution  of  thyroid  replacement  therapy 
may  potentiate  anticoagulant  effects  with  agents 


such  as  warfarin  or  bishydroxycoumarin  and  re- 
duction of  one-third  in  anticoagulant  dosage 
should  be  undertaken  upon  initiation  of  Thyrolar® 
therapy.  Subsequent  anticoagulant  dosage  adjust- 
ment should  be  made  on  the  basis  of  frequent 
prothrombin  determinations. 

In  patients  whose  hypothyroidism  is  secondary 
to  hypopituitarism,  adrenal  insufficiency  will  prob- 
ably also  be  present.  When  the  adrenal  insufficien- 
cy and  hypothyroidism  coexist,  the  adrenal  insuf- 
ficiency should  be  corrected  by  corticosteroids  be- 
fore administering  thyroid  hormones. 
PRECAUTIONS:  Patients  with  hypothyroidism  and 
especially  myxedema  are  particularly  sensitive  to 
thyroid  preparations  so  that  treatment  should  be- 
gin with, small  doses  and  increments  should  be 
gradual.  In  patients  with  diabetes  mellitus,  addi- 
tion of  thyroid  hormone  therapy  may  cause  an  in- 
crease in  the  required  dosage  of  insulin  or  o^l 
hypoglycemic  agents.  Conversely,  decreasing  the 
dose  of  thyroid  hormone  may  possibly  cause  hy- 
poglycemic reactions  if  the  dosage  of  insulin  or 
oral  agents  is  not  adjusted. 

ADVERSE  REACTIONS:  Excessive  dosage  of  thy- 
roid medication  may  result  in  symptoms  of  hy- 
perthyroidism.. Since,  however,  the  effects  do  not 
appear  at  once,  the  symptoms  may  not  appear  for 
1 to  3 weeks  after  the  dosage  regimen  is  begun. 
The  most  common  signs  and  symptoms  of  over- 
dosage are  weight  loss,  palpitation,  nervousness, 
diarrhea  or  abdominal  cramps,  sweating,  tachy- 
cardia, cardiac  arrhythmias,  angina  pectoris,  trem- 
ors, headache,  insomnia,  intolerance  to  heat,  fever. 
If  symptoms  of  overdosage  appear,  discontinue 
medication  for  several  days  and  reinstitute  treat- 


ment at  a lower  dosage  level. 

In  a few  individuals  who  are  euthyroid  on  Thy- 
rolar®, headache  may  appear.  Dosage  should  be 
decreased.  If  headache  persists  or  the  patient  de- 
velops signs  of  hypothyroidism  on  the  lower  dos- 
age, another  thyroid  preparation  should  be  sub- 
stituted. 

DOSAGE:  Generally,  the  initial  adult  dosage  in 
untreated  hypothyroid  individuals  is  1 tablet  of 
Thyrolar- Vj  daily;  increased  in  increments  of  1 
tablet  of  Thyrolar- Vj  every  1 or  2 weeks  until  pa- 
tient is  euthyroid.  In  children,  increments  in  dos- 
age should  be  made  every  2 weeks.  In  patients 
previously  rendered  euthyroid  with  desiccated 
thyroid,  sodium  levothyroxine  or  sodium  liothyro- 
nine, each  Thyrolar-1  tablet  will  usually  replace 
1 grain  of  desiccated  thyroid. 

AVAILABLE:  Bottles  of  100  two-layered,  com- 
pressed tablets  in  4 potencies: 

Each  Tablet  Armacode’"  Approx. 
Contains:  Markings  Equiv.  in 

Desiccated 

Ta*  Ta**  Thyroid 

Thyrolar-Vj  25  meg.  6.25  meg.  YD  Vj  gr. 

Thyrolar-1  50  meg.  12.5  meg.  YE  1 gr. 

Thyrolar-2  100  meg.  25  meg.  YF  2 gr. 

Thyrolar-3  150  meg.  37.5  meg.  YH  3 gr. 

‘sodium  levothyroxine  **sodium  liothyronine 


Armour  Pharmaceutical  Company 
Chicago,  Illinois  60690 


Woman’s  Auxiliary 


Forty  Seventh  Annual  AMA  Auxiliary  Convention 


Following  the  theme  “Up,  Up,  and  Away,”  the 
47  th  Annual  Convention  of  the  Woman’s  Auxiliary 
to  the  American  Medical  .Association  op>ened  at 
the  Drake  Hotel  in  Chicago.  The  meeting  was 
presided  over  by  the  president,  Mrs.  John  M. 
Chenault  of  Decatur,  Alabama.  Reverend  John 
Miller  of  Chicago  gave  the  invocation.  Pledges  of 
allegiance  to  our  flag  and  the  auxiliar}’^  were  led 
by  national  past  presidents  Mrs.  .Asher  Yaguda 
and  Mrs.  William  G.  Thuss.  Greetings  were 
brought  to  the  House  of  Delegates  by  Dr.  William 
E.  Adams,  president  of  the  Chicago  Medical  So- 
ciety and  Mrs.  William  AVest,  president  of  the 
Illinois  Medical  .Auxiliary. 

The  Kevmote  .Address  was  given  by  Mrs. 
Louise  Bushnell,  Director,  Women’s  Activities, 
National  .Association  of  Manufacturers.  She  urged 
that  these  three  ideas  be  remembered:  (1)  excel- 
lence should  be  the  criteria  for  hiring,  not  color, 
creed  or  what  have  you,  (2)  we  should  not  slur 
any  job  in  any  field — take  out  the  “snob  appeal” 
in  some  jobs  and  professions,  and  (3)  that  the 
average  .American  woman  does  not  need  to  be 
liberated  by  any  group  of  her  sisters.  She  con- 
cluded by  hoping  that  all  auxiliary  members  be- 
come involved  in  their  local  politics,  for  this  is 
the  only  way  we  can  hope  to  preserve  our  .Ameri- 
can way  of  life. 

The  Elections  Committee  chaired  by  Mrs.  Lee 
E.  Rice  of  Colorado  was  presented  to  the  House. 
The  current  Florida  Medical  Auxiliauy  president 
served  as  a member  of  this  committee.  Following 
nominations  for  the  1971  Nominating  Committee 
a Memorial  Service  was  conducted  by  Mrs.  John 
Schneider. 

The  meeting  recessed  for  the  “Heavenly  70’s” 
luncheon  held  in  the  Gold  Coast  Room.  Dr. 
Gerald  Dorman,  president  of  the  .AM.A,  spoke  on 
“What  Is  So  Rare  .As  This  Day  In  June.”  Dr. 
Dormon’s  speech  was  followed  by  presentation 
of  the  .Auxiliauy’s  contribution  to  .AM.A-ERF.  The 
grand  total  was  over  $498,000 — ^just  shy  of  a half 
million  dollars.  Florida’s  contribution  this  year 
was  $16,636.05.  Dr.  C.  Long,  president  of  AMA- 
ERF,  accepted  the  contribution  and  then  pre- 
sented awards  to  winning  counties  and  states. 


The  afternoon  session  resumed  at  2:15  p.m. 
and  two  minute  oral  reports  were  given  by  the 
Southern  and  North  Central  regions.  Florida’s 
“Idea  Exchange”  was  given  by  the  president,  Mrs. 
.Arnold  J.  Spanjers. 

Tuesday,  June  23rd,  the  delegates  were  back 
in  their  places.  State  presentations  resumed  and 
we  heard  from  the  Eastern  and  W’estern  regions. 
Safety  awards  were  presented  and  reports  given 
by  .AMP.AC  and  .AM.A-ERF.  The  House  of  Dele- 
gates was  urged  to  “really  get  involved”  in  this 
crucial  election  year. 

Wednesday  morning  we  were  back  in  the  Ball- 
room for  the  report  of  the  Elections  Committee, 
another  vote  to  fill  a Board  vacancy,  and  various 
presentations.  Following  the  report  of  the  1970-71 
Nominating  Committee,  elections  were  held.  The 
installation  was  conducted  by  Mrs.  George  Turner. 
Mrs.  R.  C.  L.  Robertson  (Marjorie)  of  Houston, 
Texeis  was  elected  president  and  Mrs.  G.  Prentiss 
Lee  (Patty)  of  Portland,  Oregon  was  elected 
president-elect.  With  the  presentation  of  the 
gavel,  yellow  roses  from  Texas,  the  Doctor’s  Rose 
from  Oregon,  tears,  kind  words,  et  al  poured  forth 
in  great  profusion.  It  was  a sweet,  sentimental 
time  and  a time  for  adjournment  of  this  47th 
Convention. 

The  FM.A  auxiliary  president  and  president- 
elect, Mrs.  AVesley  S.  Nock,  stayed  on  for  the 
px)stconvention  , Conference  of  State  Presidents 
and  Presidents-elect. 

It  was  the  FM.A  Auxiliary  president’s  privilege 
to  hear  the  name  of  Dr.  Jere  Annis  of  Florida  be 
placed  in  nomination  as  president-elect  of  the 
.American  Medical  Association.  Unfortunately,  he 
was  defeated  but  Florida  can  be  proud  of  him. 
He  and  his  lovely  wife,  Margaret,  have  won  the 
esteem  of  many  medical  societies  across  our 
nation. 

It  was  a great  convention  and  another  instance 
that  brings  my  gratitude  to  the  3,000  members  of 
the  Florida  Medical  Auxiliary  for  making  me  their 
president.  It  was  a privilege  and  an  honor  to  have 
been  the  presidential  delegate.  Thank  you. 

Bennie  Spanjers  (Mrs.  .Arnold  J.) 

President,  AVA/FM.A 
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There’s  a soup 

for  almost  every  patient  and  die 

...for  every  meal 
and,  it’s  made  by 


PROTEIN  CONTENT/  7 oz.  Serving* 


Bean  with  Bacon  6.8 

Beef 

Chicken  Broth  5-5 

Chicken ’N  Dumplings  5.8 


Chili  Beef 


Green  Pea  with  Ham  (Frozen)  7.6 
Hot  Dog  Bean  8.4 

Pepper  Pot  8.1 

Split  Pea  with  Ham  10.2 


Vegetable  Beef 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis.^' 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 

Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

*References  available  on  request. 


SEARLE 


P.  O.  Box  5110 
Chicago,  Illinois  60680 


942 


Research  in  the  Service  of  Medicine 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIN^' 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Editorial 


History  is  not  made  by  one  man  alone  but 
rather  is  the  story  of  many  people,  each  following 
his  own  consciously  desired  end;  the  saga  of  many 
wills  operating  in  different  directions,  the  chronicle 
of  their  manifold  effects  upon  the  outer  world  and 
it  upon  them.  History  is  but  a collection  of  the 
crimes,  follies  and  misfortunes  befalling  mankind 
interposed  with  noble  deeds  wherein  each  person 
in  his  own  way  is  trying  to  find  happiness. 
Spurred  by  his  needs,  his  passions,  his  character 
and  talents,  every  man  in  some  measure  is  intent 
on  finding  a purpose  or  meaning  to  his  life. 

As  individuals  grow  older  and  mature,  they 
become  more  or  less  interested  in  history,  the 
former  realizing  that  he  who  does  not  study  his- 
tory is  forced  to  repeat  the  mistakes  of  the  past. 
With  this  publication  of  the  Journal,  for  the  third 
consecutive  year,  we  are  indebted  to  Dr.  William 
M.  Straight  for  editing  a special  issue  devoted  to 
medical  history.  In  putting  together  the  papers 
for  this  issue.  Bill  says  that  his  sources  are  run- 
ning dry  but  there  must  be  available  more  medical 
history  in  Florida  and  he  hopes  that  this  third 
compilation  will  stimulate  interest  in  our  readers 
to  explore  and  write  of  the  history  of  medicine  in 
their  community. 

My  local  society  wzis  blessed  with  the  late  Dr. 
Webster  Merritt,  who  wrote  several  history  books 
of  medicine  including  one  entitled  “A  Century  of 
Medicine,”  an  account  of  the  practice  of  the 
healing  arts  in  Duval  County.  There  are  many 
gaps  in  this  history  and  recent  attempts  to  unearth 
events  have  been  unsuccessful.  Soon  after  the  so- 
ciety was  organized  in  1853  the  war  between  the 
states  broke  out  and  the  6 doctors  practicing  medi- 
cine in  Jacksonville  closed  their  offices;  four  join- 
ing the  confederate  army,  one  working  as  a civi- 
lian in  a military  hospital  at  Lake  City,  and  one 
joining  the  union  forces.  After  the  war,  as  far  as 
we  can  learn,  these  6 doctors  returned  to  Jackson- 
ville, re-opened  their  offices  and  reorganized  the 
society,  electing  Dr.  A.  S.  Baldwin  as  president 
in  late  fall  of  1865.  From  that  time  until  1874 
when  the  Florida  Medical  Association  was  founded 
with  Dr.  Baldwin  as  its  first  president,  little  is 
known  about  the  pioneer  medical  society,  for  our 


records  were  burned  in  a fire  in  1901.  When  the 
Florida  Medical  Association  was  organized.  Dr. 
Baldwin  was  the  first  president  and  the  third 
president  was  Dr.  Francis  P.  Wellford  who  also 
practiced  in  Jacksonville.  Webster  tells  the  story 
about  him,  when  in  September  of  1877,  an  epi- 
demic of  yellow  fever  developed  in  Fernandina 
and  quarantine  was  established.  After  two  weeks, 
the  epidemic  became  so  severe  that  local  health 
officers  sent  a request  to  Jacksonville  for  aid.  In 
answer  to  their  call.  Dr.  Wellford  volunteered  his 
services.  After  working  in  Fernandina  one  week, 
making  over  50  house  calls  each  day.  Dr.  Wellford 
went  to  bed  with  a fever  and  died  eight  days  later. 
On  October  12,  1877,  the  Duval  County  Medical 
Society,  at  a called  meeting,  passed  the  following 
resolution: 

“His  courtly  gentleness  and  modesty  of  man- 
ner, his  kindly  yet  high-toned  ethics  in  all  his 
professional  relationships,  his  unselfishness  in 
everything  that  related  to  friendship  or  duty  alike, 
ever  marked  him  as  one  endowed  with  all  of  these 
attributes  of  head  and  heart  which  unite  to  make 
the  accomplished  physician  and  Christian  gentle- 
man. Resolved  that  as  a mark  of  our  esteem,  his 
name  be  kept  permanently  on  our  roll  and  called 
at  every  meeting.” 

At  the  annual  meeting  of  the  Florida  Medical 
Association  the  following  year,  the  president’s 
chair  was  draped  in  black  to  pay  tribute  to  Dr. 
Wellford’s  memory  and  a committee  was  appoint- 
ed to  raise  a scholarship  to  perpetuate  his  name. 
The  proceedings  of  the  next  year  fail  to  mention 
any  report  from  this  committee  and  no  record  of 
a scholarship  fund  has  been  found.  Last  year, 
the  retiring  president  of  the  Duval  County  Medi- 
cal Society,  as  his  final  official  act  proposed  that 
as  an  approbation  to  the  courage,  devotion  and 
compassion  of  Dr.  Wellford  and  as  an  inspiration 
to  the  members,  the  resolution  of  October  1877 
be  again  made  a part  of  the  order  of  business.  As 
it  no  longer  is  customary  to  call  the  roll,  at  the 
beginning  of  each  meeting  Dr.  Wellford’s  name  is 
flashed  on  the  wall  by  a projection  used  to  notify 
members  that  their  answering  service  is  looking 
for  them.  C.M.C. 
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Blue  Cross  and  Blue  Shield 

James  L.  Borland  Jr.,  M.D. 


During  the  controversy  concerning  the  Blues 
at  FM.\’s  Annual  Meeting  in  May,  it  was  ap- 
parent that  much  confusion  still  exists  regarding 
some  Blue  Shield  policies.  The  FMA  Committee 
of  17  felt  that  an  editorial  was  needed  to  discuss 
some  recurrent  problems  raised  by  Florida 
physicians. 

I.  Clear  definitions  are  needed  for  adequate 
communication  between  physicians  and  Blue 
Cross-Blue  Shield.  Doctors  often  use  “Blue  Cross- 
Blue  Shield”  as  synonymous  terms  when  discuss- 
ing physicians’  fee  problems.  Blue  Shield  is  “the 
doctor  plan,”  only  involved  with  physicians’  fees, 
and  the  program  established  by  the  FMA  House 
of  Delegates.  Blue  Cross  is  not  established  by 
FM.\,  not  under  direct  physicians’  control  and,  of 
most  importance  has  nothing  to  do  with  physi- 
cians’ fees.  Discussion  of  problems  relative  to 
physicians’  fees  should  not  include  Blue  Cross. 

“Usual  and  customary”  also  causes  confusion. 
“Usual”  refers  to  the  individual  physician’s  profile 
based  upon  fees  charged  by  him  alone.  “Custom- 
ary” concerns  the  spectrum  of  charges  submitted 
by  physicians  in  the  entire  community.  For  pay- 
ment purposes,  charges  which  fall  within  certain 
percentiles  of  these  figures  are  considered  “cus- 
tomary” for  the  community. 

As  with  Blue  Cross  and  Blue  Shield,  pragma- 
tism is  needed  in  discussions  of  problems  concern- 
ing physicians’  fees.  Choose  Blue  Cross  or  Blue 
Shield  and  “usual”  or  “customary”  as  needed  but 
do  not  lump  them  as  single  entities. 

II.  The  Social  Security  Administration  office 
in  Baltimore  has  issued  a blanket  policy  that 
community  customary  levels  must  not  be  allowed 
to  rise  above  figures  established  as  of  July  1969. 
There  is  no  such  written  directive  concerning  the 
individual  physician’s  usual  fee.  Stringent  criteria 
have  been  offered  for  judging  the  propriety  of  a 
rise  in  a physician’s  usual  fee,  but  no  blanket  pro- 
hibition. Most  controversies  concerning  an  individ- 
ual physician’s  fees  arise  from  the  interpretation 
of  Social  Security  Administration  criteria  by  the 
Blue  Shield  administrative  staff.  Using  its  inter- 
pretation, the  staff  has  elected  to  deny  individual 
fee  increases.  This  understandably  results  in  irri- 
tation and  conflict  between  Blue  Shield  and  the 


physician,  which  could  be  obviated  if  the  staff 
would  interpret  the  guidelines  literally.  Simply  by 
granting  reasonable  requests  for  fee  increases, 
then  notifying  the  Social  Security  Administration 
and  letting  the  Atlanta  office  decide  whether  or 
not  to  refuse  the  increase;  the  physician  could  cor- 
rectly identify  the  SS.\  and  Medicare  rather  than 
Blue  Shield  as  the  agencies  restricting  allowable 
physicians’  fees. 

III.  The  disagreements  concerning  the  use  of 
relative  value  scales  versus  usual  and  customary 
levels  for  determining  allowable  benefits  of  insur- 
ance policies  seem  on  the  surface  to  make  little 
sense.  One  major  point  against  using  a relative 
value  scale  is  that  the  government  can  then  peg 
the  physician  at  a fixed  fee  scale.  The  SSA  has 
clearly  demonstrated  that  it  can  fix  a payment 
scale  no  matter  what  mechanism  is  used  for  deter- 
mination. The  customary  levels  for  Medicare 
are  now  frozen  at  the  July  1968  level.  Even 
if  the  percentiles  used  to  calculate  usual  and 
customary  payments  are  known,  the  actual  figures 
allowable  are  not.  Would  not  restriction  at  a 
known  level  (relative  value  scale)  be  preferable 
to  a secret  level  (usual  and  customary)? 

I\'.  Finally,  loss  of  the  Medicare  contract 
would  not  destroy  Blue  Shield  as  it  has  no  long 
range  property  or  employee  commitments  based 
upon  government  contracts.  This  requires  strong 
emphasis!  Blue  Shield  has  fought  valiantly  for 
the  physicians’  interests  and  has  only  acquiesced 
to  SS.A  demands  when  threatened  with  loss  of  the 
Medicare  contract.  (In  maintaining  this  contract. 
Blue  Shield  is  following  the  dictates  of  FMA). 

Before  doctors  in  Florida,  by  unalterable  op- 
position to  SS.\  directives,  force  Blue  Shield  to 
relinquish  the  Medicare  Part  B contract,  we 
should  reflect  on  the  possible  consequences  to 
physicians  and  patients  should  the  contract  be 
awarded  to  a profit-minded,  private  insurance 
company  with  no  physician  representation  and 
guidance.  In  considering  this  point,  the  following 
paraphrase  of  a Shakespearian  quote  may  be  ap- 
propriate: “It  is  better  to  bear  those  ills  we  have, 
than  to  fly  to  those  we  know  not  of.” 

^ Dr.  Borland,  2706-8  St.  Johns  venue,  Jackson- 
ville 32205. 
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Let’s  Work  as  Fairly  as  we  Can 

Floyd  K.  Hurt,  M.D. 


Dr.  Borland’s  editorial  concerning  Blue  Cross 
and  Blue  Shield  is  the  result  of  a discussion  in  the 
FMA  Committee  of  17  who  are  justifiably  con- 
cerned about  the  confusion  and  misunderstanding 
that  exists  between  Blue  Shield  and  the  physicians 
of  Florida. 

As  has  been  emphasized  many  times,  Blue 
Shield  of  Florida  has  undertaken  to  act  as  the 
physical  administrator  of  the  Medicare  program 
at  the  request  of  organized  medicine  of  Florida, 
mainly  the  House  of  Delegates.  It  is  under  their 
direction  that  the  Blue  Shield  board  has  consented 
and  is  willing  to  act  as  agent  for  the  entire  state. 

In  doing  this,  they  have  of  necessity  been 
required  to  put  in  force  the  directives  which  are 
handed  down  from  the  Social  Security  Administra- 
tion office  in  Washington.  If  misunderstanding 
arises,  it  is  not  particularly  surprising  in  view  of 
the  often  vague  terms  used  by  the  Social  Security 
■Administration  in  implementing  its  policies  for 
reimbursement  of  physicians  for  patient  care. 

-As  has  been  pointed  out  in  Dr.  Borland’s 

Ur.  Hurt  is  President-Elect,  Florida  Medical  Association. 


editorial,  the  policies  of  this  administration  are  un- 
der continued  revisement  and  change.  This  further 
adds  to  the  problems  of  Blue  Shield  in  attempting 
to  administer  the  program  fairly.  It  is  my  own 
personal  feeling  that  considering  the  staggering 
job  which  Blue  Shield  has  in  administering  the 
Medicare  program,  it  is  not  surprising  if  misunder- 
standings and  confusions  arise.  I think,  however, 
that  the  physicians  of  Florida  are  fortunate  in 
that  we  have  a physical  administrator,  who,  al- 
though not  without  faults,  is  still  perfectly  agree- 
able to  doing  everything  in  their  power  to  correct 
mistakes. 

Those  of  us  who  have  followed  closely  the 
entrance  of  the  federal  government  into  medical 
care  of  the  aged  realize  the  problems  that  are 
inherent  in  this  system.  It  is  typical  of  third  party 
intervention  in  the  care  of  sick  people. 

Our  only  alternative  now  is  to  work  with  our 
chosen  administrator.  Blue  Shield,  to  make  the 
program  of  the  Social  Security  Administration 
work  as  fairly  as  we  can. 

^ Dr.  Hurt,  460  St.  James  Building,  Jacksonville 
32202. 
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ORGANIZATION 


Sergeant  at  Arms  for  the  Florida  House  of  Representatives,  Mr.  Claude  Wingate  is  signing  up  to  be  tested 
for  glaucoma,  in  association  with  a program  to  educate  the  public  in  the  importance  of  eye  examinations.  (Left 
to  right)  Walter  W.  Sackett,  M.D.,  Harry  Rolfes,  M.D.  and  Mrs.  Kitty  Minton. 


i,mmm'appro3<!i> 


Dr.  Francis  T.  Holland,  (left)  of  Tallahassee,  receiving  the  American  Medical  Association  Certificate  of  Ap- 
preciation from  Dr.  L.  J.  Snyder,  Chairman  of  the  AMA  Council  on  Rural  Health,  at  the  23rd  National  Con- 
ference on  Rural  Health,  held  in  Milwaukee,  Wisconsin,  April  9-10.  Dr.  Holland,  who  served  as  chairman  in 
1969,  has  been  a council  member  since  I960. 
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Early  Florida  and  Organized  Medicine 

Franz  H.  Stewart,  M.D. 

MIAMI 


Perhaps  readers  of  Massachusetts  Physician 
in  New  England  will  feel  a sense  of  seniority,  even 
hoary-headedness,  in  reading  of  the  beginning  on 
January  14,  1874  of  organized  medicine  in  Florida. 

Florida  joined  the  United  States  in  1821,  and 
40  years  later  fought  in  the  Civil  War.  Nine  years 
after  Appomattox,  the  medical  society  of  Duval 
County  invited  physicians  over  the  widespread 
area  of  Florida  to  meet  to  form  a State  Medical 
Society.  Then  Florida,  like  Hawaii  and  Alaska 
today,  was  an  infant  state  but  a land  old  in  adven- 
ture, western  culture  and  strife. 

Spanish  Influence 

The  Spaniards  founded  St.  Augustine  in  1565 
including  two  surgeons  among  the  original  group. 
These  Spaniards  defeated  the  French  at  Ft.  Caro- 
line. Bitter  contests  continued  among  the  English, 
French  and  Spanish,  but  the  Spaniards  held  out 
for  almost  two  centuries.  In  age,  Florida  is  more 
Spanish  than  English;  but  in  culture,  the  British 
influence  dominates. 

Medicine  was  closely  organized  under  Spanish 
rule.  The  surgeon-physician-apothecary,  when 
present,  was  paid  a salary,  his  duties  outlined  and 
hospital  rules  set  down.  He  w’as  responsible  to  the 
authority  in  Cuba  or  to  the  Crown  itself.  Here  is 
a quotation  from  those  old  rules: 

The  physician  is  required  to  see  his  patients  twice 
daily  and  enforce  silence  and  tranquility  among  his 
entourage  during  the  rounds  lest  one  of  his  sub- 
ordinates misunderstand  an  order.  . . . When  surgical 
patients  also  have  medical  diseases,  the  physician  will 
visit  these  on  the  surgical  ward.i 

We  forget  these  beginnings  and  start  over  as 
■Americans  and  see  organized  medicine  as  we 
started  it  in  our  day.  The  Journal  of  the  Florida 
Medical  Association  did  not  begin  as  such  that 
day  in  Jacksonville  in  1874,  but  the  proceedings 
of  that  meeting  and  the  scholarly  orations  that 
followed  are  carefully  recorded  and  available  to 
us.  It  is  recorded  thus  on  February  17,  1875, 
“Dr.  John  P.  Wall  read  an  interesting  and  care- 
fully prepared  paper  on  ‘Preventive  Medicine’ 
which  received  marked  attention.  . . . Dr.  Wall’s 
paper  was  referred  to  the  Committee  on  Publica- 
tion.” Our  Florida  Medical  Journal  is  a continua- 

Reprinted  from  the  History  and  Highlights  section  of  the  Mas- 
sachusetts Physician,  May  1970. 


tion  of  the  activity  of  this  committee,  and  the  edi- 
tor today  is  again  the  chairman  of  the  Committee 
on  Publications. 

The  proceedings  of  the  first  meeting  of  the 
State  Association  were  accurately  recorded.  (See 
Table  1.)  At  this  first  meeting,  several  additional 
physicians  were  elected  members  and  among  these 
was  Dr.  T.  M.  Palmer.  Dr.  Palmer  gave  an  ad- 
dress at  the  annual  meeting  in  Jacksonville  on 
.April  18,  1877. 

Birth  of  Society 

This  paper,  “Medical  History  of  Florida,”  is 
printed  in  the  proceedings  and  discusses  so  ap- 
propriately the  medical  surroundings  at  the  birth 
of  our  society  that  part  of  this  address  is  copied 
here  from  the  official  proceedings. 

Coming  to  Florida  only  eight  years  after  its  cession 
by  Spain  to  the  United  States,  and  when  it  was  but  a 
trackless  wilderness  inhabited  by  few  except  the  un- 
tamed and  untutored  savage,  and  the  many  wild  beasts 
of  the  forest  and  deer  of  the  plains,  and  birds  of  beauti- 
ful and  bright  plumage,  it  is  reasonable  to  suppose  that 
I have  seen  many  strange  and  startling  events  occur  in 
this  then  far  off  land,  almost  unknown  to  civilization 
and  culture.  .At  that  early  day,  your  own  beautiful  city, 
now  so  full  of  life  and  energy  and  busy  hum  of  work 
and  business,  was  but  a collection  of  a few  log  huts, 
houses  of  a few  frontiersmen  and  stockminders ; and 
about  this  point  was  what  was  known  as  the  Cow-ford, 
where  these  wild  herdsmen  crossed  the  noble  St.  Johns, 
without  bridge  or  ferry.  This  majestic  stream  was  not 
then  teeming  with  life  and  the  busy  traffic  of  its  present 
prosperous  commerce,  but  was  as  silent  and  solitary  as 
the  unknown  regions  of  the  VV’est. 

'Vast  Wilderness 

Indeed,  this  whole  State  was  an  unknown  country, 
except  a few  miles  around  Pensacola  and  the  ancient 
city  of  St.  -Augustine.  The  wild  Indian  roamed  in  un- 
disturbed possession  over  its  fertile  and  verdant  hills 
and  dales,  from  the  murmuring  Perdido  in  the  west  to 
the  grand  VVelaka  in  the  east,  and  listened  to  the  woo- 
ings  of  the  soft  summer  breeze,  as  it  came  over  the  un- 
broken forests  of  this  noted  peninsula,  or  was  charmed 
by  shrill  voice  of  the  Wastula,  (whooping  crane)  or 
hunted  in  the  fruitful  field  of  game  throughout  its 
length  and  breadth.  In  those  days  of  undeveloped  dis- 
eases and  uncleared  forests,  the  whole  country  was  one 
vast  unopened  and  untraveled  wilderness.  \or  was  any 
attempt  made  to  settle  it  until  about  the  year  1825, 
when  a few  families  settled  on  the  St.  Johns,  a few 
more  near  Tallahassee,  and  a few  more  around  Pensa- 
cola, which  was  a small  fort  turned  over  by  the  Span- 
iards to  the  United  States. 

Gen.  Jackson  marched  through  the  country  in  1825, 
and  established  a post  at  St.  Marks,  at  Suwannee,  Old 
Town,  and  Fernandina.  -And  this  was  the  beginning  of 
Florida,  which  is  now  attracting  so  much  attention  and 
immigration,  on  account  of  its  beautiful  and  healthful 
climate.  Monticello,  where  I live,  was  settled  in  1827, 
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In  response  to  a call  issued  by  the  Duval  Coun- 
ty Medical  Society,  in  November,  1873,  a meet- 
ing of  delegates  from  diffe-ent  Medical  Societies 
throughout  the  State  of  Florida,  and  individual 
members  of  the  medical  profession,  was  held  at 
the  office  of  Dr.  A.  S.  Baldwin,  in  the  city  of 
Jacksonville,  on  the  14th  of  January,  1874. 

Dr.  G.  \V.  Betton  was  elected  temporary  Chair- 
man, and  Dr.  F.  P.  Wellford  appointed  temporary 
Secretary. 

A committee,  consisting  of  Drs.  R.  P.  Daniel 
and  R.  B.  Burroughs,  was  appointed  by  the  Chair- 
man to  examine  and  report  on  the  credentials, 
which  committee  reported  as  follows: 

The  Committee  on  Credentials  for  the  Conven- 
tion for  the  purpose  of  organizing  a State  Medi- 
cal Society,  respectfully  report  the  following  named 
gentlemen  present: 


Dr.  A.  S.  Baldwin,  ] 

Dr.  R.  P.  Daniel,  y Duval  Co.  Med.  Societv. 
Dr.  F.  P.  Wellford,  J 

Dr.  J.  Peck  . . St.  John’s  Co.  Med.  Society. 


Dr.  G.  W.  Betton, 

Dr.  R.  B.  Burroughs, 


j-Leon  Co.  Med.  Society. 


Dr.  E.  G.  Clay  . . Nassau  Co.  Med.  Society. 


Table  1. — This  is  a reproduction  of  the  record  of  pro- 
ceedings at  the  first  organizing  meeting  of  the  Florida 
Medical  Association. 


and  there  were  but  two  settlements  from  that  place  to 
Tallahassee,  a distance  of  30  miles,  and  only  four  to 
Jacksonville,  a distance  of  ISO  miles.  But  a country  like 
this  could  not  long  remain  unsettled  and  unknown,  after 
once  being  opened  to  the  enterprising  Anglo-Saxon 
race.  . . . 

Escape  from  Epidemics 

All  new  countries  are  almost  necessarily  subject  to  a 
high  grade  of  fever,  brought  on  by  the  rapid  opening  of 
the  land,  and  exposing  its  soil  to  the  rays  of  the  sun, 
when  it  was  before  shaded.  But  in  the  settlement  of 
this  portion  of  the  state,  only  small  farms  have  been 
cleared,  and  where  large  orange  groves  have  been  planted, 
the  timber  was  not  taken  off  the  land  only  as  it  was 
needed,  and  hence  its  escape  from  epidemics  of  malarial 
disease.  I may  say,  at  this  point,  that  these  intermittent 
and  remittent  fevers  are  the  only  diseases  that  can  be 
called  endemic  in  this  climate,  and  they  are  rapidly  be- 
coming less  so  everj-  year;  and  I think  the  time  is  not 
very  far  distant  when  Florida  will  be  considered  the  most 
healthy  and  desirable  state  in  the  Union.  These  are  no 
fanciful  notions  of  an  excited  imagination,  or  the  opinions 
of  an  enthusiast,  but  the  teachings  of  long  years  of  patient 
observation  and  careful  study.  It  is  a source  of  great 
pleasure  to  me,  as  it  must  be  to  the  older  members  of  this 
Association,  to  look  back  to  the  early  settlement  of  the 
state,  and  trace  its  onward  march  to  prosperity  and 
healthfulness.  There  was  a time  when  Florida  was  con- 
sidered by  those  in  other  states  as  little  better  than  a 
vast  cemetery,  and  few  ever  came  to  visit  it,  except  from 
dire  necessity,  and  they  came  in  fear  and  trembling;  but 
now  how  changed ! A visit  to  Florida  is  considered  almost 
as  essential  as  a trip  to  Europe. ”3 


Medicine  was  closely  organized  in  isolated 
areas  under  Spanish  rule,  and  similar  spotty  or- 
ganization was  developed  under  American  control 
in  the  years  prior  to  1874.  County  societies  and 
district  societies  were  growing  in  the  various  areas 
where  towns  had  pushed  back  the  forests. 

One  would  be  brash  indeed  to  pick  a specific 
date  for  the  beginning  of  medical  organization 
in  Florida.  It  developed  rapidly  with  the  land. 
The  date  of  birth  of  the  State  .Association  is  well 
documented  in  the  records  quoted  here.  The 
same  is  true  of  the  state  Journal.  Volume  I, 
Number  I is  dated  July  1914,  and  yet  quoted 
here  are  the  published  proceedings  of  the  asso- 
ciation as  far  back  as  the  day  the  same  association 
was  organized  in  1874. 

Mirror  of  Physicians 

Groups  of  venturesome  physicians  joined  to- 
gether for  companionship  in  professional  matters 
and  to  pool  information  and  improve  the  health 
of  their  home.  .As  the  Indians  became  less  war- 
like, transportation  became  less  hazardous  and 
time  consuming.  This  permitted  the  organization 
to  develop  on  a wider  basis.  Dr.  Palmer  has  de- 
scribed the  nature  of  the  land,  the  intellectual 
activity  of  the  physicians  and  the  state  of  knowl- 
edge concerning  important  infectious  diseases.  It 
was  with  this  background  and  on  this  base  that 
organized  medicine  in  Florida  grew  and  the  Jour- 
nal of  the  Florida  Medical  Association  began  as 
the  mirror  of  the  physicians  of  Florida. 
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Franz  H.  Stewart,  AI.D.,  former  editor  of  the 
Journal  of  the  Florida  Medical  .As.^ociation,  prac- 
tices internal  medicine  and  cardiology  in  Miami. 
Dr.  Stewart  earned  his  medical  degree  in  1932 
from  Emory  L'niversity  School  of  Medicine.  He 
served  as  the  first  professor  of  medicine  and 
chairman  pro  tern  of  the  department  of  medicine 
of  Florida’s  first  medical  school,  the  L'niversity  of 
Miami  School  of  Aledicine.  Dr.  Stewart  is  a diplo- 
mate  of  the  .American  Board  of  Internal  Aledi- 
cine,  a member  of  the  .American  College  of 
Physicians  and  of  the  .American  Federation  of 
Clinical  Research. 

Dr.  Stewart  has  two  sons  who  are  physicians, 
one  an  internist  and  cardiologist  and  the  other  a 
surgeon.  Both  are  active  in  teaching  and  study. 

^ Dr.  Stewart,  803  Dupont  Building,  Aliami 
33131. 
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\Vell,  Dr.  Cunningham!  I was  just  telling  Herbert 
; should  talk  to  you  about  my  allergy. 

First  my  nose  starts  to  tickle  and ...” 


'ou  know  the  rest  of  the  story.  Sneezing.  Watery  eyes. 
?osy  nose.  And  for  prompt  relief  of  these  symptoms, 
here's  Novahistine®  LP.  These  continuous-release  tablets 
lave  a vasoconstrictor-antihistamine  formulation  that 
)egins  working  in  minutes,  then  continues  to  provide 
elief  for  hours.  Even  when  nasal  congestion  is  due  to 
epeated  allergic  episodes,  two  Novahistine  LP  tablets. 


morning  and  evening,  let  most  patients  breathe  freely  all 
day  and  all  night.  Use  with  caution  in  individuals  with 


severe  hypertension,  diabe- 
tes mellitus,  hyperthyroid- 
ism or  urinary  retention. 
Caution  ambulatory  patients 
that  drowsiness  may  result. 


Novahistine* 

LP  decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg  of  chlorpheniramine 
maleate.) 
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Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  efiect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


Dear  Editor: 

In  the  past  year  9 white  male  students  have 
been  referred  to  the  Student  Health  Service  with 
asymptomatic  elevations  of  serum  bilirubin  dis- 
covered because  they  were  volunteer  blood  donors 
I at  the  University  Hospital.  All  9 have  had  one 
or  more  repeated  serum  bilirubins  in  the  range 
I of  1.5  to  3.5  mgs.  per  100  ml.  Physical  examina- 
tions were  normal.  None  of  the  9 were  drug 
abusers.  Other  liver  function  tests  including  BSP 
tests  for  delayed  retention  have  been  normal,  as 
have  serum  bilirubins  on  a number  of  the  parents. 

Six  of  the  9 students  have  lived  in  Orlando  or 
its  immediate  suburbs  at  some  time  in  their  lives 
and  4 of  the  9 still  have  homes  there.  Since  the 
Orlando  area  contributes  no  where  near  this  pro- 
portion of  male  students  to  the  population  of  the 
University  of  Florida,  I must  conclude  that:  (a) 
Having  lived  in  that  area  stimulates  college  men 
to  be  blood  donors,  or  (b)  Having  lived  there  is 
somehow  associated  with  an  elevated  serum  bili- 
rubin, or  (c)  This  is  a chance  association. 

I reject  explanation  (a)  and  doubt  (c).  The 
purpose  of  this  letter  is  to  ask  if  other  physicians 
in  the  state  have  observed  regional  differences 
in  serum  bilirubin  levels  in  asymptomatic  individ- 
uals either  in  the  Orlando  area  or  elsewhere. 

W.  J.  Coggins,  M.D.,  Director 
AND  Associate  Professor  of  Medicine 
University  of  Florida 
Gainesville 


Dear  Editor: 

As  per  your  request,  I am  sending  a copy  of 
my  end-of-the-tour  report  as  an  AMA  volunteer 
physician  to  Vietnam.  This  tour  was  in  effect  from 
June  to  zAugust  of  1968.  As  you  well  know,  the 
program,  AMA  Volunteer  Physicians  for  Vietnam, 
is  an  effort  taken  over  by  our  national  medical  as- 
sociation to  help  the  people  of  that  little,  poor. 


tortured,  war-torn  South  Asian  country.  The 
\'PVN  program  is  an  off-shoot  of  Project  Hope 
which  initiated  its  first  tour  of  duty  in  Saigon  in 
1950.  After  leaving,  as  Hope  usually  does,  land- 
based  operations,  clinics  and  teaching  facilities 
in  each  of  the  countries  it  has  served,  it  was  felt 
by  the  AMA  that  this  should  be  a project  for  us 
to  take  over  and  perpetuate  as  long  as  it  was 
needed.  So,  in  1969,  one  of  our  St.  Petersburg 
orthopedists  helped  organize  Project  \4etnam. 
This  is  a people-to-people  project  coordinated  and 
conducted  through  its  Washington  offices.  At  the 
present  time  I believe  we  have  had  as  many  as  10 
or  more  Florida  physicians  who  have  done  the 
tour  in  Vietnam,  but  I have  not  received  the  latest 
compilation  from  the  VPVN  bulletin  which  we 
get  monthly.  Two  of  your  local  physicians,  Drs. 
Jose  Zubero  and  Max  Suter  have  done  a trick; 
Jose  Zubero  having  gone  in  1967  and  Max  Suter 
in  1969. 

As  you  w’ell  know  from  our  talk  on  the  plane 
to  Tampa  several  months  ago,  I felt  that  my  serv- 
ice was  extremely  rewarding;  one  of  the  high- 
lights of  my  medical  career  and  I felt  that  I got  as 
much  from  the  Vietnamese  people  as  they  received 
from  me.  I would  not  hesitate  to  return  again  for 
a tour  if  practice  commitments  would  allow. 
Some  of  the  men  have  served  a tour  every  year 
since  its  inception  and  each  time  feel  as  rewarded 
as  the  first,  I’m  sure.  It  has  been  reported  that 
our  project  will  continue  for  at  least  another  two 
years  and  even  if  the  war  is  resolved,  there  will 
be  a need  for  our  services  in  the  distant  future. 
I will  be  attending  a luncheon  for  the  VPV’N’s 
in  Chicago  at  the  AMA  meeting  and  hope  to  have 
some  up  to  the  minute  news  for  you. 

With  best  personal  regards. 

James  J.  DeV’ito,  M.D. 

St.  Augustine 

Editor’s  note;  Dr.  DeVito’s  report  will  appear  in  the 
September  issue  of  the  Journal. 
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LOVE 


I love  you, 

Xot  only  for  what  you  are, 
But  for  what  I am 
When  I am  with  you. 

1 love  you, 

Xot  only  for  what 

You  have  made  of  yourself, 

But  for  what 

You  are  making  of  me. 

I love  you 

For  the  part  of  me 

That  you  bring  out ; 

I love  you 

For  putting  your  hand 
Into  my  heaped-up  heart 
.\nd  passing  over 
All  the  foolish,  weak  things 
That  you  can’t  help 
Dimly  seeing  there. 

And  for  drawing  out 
Into  the  light 

.\11  the  beautiful  belongings 
That  no  one  else  had  looked 
Quite  far  enough  to  find. 

I love  you  because  you 
Are  helping  me  to  make 
Of  the  lumber  of  my  life 
Xot  a tavern 
But  a temple; 

Out  of  the  works 
Of  my  every  day 
Xot  a reproach 
But  a song.  . . . 


Editor’s  Note:  The  author  is  unknown  but  we  thought 
this  good  enough  to  memorize  and  recite  to  the  one  you 
love. 


Brief  Summary  of  Prescribing  Information- 
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Indications:  Essential  h>T)ertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
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formulations  containing  potassium,  with  or 
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when  indicated  and  should  be  discontinued 
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precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
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anemia,  orthostatic  h>Totension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine;  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hv-potension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  thenii^ 
that  is  ea^to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy*to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-live  with  cost  of  therapy.  The  one  to  two 

tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Saliifeitsin' 

hydroflamethiazide,  50  mg./ reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


MEETINGS 


Approved  by  FMA 

Committee  on  Postgraduate  Education 

AUGUST 

27-29  Postgraduate  Obstetric-Pediatric  Seminar, 
Pier  66,  Fort  Lauderdale.  For  informa- 
tion: A.  F.  Caraway,  Div.  of 

Health,  P.O.  Box  210,  Jacksonville  32201. 

OCTOBER 

9-10  Seminar  on  Diabetes,  Sheraton  Hotel,  Fort 
Lauderdale.  For  information:  George  P. 
Heffner,  M.D.,  4602  X.  Federal  Highway, 
Fort  Lauderdale  33308. 

NOVEMBER 

13-14  EXT  for  the  Family  Practitioner,  Sheraton 
Four-.Ambassadors  Hotel,  Miami.  Contact: 
Frederic  W.  Pullen  II,  M.D.,  University  of 
Miami  School  of  iMedicine,  Box  875,  Bis- 
ca\me  .\nnex,  Miami  33152. 

19-20  Seminar  in  Obstetrics  and  Gynecology,  J. 
Hillis  Miller  Health  Center,  L'niversity  of 
Florida,  Gainesville.  For  Information:  Div. 
of  Postgraduate  Education,  Box  758,  J. 
Hillis  Miller  Health  Center,  Gainesville 
32601. 

DECEMBER 

4-  6 Lower  Extremity  Prosthetics  and  Orthotics- 
Recent  Developments,  Americana  Hotel, 
Miami  Beach.  For  information:  Augusto 
Sarmiento,  M.D.,  University  of  Miami 
School  of  Medicine,  Box  875,  Biscaxme 
Annex,  Miami  33152. 

7-9  Postgraduate  Seminar  on  Lower  Extremity, 
.\mericana  Hotel,  Miami  Beach.  For  infor- 
mation: Augusto  Sarmiento,  M.D.,  Univer- 
sity of  -Miami  School  of  Medicine,  Box  875, 
Biscayne  Annex,  Miami  33152. 

10-12  Eleventh  Biennial  Cardiovascular  Seminar 
on  Coronary  Artery  Disease,  Sheraton- 
Four  Ambassadors  Hotel,  ^liami.  For  in- 
formation: Arthur  Gosselin,  ^I.D.,  Chm., 
Heart  Association  of  Greater  Miami,  5080 
Biscayme  Blvd.,  Miami  33137. 


National  and  Regional 
Meetings  Held  in  Florida 

SEPTEMBER 

27-28  Society  of  Pediatric  Radiology,  Deauville 
Hotel,  Miami  Beach.  Sec.:  John  L.  Gwinn, 
M.D.,  Children’s  Hospital,  4650  Sunset 
Blvd.,  Los  .\ngeles.  Cal.  90027. 

29-Oct.  2 American  Roentgen  Society,  Deauville 
Hotel,  Miami  Beach.  Ex.  Sec.:  Ted  F. 
Leigh,  M.D.,  Emory  University  Clinic,  At- 
lanta, Ga.  30322. 


OCTOBER 

25-28  American  Clinical  and  Climatological  Asso- 
ciation, Ponte  Vedra  Club,  Ponte  Vedra. 
Sec.:  J.  Edwin  Wood,  M.D.,  Box  157,  Uni- 
versity of  Virginia  Hospital,  Charlottesville, 
Va.  22901. 


NOVEMBER 

3-  8 American  Society  of  Clinical  Hypnosis, 
Eden  Roc  Hotel,  Miami  Beach.  Ex.  Sec.: 
F.  D.  Xowlin,  800  Washington  .Ave.,  S.E., 
Minneapolis,  Minn.  55414. 

17-22  Pan  American  Medical  Association,  Holly- 
wood Beach  Hotel,  Hollynvood  Beach.  Dir.: 
Joseph  J.  Eller,  M.D.,  745  Fifth  Ave.,  Xew 
York,  X.  Y.  10022. 


DECEMBER 

7-10  Southern  Surgical  -Association,  Boca  Raton 
Hotel,  Boca  Raton.  Ex.  Sec.:  D.  C.  Sabis- 
ton  Jr.,  M.D.,  Duke  University  Medical 
Center,  Durham,  X.C.  27706. 

10-12  Cardiovascular  Seminar  on  Coronary  Dis- 
ease, Sheraton  Four  -Ambassadors  Hotel, 
Miami.  Pgm.  Dir.:  Mrs.  Jo  Baxter,  5080 
Biscayne  Blvd.,  Miami  33137. 
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Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 


Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  0.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


P.  L DODGE  MEMORIAL  HOSPITAL 

M.  G.  Isaacson,  M.D. 

Medical  Director 
1861  N.W.  South  River  Drive 
Miami,  Florida 
Phone  642-3555 

A nonprofit-voluntary  hospital  for  the  treat- 
ment of  nervous  and  mental  disorders  and  the 
problems  of  drug  addiction  and  alcoholic  habit- 
uation. Modern  diagnostic  and  treatment  proce- 
dures including — Psychotherapy.  Insulin  & Elec- 
troshock, when  indicated.  Adequate  facilities  for 
recreation  and  out-door  activities.  Admissions 
are  made  without  regard  to  race,  color  or  na- 
tional origin. 

Infi'rmation  on  request 

Member  NAPPH.  American  Psychiatric  Assn.,  & 
American  Hospital  Assn. 

Accredited  by  JCAH 
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Classified 


physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  R.  C. 
Thompson,  Bartow  Memorial  Hospital,  Bartow,  Fla. 


GENER.\L  PIL\CTITIONER  WANTED:  For 
private  practice,  pleasant  surroundings  in  Jacksonville 
area.  Seventy-five  bed  county  hospital  adjacent  to 
modern  office  building  with  two  colleagues.  Write 
C-842,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


NEEDED:  General  Physicians — for  stable  south 
central  Florida  town.  New  Hospital  with  Intensive 
and  Coronary  Care  unit  available.  Besides  a good 
place  to  work  and  live,  we  have  good  fishing,  hunting, 
golf,  cattle,  horses,  with  rodeos,  schools,  and  a climate 
to  match.  Contact:  .\dministrator,  DeSoto  Memorial 
Hospital,  P.  O.  Box  590,  .\rcadia,  Florida  33821.  (813) 
929-8101. 


W.^NTED:  GP  as  third  man  in  partnership.  Gen- 

eral practice  including  some  Ob.  Boynton  Beach  area, 
lower  East  coast.  Phone  (305)  732-2701. 


WANTED:  General  Surgeon  for  association  ml 

surgical  group  practice  in  South  Florida  coastal  area.] 
Military  obligation  completed.  Board  certified  or) 
qualified.  Corporate  benefits.  Write  C-952,  P.  O.  Box  ( 
2411,  Jacksonville,  Fla.  32203. 


INTERNIST  W.^NTED:  Board  qualified  or  cer- 
tified to  join  two  other  internists  in  private  practice  I 
in  Miami  Beach.  Salary  for  first  year  with  eventual 
full  partnership.  Write  (Z-918,  P.  O.  Box  2411,  Jackson- 
ville, Fla.  32203. 


INTERNAL  MEDICINE  PHYSICIAN  needed  in 
27-man  multispecialty  group  located  Florida  Gulf 
coast.  Progressive,  rapidly  growing  community  with 
abundance  of  recreational  and  cultural  opportunities. 
Clinic  affiliated  with  200-bed  accredited  hospital  with 
immediate  and  long  range  expansion  plans.  No  in- 
vestment required.  Contact  D.  M.  Schroder,  Ad- 
ministrator, Mease  Hospital  and  Clinic,  Dunedin, 
Fla.  33528. 


GENERAL  SURGEON:  Board  certified  or  board 
qualified  for  long  established  multispecialty  group. 
Must  have  Florida  license  and  completed  military 
obligation.  Contact  John  F.  Kerwick,  M.D.,  The 
Hollywood  Clinic,  P.  0.  Box  2308,  Hollywood,  Fla. 
33022.  Phone  (305)  923-4646. 


OBSTETRICIAN  - GYNECOLOGIST  needed  by 
two  associates  interested  in  having  a third  board  quali- 
fied physician  join  them  in  practice  in  the  Palm  Beach 
county  area.  Florida  license  required.  Military  obliga- 
tions completed.  Contact  Mr.  Kwart,  9999  N.E.  Sec- 
ond Avenue,  Miami  Shores,  Fla.  33138. 


Specialists 


INTERNIST  WANTED:  For  private  pracUce 

netting  $24,000  yearly.  Pleasant  surroundings  in  Jack- 
sonville area.  Seventy-five  bed  county  hospital  ad- 
jacent to  modem  office  building  with  two  colleagues. 
Write  C-871,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


INTERNIST  WANTED:  Will  con.sider  internist- 

partner,  well-established  practice,  C.  W.  Bush,  M.D., 
FACS,  4337  Seagrape  Drive,  Lauderdale-by-the-Sea, 
Fla.  33308. 


WANTED:  Internist-cardiologist,  pediatrician,  oph- 
thalmologist to  join  surgeon,  ob-g>’n.,  urologist  and 
orthopedic  surgeon  in  newly  formed  multi-specialty 
group  in  central  Florida.  Write  C-951,  P.O.  Box  2411, 
Jacksonville,  Fla.  32203. 


WANTED:  Pediatrician.  Part  or  full  time,  general 

pediatrics  and  subspecialty,  interesting  practice,  good 
hours,  tax-free  benefits,  good  starting  salary  with 
rapid  advancement.  Contact  Burton  Feinerman,  M.D., 
1850  N.  W.  183rd  St.,  Miami,  Florida  33054.  Phone 
(305)  624-1446. 


PHYSICLAN  SURGIC.\L  ASSIST.ANT  needed  to 
work  in  hospital  practice  of  large,  progressive  multi- 
specialty group.  Florida  license  not  necessarj'.  Salaiy 
negotiable,  good  fringe  benefits.  Contact  Manager, 
Watson  Clinic,  P.O.  Box  1429,  Lakeland,  Fla.  33802. 
Phone  (813)  682-1171. 


W.\NTED:  Internist  or  General  Practitioner. 

Walk  into  unusual  opportunity  for  immediate  high 
income  with  an  interesting  practice.  Contact  Burton 
Feinerman,  M.D.,  1850  N.  W.  183rd  St.,  Miami,  Flor- 
ida 33054.  Phone  (305)  624-1446. 
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I 


^ Miscellaneous 

1 

WANTED;  Director  Youth  Drug  Center  of  South 
1 Broward,  located  at  Memorial  Hospital.  Part  time 
, available  for  a psychiatrist.  This  position  would  re- 
quire early  evening  hours  and  salary  is  negotiable. 
.\11  replies  should  be  directed  to  Mr.  Kenneth  VV^ood, 
' .\dm.  Assistant,  Memorial  Hospital,  3501  Johnson  St., 
Hollywood,  Fla.  33021. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  pediatrician,  ENT,  and 

dermatologist.  Write  C-901,  P.O.  Box  2411,  Jackson- 
ville, Fla.  32203. 


IMMEDIATE  OPENING:  Emergency  room  phy- 

sician for  St.  Anthony’s  Hospital,  St.  Petersburg.  Day 
and  night  hours  required.  $25,000  minimal.  Contact 
H.  W.  Brown,  M.D.,  ER  Director,  601-12th  Street  N., 
St.  Petersburg  33713. 


WANTED:  Physician  to  do  general  practice  and 

internal  medicine  in  fast-growing  community  to  join 
corporate  group  with  profit-sharing  and  pension  fund. 
Adequate  office  space  with  future  multispecialty  group. 
Have  60-bed  JCAH  hospital.  Minimum  salary  $24,000. 
Salary  negotiable.  Must  have  Florida  license.  Contact 
John  M.  Canakaris,  M.D.,  Box  727,  Bunnell,  Fla. 
32010.  Phone  (904)  437-3354. 


WANTED:  General  practitioner  or  internist  for 

clinic  in  Miami  Beach.  Estimated  first  year’s  income 
$50,000-$60,000.  Equal  partner,  excellent  opportunity. 
Contact  Mrs.  Creech  at  531-3336. 


WANTED  IMMEDI.ATELY;  Private  emergency 
room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 


I ADDITIONAL  PHYSICIANS  NEEDED:  For  as- 
I sociation,  group  or  solo  practice.  Fields  of  practice 
in  short  supply:  GP,  allergy,  dermatology,  geriatrics, 
I internal  medicine,  obstetrics  and  pathology.  Two  hos- 
pitals in  county  of  rapid  growth.  Contact  Carl  N. 
Reilly,  M.D.,  304  Nesbit  St.,  Punta  Gorda  33950. 
! Phone  (813)639-1758. 
i| 

PHYSICIANS  NEEDED:  Tallahassee,  Leon  County, 
Northwest.  General  practitioners,  internists  and  pedia- 
1 tricians  in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 


I EMERGENCY  SERVICE  PHYSICIANS;  Phy- 
1 sicians  to  supplement  existing  fee  for  service  practice 
i in  modern  expanding  450  bed  hospital  on  Florida’s 
Miracle  Strip.  Florida  license  required.  Excellent  op- 
portunity to  reduce  your  hours  of  work  and  maintain 
standard  of  living.  Write  Assistant  Administrator,  Bap- 
tist Hospital,  Pensacola,  Florida  32501. 


INDLISTRI.'XL:  We  are  in  need  of  a |)hysician. 

Salar>'  open;  corporate  benefits  and  partnership  antici- 
pated. Practice  is  strictly  industrial — examinations  and 
Workmen’s  Compensation.  Write  The  Mitchell  Clinic, 
P..V.,  Doctors  Building,  241  W.  .Ashley  St.,  Jackson- 
ville, Fla.  32202. 


PHYSICI.-W  WANTED:  Full  time  position  in 

occupational  medicine  as  director  of  medical  services 
for  large  industrial  plant  in  central  Florida.  Experi- 
ence in  industrial  medicine  is  not  essential.  Florida  li- 
cense required.  Excellent  benefit  program.  Kindly 
submit  resume  to  Industrial  Relations  Manager,  Ameri- 
can Cyanamid  Company,  Bradley,  Florida  33835.  .•\n 
Equal  Opportunity  Employer. 


practices  available 

FOR  SALE:  Well  established  internal  medicine 

practice  and  office  building  in  excellent  location  in 
North  Miami.  Facilities  adequate  for  one  or  more 
physicians.  Write  11015  N.E.  8th  Ct.,  Miami,  Fla. 
33161. 


INTERN.\L  MEDICINE,  unopposed,  Jacksonville 
Beach.  Good  hospital.  Purchase  office  building,  assume 
practice  without  charge.  George  T.  Tully,  M.D.,  1927 
-North  Third  St.,  Jacksonville  Beach,  Fla.  32050. 


real  estate 

SP.\CE  AV.\IL.\BLE:  Over  725  sq.  ft.  in  estab- 

lished medical  building  in  fast  growing  north  Tampa 
area  within  Temple  Terrace.  Adjacent  to  LTniversity 
of  South  Florida  and  medical  complex  including  new 
University  Hospital.  Space  available  for  specialists, 
especially  ophthalmologist,  ENT  or  psychiatrist.  Keck, 
Inc.,  P.O.  Box  1375,  Tampa,  Fla.  33601  or  phone 
(813)833-9961. 


FOR  S.\LE:  A complete  office  equipped  for  one 

general  practitioner  or  more.  I am  a member  of  a 
group  of  ten  doctors,  all  in  the  same  building,  all  with 
individual  practices — no  partnerships.  In  fast  growing 
area.  Write  Box  333,  Clearwater,  Fla.  33515. 


EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  O.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 
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Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNDTRSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-comiilsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supercdsed  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  Cit)’ 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Sers-ices  Assistant  Professor  of  Psychiatry' 

and  Medical  Director 

Area  Code  704  - 254-3201 


library 
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Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


James  T.  Cook  Jr.,  M.D.,  Marianna,  President 

Fi.oyd  K.  Hurt,  M.D.,  Jacksonville,  President-Elect 

Richard  C.  Dever,  M.D.,  Miami,  Vice  President 

Ch.arles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 

Franklin  J.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 

James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 

Henry  J.  B.abers  Jr.,  M.D.,  Gainesville,  Immediate  Past  President 

W.  Harold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


William  J.  Hutchison,  M.D.,  Tallahassee,  Allied  Professions  and  Vocations 
John  J.  Cheleden,  M.D.,  Daytona  Beach,  Judicial 

Joseph  C.  Von  Thron,  M.D.,  Cocoa  Beach,  Legislation  and  Public  Agencies 

Jack  A.  M.aCris,  M.D.,  St.  Petersburg,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Services 

Richard  C.  Dever,  M.D.,  Miami,  Scientific  Activities 

W.  Dean  Steward,  M.D.,  Orlando,  Special  Activities 

Joseph  G.  Matthews,  M.D.,  Orlando,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Flealth  Agencies 


Next  Annual  Meeting:  May  5-9,  1971,  Miami  Beach 
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When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\hllVmi*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated : Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
, habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  hver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 


Division  of  Ho(fmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


NY  academy  MED 
2 CAST  103RD  S 
■1  new  YORK 


t_  1 3 R A R Y 
T 

NY  1 0 0 2 9 


I 


SUSTAINED 
RELEASE 
VITAMIN  C 


CEVI-BID 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


BSP^  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN®  IN  A STERILE.  DISPOSABLE.  ECONOMICAL  UNIT 


^ s 


HYNSON. 
WESTCOTT  & 
DUNNING.  INC. 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 


i,  3 


Baltimore,  Maryland  21201 


< BSP04  I 


Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

DeclostatirfSOO 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  Infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  £/fecfs.' Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN.  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  Is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother's 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


SwtnpJU 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Available  in 
Concentrated  Liquid  or  Powdered 


Soyalac 


a product  of 

LOMA  LINDA  FOOP^ 

MEDICAL  PRODUCTS  DIVIS 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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VOI-UML  .57  NUMBER  t* 


30  Capsules 

Allb66^withC 


Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  IV3  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 
drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month’s  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  a.  H.  Robins  Company,  Richmond,  Va.  23220 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  Bp)  10  mg 
Pyridoxine  hydro- 
chloride (Vit.  BJ  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  ^Tk)nnaialT^ct 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  Xo.  2 Extentab® 


hyoscyamine  sulfate  0.1037  mg. 
atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 
phenobarbital  (U  gr.)  16.2  mg. 
(Warning:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(H  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dr3mess  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


After  only  one  year: 

Administered 
to  mcNre  peqp^e 
dian  live  in 
St.  Petersbui^.* 


:>rand  o(  ■ B^P  ■_ 

gentamian  I sulfate 

injection 


j *An  estimated  208.000  patients  have  received  GARAMYCIN  Injectable  to  date.  The  population  of  St.  Petersburg  is  205.000.  (Estimated  1969 
j figures  from  The  New  York  Times  Encyclopedic  Almanac  1970.) 


See  Clinical  Considerations  section  on  last  page... 


ADULT  DOSAGE  GUIDELINES 

See  definitive  prescribing  information  in  Package  Insert. 

Patients  with  Normal  Renal  Function 


Total  Daily  Dose  (administered 

in  two,  three,  or  four  divided  doses) 

Urinary  Tract 
Infections  (due 
to  susceptible 
strains  of 
gram-negative 
bacteriajf 

Less  Severe 
0.8-1.2  mg./kg. 
for  7-10  days 

Resistant/ 
Moderately  Severe 
Larger  doses  or 
additional  antibac- 
terial therapy 
should  be  consid- 
ered in  severe 
urinary  tract  infec- 
tions or  in  resistant 
cases  involving  tlie 
renal  parenchyma 
or  anatomic 
anomaly. 

Serious  / Life- 
Threatening 

up  to  5 mg./kg. 

Other  Infections 
including  bacter- 
emia, infected 
surgical  wounds, 
severe  soft  tissue 
infections,  and 
respiratory  tract 
infections  (due  to 
susceptible  strains 
of  gram-negative 
bacteria) 

3 mg./kg.  for  7-10  days 

fAlkalinization  of  the  urine  may  be  a useful  therapeutic  adjunct. 

Patients  with  Impaired  Renal  Function 

lb  minimize  the  risk  of  ototoxicity  in  patients  with  impaired  kidney 
function,  only  the  first  dose  should  be  that  normally  recommended.  Each 
subsequent  dose  should  be  half  or  less  of  that  recommended  for  patients 
with  normal  renal  function,  depending  upon  the  degree  of  renal 
impairment. 

In  patients  with  renal  failure  who  are  undergoing  14-hour  hemodialysis 
twice  weekly,  administration  of  1 mg./kg.  GARA.MYCIN  Injectable  at 
the  end  of  each  dialysis  period  has  been  suggested. 

Clinical  Considerations 

Indications:  Garamycin  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa,  and  species  of  indole-positive  and  indole- 
negative Proteus,  Escherichia  coli,  and  Klebsiella- Aerobacter.  Bac- 
teriologic  studies  should  be  conducted  to  identify  the  causative 
organism  and  to  determine  its  sensitivity  to  gentamicin  sulfate. 
Sensitivity  discs  of  the  drug  are  available  for  this  purpose.  If  the 
susceptibility  tests  indicate  that  the  causative  organism  is  resistant 
to  gentamicin  sulfate,  other  appropriate  antibiotic  therapy  should 
be  instituted. 


IN  VITRO  INHIBITION  OF  CLINICALLY  IMPORTANT 
BACTERIA  BY  GENTAMICIN  SULFATE 
(TUBE  DILUTION  STUDIES) 


BACTERIA 

No.  of 
Strains 
Tested 

No.  of  Strains 
(%)  Inhibited  by: 

4 mcg./cc.  8 mcg./cc. 

or  less  or  less* 

No.  of 
In  Vitro 
Studies 

Staphylococcus  aureus 
Pseudomonas 

1,210 

1,200 

(99%) 

1.206 

(99%) 

11 

aeriigmosa 

885 

771 

(87%) 

828 

(93%) 

16 

Escherichia  coli 
Indole-positive  and 
indole-negative 

836 

736 

(88%) 

779 

(93%) 

11 

Proteus  species 
Klebsiella- Aerobacter 

477 

210 

(44%) 

358 

(75%) 

12 

species 

292 

205 

(70%) 

231 

(79%) 

10 

♦Number  of  strains  (%)  of  gram-negative  bacteria  inhibited  by  10 
mcg./cc.  or  less  are  as  follows:  Pseudomonas  aeruginosa,  828  (93%); 
Escherichia  coli,  792  (95%);  Proteus  species,  393  (82%);  Klebsiella- 
Aerobacter  species,  284  (97%).  From  same  studies  as  above. 

Source:  Package  Insert 


This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeru- 
ginosa, Proteus  and  other  susceptible  organisms,  with  due  regard 
for  relative  antibiotic  toxicity.  Therefore,  the  drug  should  be  con- 
sidered for  use  against  gram -negative:  1.  Bacteremia;  2.  Infected 
surgical  wounds;  3.  Severe  soft  tissue  infections,  including  burns 
complicated  by  sepsis;  4.  Respiratory  tract  infections;  and  5.  Selected 
cases  of  urinary  tract  infection. 


Contraindications:  Garamycin  Injectable  is  contraindicated  in 
dividuals  with  a history  of  hypersensitivity  or  toxic  reactions  ( 
gentamicin. 


Warnings:  Patients  receiving  treatment  with  GARAMYCIN 
should  be  under  close  clinical  observation  because  of  the  toxic- 
ity associated  with  the  use  of  this  drug.  Ototoxicity,  vestibulat 
and  auditory,  can  occur  in  patients,  primarily  those  with  pre- 
existing renal  damage,  treated  with  GARAMYCIN  Injectable.i 
usually  for  longer  periods  or  with  higher  doses  than  recom- 
mended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this 
should  be  kept  in  mind  when  it  is  used  in  patients  with  pre- 
existing renal  impairment.  Kidney  function  diminished  b) 
infection  of  the  upper  urinary  tract  may,  however,  improve 
during  effective  treatment  with  GARAMYCIN  Injectable. 
Concurrent  administration  of  potentially  ototoxic  drugs  such 
as  streptomycin  and  kanamycin  or  of  potentially  nephrotoxic 
drugs  such  as  polymyxin,  colistin,  and  kanamycin  with  genta- 1 
micin  sulfate  has  not  been  shown  to  afford  any  clinical ' 
advantages  and,  moreover  may  result  in  additive  toxicity. 
Monitoring  of  vestibular,  cochlear,  and  renal  function  will 
provide  guidance  for  therapy  in  such  cases. 


Precautions:  In  patients  with  impaired  renal  function  in  whi  j 
serious  infection  develops,  serum  concentrations  of  the  drug  in 
rise,  with  consequently  increased  risk  of  ototoxicity.  In  these  j 
tients  or  in  those  in  whom  recommended  dosage  or  duration 
therapy  must  be  exceeded  as  a life-saving  measure,  routine  stud 
of  kidney  function  should  be  performed  when  possible.  These  in 
be  supplemented  by  evaluation  of  the  vestibular  and  auditory  fui 
tion  and  measurement  of  serum  concentration  of  the  drug  wh 
feasible.  Serum  concentrations  of  gentamicin  should  be  maintain i 
below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  ototoxicity. 
Ordinarily,  treatment  should  not  be  given  for  more  than  7 to 
days  or  be  repeated  unless  required  for  serious  infection  not  : 
sponsive  to  other  agents. 

As  with  other  antibiotics,  treatment  with  Gar.amycin  Injectal 
may  occasionally  result  in  overgrowth  of  nonsensitive  organisms, 
superinfection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxicity 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  ai 
mals  have  not  revealed  teratogenic  or  ototoxic  effects  in  the  feti 
Garamycin  Injectable  should  not  be  used  in  pregnant  patients 
in  women  of  childbearing  age  unless  its  use  is  deemed  advisal 
by  the  physician. 

Adverse  Reactions:  The  overall  incidence  of  ototoxicity  consider 
related  to  treatment  with  Garamycin  Injectable  was  2.8  per  ce 
(16  of  565  patients).  Contributory  factors  (two  or  more  factors  we 
relevant  to  most  patients)  w'ere  as  follows;  10  had  azotemia, 
received  a total  of  1 gram  or  more  of  the  drug,  7 had  recently  i 
ceived  other  potentially  ototoxic  antibiotics  (streptomycin  or  kar 
mycin),  and  5 were  over  60  years  of  age.  Six  also  had  decreas 
high-tone  hearing  acuity,  which  returned  to  or  toward  normal 
the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  show 
increases  in  BUN  that  were  probably  related  to  treatment  wi 
Garamycin  Injectable.  Of  20  increases  probably  or  possibly  relat 
to  treatment,  7 were  reversible,  9 occurred  in  terminal  patients,  ai 
4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instan 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depressii 
of  granulocytes  with  normal  bone  marrow.  Other  rarely  report 
and  possibly  treatment-related  adverse  reactions  were  anemia,  i 
creased  reticulocyte  count,  rash,  purpura,  drug  fever,  hypotensic 
convulsions,  twitching,  salivation,  nausea,  vomiting,  increased  trai 
aminase  activity  (SGOT  or  SGPT),  increased  serum  bilirubin,  ( 
creased  serum  calcium,  and  joint  pain. 

Packaging:  Garamycin  Injectable,  40  mg./cc.,  2-cc.  multiple-dc 
vials,  for  intramuscular  administration. 

For  more  complete  prescribing  details,  consult  package  insert 
Physicians’  Desk  Reference.  Schering  literature  is  also  availat 
from  your  Schering  Representative  or  Medical  Services  Departmei 
Schering  Corporation,  Union,  New  Jersey  07083. 
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Join  Now 


I am  urging  every  practicing  physician  who  is  not  now  a member  to  join  the  AMA.  In  a short  page 
such  as  this  I cannot  give  all  my  reasons  but  I will  give  a few. 

First,  if  we  in  Florida  wish  our  delegates  to  have  power,  we  need  all  the  delegates  we  can  get;  right 
now,  if  all  members  of  FMA  were  .AMA  members  we  w’ould  have  one,  and  soon  two  more  delegates. 

I On  January  1,  the  requirements  will  be  one  delegate  per  1,250  members  of  .AM.A;  now  it  is  one  per 
1,000  and  we  can  hold  any  we  have  January  1. 

Second,  because  you  are  doctors,  and  the  AM.A  is  the  recognized  voice  of  the  doctors  in  government- 
al and  other  circles.  You  may  rightly  say:  “The  AMA  doesn’t  speak  for  me,  for  I disagree  in  many  de- 
cisions.” Of  course  you’re  right.  No  organization  can  always  speak  for  all  its  members,  for  they 
disagree.  The  AMA  House  of  Delegates  can  only  arrive  at  a consensus,  and  that  of  its  members. 
Nonmembers  have  no  influence.  Not  only  do  you  have  a voice  in  electing  your  delegates;  any  mem- 
ber may  be  heard  before  the  reference  committees.  I am  not  a delegate,  but  have  spoken  both  for 
and  against  resolutions  at  the  AMA. 

We  expect  a lot  from  our  Florida  delegates.  They  give  a lot.  At  the  last  meeting  they  all  work- 
ed a regular  16  hour  day.  Four  of  the  five  resolutions  they  supported  at  your  direction  were  passed; 
the  fifth  was  favorably  referred  to  committee.  Long  and  arduous  preparation  wcis  evident;  they  had 
all  done  their  homew'ork.  For  this  kind  of  w’ork  by  some  of  the  best  men  in  the  state,  we  can  at  least 
give  our  token  support  and  respect. 

One  final  point:  don’t  let  the  news  media  and  governmental  liberals  gull  you  into  believing  the 
AMA  is  an  ineffectual,  do-nothing,  reactionary,  nonprogressive,  monolithic  monster.  This  is  simply  not 
true.  Of  course  it  has  made  mistakes.  Of  course  it  has  lost  the  Medicare  fight — a liberal  Congress 
believed  the  Wilbur  Cohens  more  than  it  did  the  AM.A.  But  now  the  AMA  is  respected  even  more, 
for  time  has  proven  it — or  we — were  right  about  costs,  and  HEW  was  wrong.  I believe  that  from 
now  on  our  voice  will  be  better  heard.  Particularly  if  the  .AMA  can  say  that  it  speaks  for  all  the 
doctors. 

If  you  are  not  a member,  join  before  the  year  is  out. 


J.  FLORIDA  M.A.  SEPTEMBF.R  1970 


Does  the  antianxiety  agent  you  now  prescribe. 
I 


...assure  you  of  smooth, 
predictable  action? 

...have  a 30-year 
safety  record? 

...minimize  side 
effect  surprises? 

...consider  your 
patient’s  pocketbook 

here's  one  that  does! 


No  wonder  thousands  of  physicians  turn  to  the 
relaxing  sedative  effect  of  Butisol  Sodium:  to  help 
the  usually  well-adjusted  patient  cope  with  tempo- 
rary stress... or  to  relieve  the  anxiety  associated 
with  hypertension,  coronary  disorders,  premen- 
strual tension,  surgical  procedures,  functional  Gl 
disorders,  and  the  strains  of  aging. 

The  prompt  yet  gentle  daytime  sedative  action 
of  Butisol  Sodium  is  often  all  that’s  needed  to  help 
these  patients  meet  their  daily  demands ...  as  well 
as  to  provide  them  with  a good  night’s  sleep  with- 
out resorting  to  hypnotic  doses.  And  Butisol 
Sodium  costs  only  about  half  as  much  as  common- 
ly prescribed  sedative  tranquilizers.* 


Contraindications:  Porphyria  or  sensitivity  to  barbituri 
Precautions:  Exercise  caution  in  moderate  to  severe  he| 
disease.  Elderly  or  debilitated  patients  may  react 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  > 
levels,  skin  rashes,  “hangover”  and  systemic  disturbai 
are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  t< 
mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 
Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg.,  100 
Elixir,  30  mg.  per  5 cc.  (alcohol  7%).  Buticaps®  [Caps 
Butisol  Sodium  (sodium  butabarbital)]  15  mg.,  30 
50  mg.,  100  mg. 


*Based  on  surveys  of  average  daily  prescription  costs. 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM® 


I McNEIl ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


Tepanir  Ten-ta 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  tor  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionolly  unstable  potients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cordiovascular  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitterlness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  os  tachycardia,  precordial  pain, 
orrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticorio,  ecchymosis,  and  erythema.  Gostrointestinof  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  obdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A voriety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  comploints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  {10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meals,  if  desired,  on  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 
recommended.  t-ooca  / i/vo  / us.  patent  no.  s.oot.sio 


THE  NATIONAL  DRUG  COMPANY; 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed toblet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications;  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associoted  with  or- 
thritis,  diobetes,  varicose  veins,  thrombophlebitis,  orteriosclerosis  and 
static  foot  deformities.  Contraindications;  QUINAMM  is  controlndi- 
coted  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  moy  produce  intestinal  cromps  In 
some  instances,  ond  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinol  disturbance.  Discon- 
tinue use  if  ringing  in  the  eors,  deofness,  sitin  rash,  or  visual  distur- 
bonces  occur.  Dosage;  One  tablet  up>on  retiring.  Where  necessary, 
dosage  may  be  increosed  to  one  toblet  following  the  evening  meal 
and  one  tablet  upon  retirino.  Supplied:  Bottles  of  100  and  500  tablets 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


G^inamm 

(quinine  sulfote  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Equipped  for  the 

thyroid  c 


When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your 
hospital  suitably  equipped?  It 
is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated. 

In  tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response 
for  thyroid  replacement.  An 
excellent  drug  for  long-term 
therapy. 

But  In  an  emergency,  when 
rapid  replacement  is  needed  to 
sustain  life,  prompt  clinical 
response  is  essential.  SYNTHROID 
injection  makes  this  therapy 
instantly  available.  Is  it  available 
in  your  hospital? 


Levothyroxine  has  o high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  a thyroactive 
agent  with  low  binding  capacity.  The  bound 
levothyroxine  is  totally  measurable  using  the  serum 
PBI  test.  It  is  not  unusual  to  find  FBI  levels  of 
8-10  meg.  per  100  ml.  of  serum. 

INDICATIONS:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  specific  replacement  therapy 
for  diminished  or  absent  thyraid  function 
resulting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SNYTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS:  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycardia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.  Therefore,  patients  should  be  kept  under 
close  observation.  Medication,  in  such  cases, 
should  be  stopped  for  2 to  6.  days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 
mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS:  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS:  Side  effects  are  secondary  to 
increased  rates  of  body  metabolism;  sweating, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diarrhea,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  coses,  a 
reduction  in  dosage  followed  by  a more  gradual 


DOSAGE  AND  ADMINISTRATION:  In 
myxedematous  stupor  or  coma,  with  no  evidence 
of  severe  heart  disease,  200  to  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
may  be  administered  intravenously  utilizing  a 
solution  containing  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 
after  injection  and  are  fully  appreciated  during 
the  following  day.  A repeat  injection  of  1 00  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  a predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonary  aspiration. 

SUPPLIED:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
500  meg.  of  lyophilized  active  ingredient  and 
10  mg.  of  Mannitol,  N.F.;  a 5 ml.  vial  containing 
Sodium  Chloride  Injection,  U.S.P.  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths:  0.025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow), 

0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
supplied  in  bottles  of  100  and  500  tablets. 

Synthroid’ 

(sodium  levothyroxine,  FLINT) 

Injection 


adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


FLINT  LABORATORIES 

OlVIStON  Of  TMAVCNOi  LAOOftATOMCS.  INC 

Morton  Grove.  Illinois 


Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl-Antihistamine-Analgesic  Compound 

of  '«tr“or  rlinc-sensitr.?bacS‘i„fec!!5nSc"h  mtrc'S  r''  recommended  for  the  treai 

Temocctine  HC,  ..5  m,.,  P^enaeedn  m^^a'u^^amrde^^  I 

CJ  on  f P!)  I n I ^ O # I ^ n f • I-J  > r M aoeo  * I.  - - * . 


Contraindications;  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity IS  possible,  lower  doses  are  indicated'  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tiic  distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
INonsusceptible  organisms  may  overgrow*  treat 
superinfection  appropriately.  Treat  ’beta- 
nemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
Stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions;  Gastrointestinal— anorsxiz. 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolms,  pruritus  ani.  5A:i>i-maculo- 


papular  and  erythematous  rashes;  exfc 
dermatitis;  photosensitivity;  onycholysi 
dose-related  r 
dUIN.  Hypersensitivity  reactions— un 
angioneurotic  edema,  anaphylaxis.  Intrai 
—bulging  fontanels  in  young  infants  j 
yellow-brown  staining;  enamel  hypo; 
xj/ooa— anemia,  thrombocytopenic  pu 
neutropenia,  eosinophilia.  Liver-cholest 
high  dosage. 

Upon  adverse  reaction,  stop  medicatioi 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid 


Company,  Pearl  River,  New  York  10965 


Remember  how  great 
milk  of  magnesia  tasted  ? 


Almost  as  good  as  castor  oil. 

But  now  you  can  spare  the 
taste  buds  and  spoil  the  patient  with  a 
modern  Dulcolax  tablet  or  suppository. 

And  Dulcolax  works  so  pre- 
dictably that  the  time  of  bowel  move- 
ment can  often  be  predicted.  Tablets 
taken  at  night  usually  produce  a bowel 
movement  the  following  morning. 
Suppositories  generally  work  in  15 
minutes  to  an  hour. 


For  preoperative  preparation , 
a combination  of  tablets  at  night  and  a 
suppository  the  next  morning  usually 
cleans  the  bowel  thoroughly. 

Dulcolax  suppositories  may 
be  particularly  helpful  when  straining 
should  be  avoided,  as  in  postoperative 
care.  Keep  in  mind,  however,  that  the 
drug  is  contraindicated  in  the  acute  sur- 
gical abdomen. 

Dulcolax". . . it’s  predictable 

bisacodyl 


:r  license  from  Boehringer  Ingelheim  G.m.b.H. 


0 Geigy  Pharmaceuticals.  Division  of  Geigy  Chemical  Corporation,  Ardsley.  New  York  10502 


Dli-7015 


‘What  she  really  needs,  Doctor,  is  a shot  of  penicilli: 


Maybe.  Maybe  not.  In  any  case  she  needs  something  to 
control  her  sneezing,  watery  eyes  and  runny  nose.  And  for 
most  children  over  six,  Novahistine®  LP  can  be  depended 
on  to  provide  fast  relief  from  summer  colds  and  allergy. 
These  continuous-release  tablets  have  a vasoconstrictor- 
antihistamine  formulation  that  begins  working  in  minutes, 
then  continues  to  provide  relief  for  hours.  A single  Nova- 
histine LP  tablet,  morning  and  evening,  can  keep  most 


young  patients  free  of  symptoms  all  day  and  all  night.  U 
with  caution  in  individuals 
with  severe  hypertension, 
diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention. 

Caution  ambulatory  patients 
that  drowsiness  may  result. 


Novahistin 
LP 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephi 
hydrochloride  and  4 mg.  of  chlorpheniram 
maleate.) 


THE  DOW  CHEMICAL  COMPANY  Rx  Pharmaceuticals  Indianapolis 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 02.,  V2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIir 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y, 


TROCINATE* 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  fast  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  , . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  {J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


I love  my  family. 

I adore  this  house. 

My  in-laws  are  great. 

Fhe  neighbors  are  wonderful. 


mephentermine  suKalel  are  desirable.  Allergic  or 
idiosyncratic  reactions  are  rare,  but  such  reactions, 
sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Previous 
history  of  allergy  may  or  may  not  be  related  to 
incidence  ol  reactions.  Mild  reactions  are 
characterized  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  confined  to 
groin  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported.  One  fatal 
case  of  bullous  dermatitis  following  intermittent  use 
of  meprobamate  with  prednisolone  has  been 
reported.  If  allergic  reaction  occurs,  meprobamate 
should  be  slopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  |1  fatal  easel, 
anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro- 
cortisone Aplastic  anemia  (1  fatal  easel, 
thrombocytopenic  purpura,  agranulocytosrs  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  of  known  toxic  agents.  A few 
cases  of  leukopenia,  usually  transient,  have  been 
reported  on  continuous  administration 

Meprobamate  may  sometimes  preciprtate  grand 
mal  attacks  in  patients  susceptible  to  both  grand 


and  petit  mat.  Extremely  large  doses  can  produce 
rhythmic  fast  activity  in  the  cortical  pattern. 
Impairment  of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive  dosage  for 
weeks  or  months,  withdraw  gradually  (1  or  2 weeksi 
to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia  |.  Abrupt 
discontinuance  ol  excessive  doses  has  sometimes 
resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe 
very  cautiously  and  in  small  amounts  lor  patients 
with  suicidal  tendencies  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have 
resulted  in  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiralory  rates  to  basal 
levels,  am)  occasionally  hyperventilation.  Treat 
with  immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated)  Doses  above  2400  mg. /day 
are  not  recommended, 

Composilion  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  WYSEALS' 

EQUANIL  (meprobamatel  400  mg,  (All  tablets  also 
available  in  REOlPAK  - [strip  pack).  Wyeth. | 
Continuous-Release  Capsules,  EQUANIL  L-A 
|meprobamale|400  mg. 


The  young  homemakJ 
her  underlying  anxietl 
and  tension  can  surfaJ 
and  intensify  under  thj 
continuous  stress  of  J 
rearing  a growing  fam  u 
Especially  when  she’s  i 
confined  to  the  home  i 
its  environs  so  much,  j 

You  can  help  her  over  | 
the  rough  spots  with 
reassurance  and  coun 
Equanil  can  help  relie' 
tension,  ease  anxiecy- 
with  little  risk  of  seriou 
side  effects.  Time  and 
experience  will  probat 
do  the  rest. 


Equanil 

(meprobamat 


Wyeth  Laboratories 
Philadelphia,  Pa. 


; Indications 'Iw  use  io  maoagement  ol  anxiety  and 
. tension  occurring  alone  or  as  accompanying 
t symptom  complex  to  medical  and  surgical  disorders 
: and  procedures.  Though  not  a hypnotic,  fosters 

normal  sleep  through  antianxiety  and  related 
I muscle-relaxant  properties 

I 

[ Contraindications:  History  of  sensitivity  to 
[ meprobamate 

I Important  Precautions:  Carefully  supervise  dose 
i and  amounts  prescribed,  especially  tor  patients 
i prone  to  overdose  themselves  Excessive  prolonged 
j use  has  been  reported  to  result  in  dependence  or 
habrtuation  in  susceptible  persons,  as  alcoholics, 

' ex-addicts,  and  other  severe  psychoneurotics 
I After  prolonged  excessive  dosage,  reduce  dosage 
’ gradually  to  avoid  possibly  severe  withdrawal 
j reactions  Abrupt  discontinuance  of  excessive 
I doses  has  sometimes  resulted  m epileptiform 
X seizures, 

' Warn  patients  of  possible  reduced  alcohol  tolerance. 
P with  resultant  slowing  of  reaction  time  and 
( impairment  of  judgment  and  coordination, 

) Reduce  dose  if  drowsiness,  ataxia  or  visual 
f disturbance  occurs:  if  persislent,  patients  should 
nol  operate  vehicles  or  dangerous  machinery 
Side  Ellects  include  drowsiness,  usually  transient. 

^ if  persistent  and  associated  with  ataxia,  usually 

1 responds  to  dose  reduction,  occasionally 
concomitant  CNS  stimulants  (amphetamine, 

I 
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Photo  professionally  posed 


and  alone 


liome 


SINGLE-USE 


PLASTIPAK 


INSULIN  SYRINGE/NEEDLE  UNIT 


as  specific  as  insulin  itself 


How  you  can  lower  the  risk  of 
iisulin  error  when  your  patient  is 


Postage 
will  be  paid 
by 

Addressee 


No 

postage  stamp 
necessary 
if  mailed  in  the 
United  States 


BUSINESS  REPLY  MAIL 

First  Class  Permit  No.  134,  Fairview,  N.J. 


Becton-Dickinson  and  Company 
Consumer  Products  Division 
P.O.  Box  183 

Fairview,  New  Jersey  07022 


Clip  coupon  on  dotted  line  . . . fill  out  other  side 
send  for  physician’s  free  samples 


BECTON,  DICKINSON  AND  COMPJ 
RUTHERFORD,  NEW  JERSEY  0?' 


i 


color-coded  caps  and  numbers— 
red  for  U40,  green  for  U80 


easy-to-hold,  easy-to-handle— 
even  for  child  diabetics  with 
small  hands  or  adults  with  stiff 
fingers 


pocket-or-purse  portable- 
sturdy  from  tip  to  top 

single-scale 

PLASTIPAK 
insulin  syringe 
needle  units 
eliminate 
the  hazard 
of  reading 
the  wrong 
scale 


low  cost— barely  pennies  higher 
than  old-fashioned  disposable 
needles  without  syringe  . . . 
about  as  low  as  a cup  of  coffee 


presterilized— consistently 
dependable,  and  sterility  is 
assured  until  cap  is  opened 


the  sharpest  needle  your  patient 
can  buy— far  sharper  than  any 
reusable  needle 


integral  cannula  reduces  air 
bubbles 

the  first 
insulin  syringe 
so  low  in  cost 
your  patient 
can  use 
a new  one 
every  time 


its  single-scale— U40  or  U80— 
minimizes  the  risk  of  measure- 
ment errors.  Your  patient  can't 
read  the  wrong  scale. 


big  numbers,  wide  spaces  for 
easy  reading 


3ECTON1H 

DICKINSON 

onsumer  Products  Division 
3cton,  Dickinson  and  Company 
jtherford.  New  Jersey  07070 


U40 


j 

U80 


Supplied:  in  packages  of  10— 
PLASTIPAK  syringe  U-40  (red)  or 
PLASTIPAK  syringe  U-80  (green) 
Prescription  required  in  most  states. 


Ifection  Fever 


Pain 


Congestion 


/ broad-spectrum 
Etibiotic  to  combat 
rsceptible 
hcterial  infections 


An  analgesic/antipyretic  to  bring  down 
fever,  ease  pain,  and  malaise 


Tetrex 


An  antihistamine 
for  the 

symptomatic  relief 
of  nasal  congestion 


APC 


with  Bristamin® 


(tetracycline  phosphate  complex  with  analgesics  and  antihistamine) 


complete  information  consult  Official 
Ickage  Circular.  (5)  4/2/70. 
tications:  Upper  respiratory  infections 
' s to  sensitive  bacteria  where  concomitant 
:nptomatic  relief  of  fever,  malaise  and 
•igestion  is  desired. 

; ntraindications:  Hypersensitivity  to  one  or 
)re  components. 

irnings:  Photodynamic  reactions  have 
en  produced  by  tetracyclines.  Natural 
d artificial  sunlight  should  be  avoided  dur- 
I therapy.  Stop  treatment  if  discomfort 
curs.  With  renal  impairment,  systemic 
cumulation  and  hepatotoxicity  may  occur, 
this  situation,  lower  doses  should  be  used 
d serum  estimations  may  be  necessary 


during  prolonged  therapy.  Tooth  staining 
and  enamel  hypoplasia  may  be  induced  dur- 
ing tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood). 
Precautions:  Antihistamines  may  cause 
drowsiness  and  patients  should  not  perform 
tasks  requiring  mental  alertness  while  tak- 
ing this  agent.  Bacterial  or  mycotic  superin- 
fections may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging 
fontanels.  Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis  should 
have  darkfield  examinations  before  receiv- 
ing treatment.  In  all  other  cases  where  con- 
comitant syphilis  is  suspected,  monthly 
serological  tests  should  be  performed  for  a 


minimum  of  4 months. 

Adverse  Reactions:  Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis,  va- 
ginitis, dermatitis  and  allergic  reactions 
may  occur. 

Usual  Adult  Dose:  2 capsules  q.i.d.  Children 
6 to  12  years  of  age:  V2  the  adult  dose. 

Continue  therapy  for  at  least  ten  days  in 
Group  A beta-hemolytic  streptococcal  in- 
fections. Administer  1 hour  before  or  2 
hours  after  meals. 

Supplied:  Capsules— in  bottles  of  24  and  100. 

A.H.F.S.  Category  8:12 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


What  is  worth  doing 


In  1936  A.  E.  Smith,  professional  at 
Woolcombe,  England,  recorded  the  lowesi 
golf  score  for  an  18  hole  course.  He  shot  i 
55  and  was  15  under  par.  The  course  at 
Woolcombe,  which  measured  4,248  yards, 
was  covered  in  4,  2,  3,  4,  2,  4,  3,  4,  3 out 
and  2.  3,  3,  3,  3,  2,  5,  4, 1 in. 


worth  doing  well 


Take  ACHROMYCIN  V,  forexample.  Lederle  routinely 
runs  over  1 ,000  quality  control  checks  on  every  batch 
produced.  Many,  many  more  than  officially  required.  This 
extra  attention  means  your  patients  get  what  the  doctor 
ordered  when  you  prescribe  ACHROMYCIN  V:  uniform 
in  vitro  dissolution  rate,  predictable  in  vivo  serum  and  urinary 
levels.  In  short,  known  biologic  availability  of  tetracycline. 

And  every  step  in  the  production  of  ACHROMYCIN  V is 
in-house  controlled  right  in  Pearl  River. 


ACHROMYCIIf-V 

Tetracycline  HCI 


Performance  proved  in  practice 


zffectiveness:  ACHROMYCIN 
Tetracycline  is  a crystalline  broad- 
spectrum  antibiotic  which  provides 
effective  therapeutic  activity  against 
susceptible  microorganisms. 
Zontraindication:  History  of 
lypersensitivity  to  tetracycline. 

Warning:  In  renal  impairment,  usual 
foses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is 
prolonged,  serum  level  determinations 
may  be  advisable.  Some  patients  may 
develop  a photodynamic  reaction  to 
natural  or  artificial  sunlight.  Those  with  a 
history  of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sunlight 
while  under  treatment.  Discontinue  drug 
at  first  evidence  of  skin  discomfort. 
Precautions:  Use  may  result  in 
overgrowth  of  nonsusceptible  organisms. 


Constant  observation  is  essential.  If  new 
infections  appear,  take  appropriate 
measures.  Use  of  tetracycline  during 
teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system- 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis,  pruritus 
ani.  Skin— maculopapular  and 
erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  reported); 
photosensitivity  reaction,  onycholysis 
and  discoloration  of  nails  (rare).  Kidney- 
rise  in  BUN,  apparently  dose-related. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  In 
young  infants,  bulging  fontanels  have 
been  reported  following  full  therapeutic 
dosage.  This  symptom  has  disappeared 
rapidly  when  drug  is  discontinued.  Teeth 
-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 


during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the 
neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  Blood— anemia, 
thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  (rare), 
usually  at  high  dosage.  Tetracycline  may 
form  a stable  calcium  complex  in  bone- 
forming  tissue.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medica- 
tion and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  One  Gm. 
per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  f hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant 
administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products. 
Treatment  of  streptococcal  infections 
should  continue  for  f 0 days,  even 
though  symptoms  have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  f 0965 


281-0 


Each  5 cc.  contain 
erythromycin  estoJate 
equivalent  to  250  mg-, 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


Hr  When  mixed  as 
f directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contairi 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone^ 

Erythromycin  Estolate 


Each  Pulvule®  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 


Additional  information 
available  upon  request. 
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Scientific  Articles 


The  Neurovascular  Island  Pedicle  Flap 
in  Hand  Reconstruction 

John  Wesley  Snow,  M.D.,  Kandiah  Sivanantherajah,  M.D., 

H.  Cecil  Johnson,  M.D.  and  Lewis  J.  Obi,  M.D. 


In  the  critical  areas  of  pinch  between  the 
thumb  and  index  finger  normal  sensibility  is  es- 
sential for  satisfactory  hand  function.  Therefore, 
replacement  of  insensitive  or  absent  skin  and  soft 
tissue  in  these  areas  must  also  include  restoration 
of  sensibility.  This  difficult  requirement  is  often 
best  met  by  using  various  modifications  of  the 
neurovascular  island  pedicle  flap  as  described  by 
Littler.i  In  this  paper,  a neurovascular  island 
pedicle  flap  is  a segment  of  skin  and  subcutaneous 
tissue  completely  separated  from  its  underlying 
and  adjacent  structures  except  for  the  nerve  and 
blood  vessels. 

Moderate  size  skin  and  soft  tissue  avulsions 
over  the  volar  aspect  of  the  thumb  or  index  finger 
may  be  replaced  by  elevation  and  advancement  of 
a volar  skin  flap.^  If  the  soft  tissue  defect  is  too 
large  to  close  in  this  manner,  a local  island  pedicle 
flap  of  the  remaining  skin  may  be  elevated  as 
described  by  O’Brian^  and  as  shown  in  Figures 
la-4a.  The  joint  is  then  flexed,  and  the  neuro- 
vascular flap  advanced  to  cover  the  distal  portion 
of  the  digit.  The  donor  site  is  closed  with  a full 
thickness  graft.  The  island  pedicle  can  usually 
be  advanced  about  2 cm.  This  one-staged  method 
works  well  and  results  in  normal  sensibility  and 
stable  skin  coverage. 

When  a larger  skin  avulsion  occurs  over  the 
volar  aspect  of  the  thumb  or  index  as  shown  in 
Figures  lb-3b,  length  can  be  maintained  and 
normally  sensitive  coverage  reestablished  by  uti- 
lizing a neurovascular  island  pedicle  flap  from  one 
of  the  other  fingers.  The  relatively  silent  zone  on 
the  ulnar  side  of  the  distal  two  phalanges  of  the 
ring  finger  makes  a suitable  donor  area.  The  skin 
and  subcutaneous  tissue  is  elevated  on  its  neuro- 
vascular pedicle  and  delivered  into  the  palm.  The 
radial  proper  digital  artery  to  the  little  finger  must 


Dr.  Snow  is  in  private  practice  in  Jacksonville  and  Drs.  Sivan- 
antherajah, Johnson  and  Obi  are  residents  in  Plastic  Surgery, 
Duval  Medical  Center,  Jacksonville. 
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Fig.  la. — Amputation  of  half  the  distal  phalanx,  nail 
cul-de-sac  and  volar  fat  pad  of  the  thumb  of  a 45-year- 
old  dentist. 


Fig.  2a. — Elevation  of  local  island  pedicle  of  remain- 
ing skin  over  the  volar  aspect  of  proximal  phalanx. 
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Fig.  3a. — Distal  joint  flexed  and  held  with  transarticu- 
lar  K-wire,  island  pedicle  advanced  and  sutured  over 
distal  phalanx.  Note  donor  site  closed  with  full  thick- 
ness graft. 


Fig.  4a. — Three  months  postinjury,  healed  and  back 
at  work. 


be  severed  and  ligated  to  free  the  neurovascular 
flap  so  that  it  can  reach  its  new  location  without 
tension.  Similarly,  the  junction  of  the  proper 
digital  nerves  needs  to  be  split  to  increase  the 
length.  The  island  of  skin  tethered  by  its  vitaliz- 
ing neurovascular  bundle  is  then  passed  subcu- 
taneously to  its  new  location  on  the  volar  aspect 
of  the  thumb.  With  healing  and  use,  sensation 
from  this  volar  covering  becomes  accepted  as 
originating  from  its  new  location.  This  one-stage 
acute  reconstruction  is  recommended  if  the  wound 
is  clean  and  no  more  than  ten  hours  have  elapsed 
since  the  initial  injury.  Other  methods  of  treat- 
ment would  include  initial  coverage  of  the  thumb 
with  an  abdominal  pedicle  flap.  After  healing, 
reestablishment  of  sensibility  could  then  be  done 
by  the  island  pedicle  technique  just  described. 

As  previously  stated,  an  island  pedicle  flap  is 
also  suitable  for  defects  on  the  distal  portion  of 
the  index  finger.  It  is  not  recommended  for  de- 
fects of  the  long,  ring,  or  little  finger  where  the 


Fig.  lb. — Avulsion  of  soft  tissue  volar  aspect  of  the 
thumb  in  water  skiing  accident  in  19-year-old  college 
student. 


Fig.  2b. — Neurovascular  island  pedicle  flap  from  ulnar 
side  of  ring  finger  elevated.  Volar  and  dorsal  darts 
increase  area  of  pedicle  and  break  up  graft-skin  juncture. 


necessity  of  acute  sensibility  is  less  demanding. 
Tissue  defects  in  these  areas  can  be  covered  satis- 
factorily by  other  techniques.'^ 

Loss  of  sensation  over  the  radial  side  of  the 
index  finger  is  a crippling  problem.  When  nerve 
reapproximation  cannot  be  done  or  has  been  done 
without  success,  the  normally  sensitive  skin  from 
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Fig.  3b. — Healed  with  satisfactory  functional  and 
cosmetic  results. 


the  ulnar  side  of  the  index  can  be  brought  over 
as  an  island  pedicle  for  resurfacing  the  radial  side. 
The  insensitive  radial  skin  is  excised  and  discard- 
ed. Darts  should  be  outlined  on  the  ulnar  side  of 
the  pedicle  to  increase  the  amount  of  tissue  trans- 
ferred and  to  break  up  the  resultant  volar  incision 
after  the  flap  is  switched  to  its  new  location.  The 
remaining  areas  of  skin  defect  are  then  clo.sed 
with  full  thickness  grafts.  Contrary  to  the  case 
shown  (Figs.  lc-2c),  a shorter  flap  is  better,  re- 
surfacing only  the  distal  two  phalanges  of  the 
index.  This  shorter  flap  will  insure  preservation 
of  the  one  remaining  dorsal  branch  of  the  radial 
digital  vessel.  Therefore,  the  blood  supply  of  the 
dorsal  skin  of  the  finger  is  assured. 

Loss  of  the  volar  fat  pad  over  the  index  finger 
produces  a painful  and  useless  tip.  This  can  be 
corrected  by  elevation  and  advancement  of  a 
volar  flap  if  the  area  is  not  too  large.  If  a larger 
area  needs  resurfacing,  the  base  of  the  volar  flap 
can  be  cut  across  in  the  distal  palm  preserving  the 
neurovascular  bundles  and  making  it  a true  island 
pedicle.  Gentle  dissection  of  the  vessels  in  the 
palm  with  slight  flexion  of  the  metacarpophalan- 
geal and  interphalangeal  joints  will  enable  the 
finger  tip  to  be  resurfaced.  One  dorsal  branch  of 


Fig.  Ic. — Anesthesia  radial  aspect  of  index  finger  in 
carpenter.  Four  previous  operative  procedures  included 
an  unsuccessful  nerve  reapproximation.  Normal  ulnar 
skin  elevated  and  transferred  to  radial  side.  Remaining 
defect  will  be  closed  with  full  thickness  graft. 


Fig.  2c.- — Normal  sensibility  three  months  postoperative. 


the  digital  vessel  should  be  preserved  to  assure 
the  blood  supply  to  the  dorsum  of  the  finger. 
The  palmar  defect  is  then  closed  with  a full  thick- 
ness graft.  In  this  way,  the  fat  pad  and  normally 
sensitive  skin  of  the  finger  tip  is  reconstructed. 

Conclusion 

Several  techniques  have  been  presented  for 
correcting  defects  of  the  thumb  and  index  finger 
utilizing  the  principle  of  the  island  pedicle  flap. 

We  acknowledge  with  appreciation  the  photographic  assistance 
of  B.  English  of  the  Duval  Medical  Center  in  Jacksonville. 
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Localization  of  the  Site  of  Block 
in  Patients  With  Complete  Heart  Block 

Philip  Samet,  Onkar  S.  Xarula,  M.D.  and  Benjamin  J.  Scherlag,  Ph.D. 


Cardiac  pacemakers  have  come  to  play  an 
important  and  effective  and  reliable  role  in  the 
therapy  of  patients  with  complete  heart  block  and 
are  implanted  for  Stokes-Adams  episodes,  dizzy 
spells,  nonresponsive  heart  failure  and  severe 
bradycardia.  Localization  of  the  site  of  atrio- 
ventricular block  in  these  patients  has  become 
feasible  by  means  of  recording  of  intracardiac 
electrograms.  Our  technique  for  recording  the 
right  atrial  electrogram  has  been  previousU’  de- 
scribed,^ as  has  the  further  development  of  this 
technique  for  the  study  of  atrioventricular  con- 
duction disturbances.2-3  The  purpose  of  this 
paper  is  to  define  the  areas  of  block  in  patients 
with  complete  heart  block.  Data  in  four  patients 
will  be  presented. 

Atrioventricular  Conduction 

For  the  study  of  atrioventricular  conduction, 
the  right  atrial  electrogram  is  obtained  in  the 
area  of  the  His  bundle.^'*  An  electrode  catheter 
with  two  electrodes  (0.5  cm.  apart)  close  to  the 
tip  is  passed  percutaneously  from  the  right  fe- 
moral vein  into  the  right  atrium  and  right  ven- 
tricle. The  catheter  tip  is  then  slowly  withdrawn 
from  the  right  ventricle  to  the  area  of  the  septal 
leaflet  of  the  tricuspid  valve  in  the  right  atrium 
adjacent  to  the  bundle  of  His.  By  means  of  a 
special  distribution  box,  a unipolar  right  atrial 
electrogram  from  either  or  both  tip  electrodes 
may  be  recorded  simultaneously  with  a bipolar 
lead  from  the  two  tip  electrodes.  A limb  lead  is 
generally  recorded  simultaneously  on  a multi- 
channel photographic  recorder.  The  tracings  in  a 
patient  with  normal  atrioventricular  conduction 
are  shown  in  Figure  1,  time  lines  at  1 sec.,  paper 
speed  100  mm./sec.  L'E  refers  to  unipolar  lead 
and  BE  is  the  bipolar  lead  both  in  the  His  bundle 
area.  A limb  lead  is  shown  for  reference.  On  the 
unipolar  lead,  the  P wave  and  the  QRS-T  complex 
are  noted.  The  portion  between  the  P and  QRS 
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waves  is  isoelectric  in  the  unipolar  lead  as  well 
as  in  the  limb  lead.  In  the  bipolar  lead,  three 
distinct  deflections  are  noted.  The  first,  A de- 
flection, is  due  to  local  atrial  activation  and 
starts  after  the  P wave  on  the  limb  lead.  The 
second  is  the  H or  BH  deflection  due  to  the 
local  bundle  of  His  activation  and  the  third  is  the 
\’  deflection  caused  by  local  ventricular  depolari- 
zation. The  P-R  interval  of  the  limb  lead  electro- 
cardiogram is  composed  of  three  components: 
P-A,  A-H  and  H-V  (Fig.  1).  The  inter\’al  from 
the  onset  of  the  P wave  on  the  limb  lead  to  the 
onset  of  atrial  activity  (.\  complex)  on  the  bi- 
polar lead  is  the  P-.A  interval.  This  P-A  inter\^al 
varies  somewhat  with  catheter  position  and 
represents  intra-atrial  conduction  time.  The 
interval  from  .A  wave  onset  to  BH  onset,  A-H 
time,  is  a measure  of  conduction  time  in  the 
atrial  approaches  to  the  atrioventricular  node 
(.A\'X)  and  in  the  .AVX  itself.  The  upper  limit 
of  normal  for  .A-H  time  is  120  msec.  The  interval 
from  BH  deflection  to  onset  of  V deflection,  H-\' 


Fig.  1.— -Right  atrial  unipolar  and  bipolar  electrograms 
recorded  in  the  vicinity  of  the  His  bundle,  together  with 
the  limb  lead.  Tbe  P-R  interval  is  composed  of  three 
components  as  indicated.  See  text  for  details. 
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time,  is  a measure  of  conduction  time  in  the 
His  bundle  and  the  bundle  branches  (right  and 
left)  distal  to  the  His  bundle  bifurcation.  The 
upper  limit  of  normal  for  the  H-Vtime  is  45  msec. 
The  P-R  interval  is  thus  composed  of  three 
intervals  as  indicated  in  Figure  1.  Complete  heart 
block  may  thus  develop  as  a result  of  lesions  in 
three  general  areas  of  the  atrioventricular  junc- 
tion, the  atrioventricular  node  (.\VN),  the  His 
bundle  itself,  and  thirdly,  distal  to  the  His  bundle 
bifurcation  in  the  bundle  branches.  A fourth  pos- 
sibility is  multiple  areas  of  block.  Examples  of 
these  varied  possibilities  will  be  shown  below. 

Multiple  Sites  of  Block 


GS  _ECG  «MS3'  7/14/68 


Fig.  2. — Panel  A:  50  mm. /sec.  Panel  B;  100  mm./sec. 
Right  atrial  unipolar  and  bipolar  electrograms  in  the 
vicinity  of  the  His  bundle,  together  with  lead  2,  in  a 
patient  with  complete  heart  block.  The  QRS  complex  is 
normal  in  duration.  The  A complexes  are  unrelated  to 
the  BH  and  V complexes.  All  V complexes  are  preceded 
by  BH  complexes.  See  text  for  details. 


Complete  heart  block  due  to  disease  in  the 
atrial  approaches  to  the  A\'X,  in  the  A\X  itself 
or  in  the  upper  part  of  the  His  bundle  is  shown 
in  Figure  2.  The  right  atrial  unipolar  and  bipolar 
electrograms  and  lead  2 are  shown  from  above 
down.  The  QRS  complex  is  normal  in  duration. 
Panel  A was  recorded  at  50  mm./sec.  and  panel 
B at  100  mm.,  sec.  The  most  important  data  are 
shown  in  the  bipolar  BE  electrogram.  The  A 
deflection  of  atrial  activity  is  unrelated  to  the 
BH  and  V deflection  of  His  bundle  and  ventric- 
ular activity  respectively,  i.e.,  the  site  of  block  is 
between  the  A and  H deflections.  Each  A deflec- 
tion is  followed  by  neither  an  H or  \'  deflection, 
each  \'  deflection  is  preceded  by  an  H deflection. 
In  contrast,  in  Figure  3,  the  site  of  block  is  with- 
in the  His  bundle  itself.  The  limb  and  precordial 
leads  are  shown  in  the  upper  panel,  and  the  three 
standard  limb  leads  and  the  His  bundle  bipolar 
electrogram  in  panel  A.  The  QRS  complex  is 
normal  in  duration.  On  the  bipolar  lead,  it  may 
readily  be  seen  that  each  A complex  is  followed 
by  ABH  complex;  in  addition,  each  Y deflection 
is  preceded  by  ABH’  deflection.  There  is  no  tem- 
poral relationship  between  the  A-H  complexes  and 
the  H’-\'  complexes  proving  complete  heart  block. 
The  presence  of  two  separate  His  bundle  deflec- 
tions each  at  a different  rate  proves  that  the  lesion 
is  within  the  His  bundle.  In  panels  B and  C,  the 
His  bundle  was  paced  by  the  same  catheter  used  to 
record  the  His  bundle  deflections,  at  rates  of  57/ 
min.  and  85/min.,  respectively.  The  H’-V  activa- 
tion time  remained  at  the  same  40  msec,  during 
HB  pacing  as  during  the  control  curves  in  panel 
suggesting  strongly  that  the  His  bundle  W’as 
indeed  being  paced  in  panel  B and  C.  Identity  of 
the  QRS  complexes  in  leads  1 , 2 and  3 in  panels 
B and  C is  proof  that  the  His  bundle  and  not 


Fig.  3. — Upper  strip,  control  electrocardiogram;  the  QRS 
complex  is  normal  in  duration.  In  panel  A,  the  three 
standard  limb  leads  are  shown  together  with  the  His 
bundle  bipolar  electrogram.  Each  A deflection  is  follow- 
ed by  ABH  complex,  each  V deflection  is  preceded  by  an 
BH’  deflection.  The  site  of  block  is  therefore  within  the 
His  bundle.  His  bundle  pacing  at  two  different  rates 
(panels  B and  C)  reveal  A Pl-R  time  of  40  msec.,  iden- 
tical to  the  control  H-V  time  in  panel  A. 


FC  ECG  #63421  6/5/67  50  rmi  .'sec 

I06-.T-I0-J9.G8 

Fig.  4. — Complete  heart  block  distal  to  the  His  bundle 
or  in  the  lower  portion  of  the  His  bundle.  When  the 
right  ventricular  pacer  (left  side)  is  turned  off,  transient 
ventricular  asystole  results  revealing  that  each  A com- 
plex is  followed  by  a His  bundle  deflection.  See  text 
for  details. 
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Fig.  5. — Right  atrial  unipolar  and  bipolar  leads  in  the 
vicinity  of  His  bundle  together  with  lead  3 during  con- 
trol pacing.  The  PI  is  the  pacer  impulse.  The  QRS 
complex  of  lead  3 is  prolonged  in  duration.  None  of  the 
V complexes  are  preceded  by  A or  H activity,  i.e.,  the 
site  of  block  is  in  the  lower  portion  of  the  His  bundle 
or  distal  to  the  His  bundle  bifurcation.  In  addition, 
Wenckebach  second  degree  atrioventricular  block  is 
present  as  noted  by  progressive  prolongation  of  the  A-H 
time  until  an  H deflection  is  blocked  at  the  indicated 
site.  See  text  for  details. 


the  right  bundle  itself  was  being  paced  in  panels 
B and  C. 

.A  third  area  of  block  in  patients  with  com- 
plete heart  block  is  shown  in  Figure  4.  When  the 
right  ventricular  pacemaker  is  turned  off,  ventric- 
ular asystole  transiently  results  and  clearly  re- 
veals that  each  A complex  is  followed  by  a BH 
deflection.  A second  H’  deflection  is  never  seen. 
The  site  of  block  is  therefore  in  the  lower  portion 
of  the  His  bundle  or  distal  to  the  His  bundle 
bifurcation  into  the  bundle.  Finally,  multiple 
areas  of  block  may  occur  in  complete  heart  block 
(Fig.  5).  The  right  atrium  is  paced  in  Figure  5 
(PI  refers  to  pacer  impulse).  Each  pacer  impulse 
is  followed  by  a P wave,  or  an  A complex  on  the 
bipolar  lead.  The  QRS  complex  is  prolonged  in 
duration.  Most  A complexes  are  followed  by  H 
deflections,  but  the  V deflections  are  temporally 
unrelated  to  the  A and  H deflection  on  the  bi- 
polar lead.  The  QRS  complexes  are  temporally 
unrelated  to  the  P waves  in  lead  3.  One  site  of 


block  is  therefore,  as  seen  in  Figure  4,  in  the 
lower  portion  of  the  His  bundle  or  distal  to  the 
His  bundle  bifurcation  in  both  bundle  branches. 
The  second  site  of  block,  as  in  Figure  2,  is  in  the 
atrial  approaches  to  the  A\’X,  in  the  AVN  itself, 
or  in  the  upper  portion  of  the  His  bundle.  This 
second  level  of  block,  however,  is  Mobitz  type  I 
Wenckebach  block.  The  A-H  activation  time  is 
130  msec,  in  the  first  complex  of  Figure  5.  The 
.\-H  time  progressively  lengthens  to  260  msec,  and 
the  next  A deflection  is  blocked,  i.e.,  the  H deflec- 
tion is  dropped  as  in  the  Wenckebach  type  of  sec- 
ond degree  atrioventricular  block.  Two  sites  of 
block,  one  complete  third  degree  atrioventricular 
block  and  the  other,  second  degree  block  are  thus 
revealed  in  Figure  5. 

These  data  reveal  that  there  are  at  least  three 
sites  of  block  in  patients  with  complete  heart 
block.  Our  present  inability  to  consistently  record 
and  validate  atrioventricular  node  potentials  pre- 
cludes definition  of  other  areas  of  block  at  this 
time. 

Summary 

Three  distinct  sites  of  block  in  the  atrioven- 
tricular junction  have  been  defined  in  patients 
yvith  complete  heart  block.  His  bundle  recordings 
have  been  obtained  yvhich  verify  the  existence  of 
these  three  sites.  An  example  of  multiple  sites  of 
block  is  also  provided. 
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Hunter  - Hurler  Syndrome 

A Prototype  for  the  Study  of  Storage  Disease 


Richard  Julius,  ]\1.D.,  Arthur  Aylsworth,  M.D., 
AND  Owen  Rennert,  M.D. 


Genetic  diseases  are  with  few  exceptions 
characterized  liy  enzyme  deficiency.  Such  le- 
sions result  in  clinical  entities  characterized 
by  accumulation  of  products  of  metabolism, 
e.g.,  acid  mucopolysaccharides  (AMPS).  .\s  a 
consequence  of  a deficiency  in  catabolic  enzymes 
(degradative),  macromolecules  accrue.  Examples 
are  \'on  Gierke’s  Disease^  (glucose-6-phosphatase 
deficiency)  and  Hers  Diseases  (amyo-1,  6-glucosi- 
dase  deficiency). 2 

The  accumulation  of  mucopolysaccharides  in 
the  Hunter-Hurler  syndrome  may  be  a conse- 
quence of  another  mechanism.  Acid  mucopolysac- 
charides (polymers  of  repeating  units  of  uronic 
acid  and  hexosamine)  are  important  molecular 
components  of  the  cardiovascular,  optic,  musculo- 
skeletal and  reticuloendothelial  systems.  In  the 
normal  state  these  macromolecules  are  covalently 
bound  to  protein  as  a glycoprotein.  defect  in 
the  formation  of  the  covalent  glycoprotein  linkage 
or  in  the  protein  might  result  in  the  accumulation 
of  acid  mucopolysaccharides.  Investigation  of  the 
pathogenesis  and  genetics  of  this  syndrome  affords 
insight  into  the  generality  of  these  mechanisms. 

Clinical  Complex 

There  are  four  definable  variants  of  this  syn- 
drome. They  are:  (a)  Hurler  variant — excretion 
of  chondroitin  sulfate  B (CSB)  and  heparatan 
sulfate  (HS);  (b)  Hunter  variant — mixed  excre- 
tor;  (c)  San  Fillipo  variant — predominant  excre- 
tion of  HS;  (d)  Scheie  variant — predominant 
excretion  of  CSB.  The  Hunter  form  is  sex-linked 
recessive  and  the  others  are  autosomal  recessive. 
Many  authors  further  subdivide  this  grouping 
however,  no  unequivocal  supporting  data  exists. 

The  natural  history  of  this  disease  is  one  of 
progressive  deterioration  and  involvement.  Chil- 
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dren  afflicted  with  this  disease  usually  develop 
normally  for  the  first  six  months  of  life; 
sometime  Iietween  six  months  and  two  years  stig- 
mata of  abnormal  development  appear.  Most 
frequently,  such  patients  present  initially  with 
persistent  umbilical  hernia,  hepato-  and/or  sple- 
nomegaly and  slightly  coarse  facial  features. 
Often  an  early  finding  is  the  reversal  of  the 
normal  lumbar  lordosis  first  noted  with  certainty 
by  the  parents  when  the  child  is  able  to  sit.  Less 
constant  early  findings  are  enlargement  of  the 
head  and  moderate  loss  of  auditory  and  visual 
acuity. 

With  the  passage  of  years  the  excessive  depo- 
sition of  AMPS  results  in  the  classical  deformities 
of  this  syndrome.  The  eyes  frequently  show  a 
diffuse,  homogenous,  graying  haze  involving  the 
cornea.  The  production  of  loud  noises  often  evokes 
no  response  in  the  patient — a manifestation  of 
the  deposition  of  .AMPS  in  the  ossicular  chain  of 
the  ear.  Rhinorrhea  is  frequently  present.  Often 
there  is  cardiomegaly  with  organic  cardiac  mur- 
murs. Many  additional  findings  may  be  seen — the 
most  worthy  being  internal  hydrocephalus  which 
occurs  frequently. 

This  syndrome  is  a genetic  error  of  metab- 
olism. The  incidence  of  the  autosomal  recessive 
variant  is  1:10,000  live  births,  whereas  the  inci- 
dence of  the  sex-linked  variant  is  about  1:40,000 
live  births. 3 In  general  the  sex-linked  type 
exhibits  a milder  clinical  course  and  the  occurrence 
of  corneal  opacities  is  significantly  less  common. 

The  differential  diagnosis  is  one  of  dwarfed 
children  with  multiple  deformities  and  hepatosple- 
nomegaly.  Isolated  reports  of  the  concomitant 
occurrence  of  Tay-Sachs  disease  and  Hurler’s  syn- 
drome appeared  in  the  literature,®  but  they  were 
not  well  documented. 

Laboratory  Diagnosis 

The  cardinal  finding  is  the  demonstration  of 
increased  excretion  of  urinary  acid  mucopolysac- 
charides. \'arious  screening  procedures  permit  the 


J.  FLORIDA  M. A. /SEPTEMBER  1970 


23 


T 


demonstration  of  increased  total  urinary  muco- 
polysaccharides: (1)  the  acid  albumin  technique 
of  Dorfman^  and  (2)  the  demonstration  of  tolui- 
dine  blue  inclusions  of  urinary  sediment.  Conclu- 
sive demonstration  is  carried  out  by  the  qualita- 
tive and  quantitative  isolation  of  acid  mucopoly- 
saccharides with  quaternary  ammonium  salts  and 
their  identification  by  chromatography  or  electro- 
phoresis. 

Pathogenesis  and  Etiolog\ 

In  1965  Danes  and  Bearn®-"  demonstrated 
that  tissue  cultured  fibroblasts  obtained  from 
children  with  Hunter-Hurler  syndrome  stained 
metachromatically  with  toluidine  blue.  This  char- 
acteristic was  due  to  intracellular  accumulation 
of  mucopolysaccharides.  Since  the  initial  studies, 
metachromatic  staining  of  cultured  fibroblasts  has 
been  demonstrated  in  several  disease  states.® 

The  applicabilit}'  of  cell  culture  techniques  to 
the  study  of  metabolic  errors  has  been  confirmed 
by  demonstration  of  known  enz>’me  deficiencies  in 
other  diseases® — cystathionine  stmthetase  in  hom- 
ocj'stinuria,  galactose-l-phosphateuridyl  trans- 
ferase in  galactosemia,  alpha  1-4  glucosidase  in 
Pompe’s  disease,  h\poxanthine  guanine  phosphori- 
bosyltransferase  in  Lesch-Xyhan  sjmdrome  (X- 
linked  uric  aciduria),  aryl-iulfatase  A in  meta- 
chromatic leucodystrophy,  and  others.  These 
studies  suggested  that  fibroblast  cultures  might 
ser\e  as  tools  for  their  antenatal  diagnosis.® 

In  Hunter-Hurler  svTidrome  tissue  culture  s\'s- 
tems  employing  H®-acetate  and  S*®-sulfate  indi- 
cated an  abnormality  in  the  rate  of  degradation 
of  mucopolysaccharides  resulting  in  accumulation 
in  amounts  five  to  ten  times  greater  than  nor- 
mal.The  kinetics  of  turnover  investigated  by 
Fratantoni  et  api  proved  that  the  accumulation 
and  secretion  of  labeled  polysaccharide  was  nor- 
mal in  the  Hurler  cells  during  the  first  five  hours 
and  that  later  accumulation  was  a consequence  of 
defective  enzymatic  degradation. 

Intravenous  administration  of  a millicurie  of 
5*’-sodium  sulfate  to  a child  with  Hurler's  syn- 
drome showed  a prolonged  retention  of  label  in 
blood  and  urine  when  compared  to  a control 
subject. This  observation  supports  the  thesis  of 
defective  degradation.  The  antenatal  diagnosis  of 
Hurler’s  syndrome  has  been  made  by  demonstrat- 
ing metachromatic  staining  and  characteristic 
incorporation  of  S^^-sulfate  into  intracellular  mu- 
copolysaccharides in  cells  obtained  by  amniocen- 
tesis late  in  gestation  of  women  who  had  affected 


children.® -13  Such  model  systems  provide  a means 
of  testing  and  evaluating  potential  therapy. 

1.  Retinol  (vitamin  A alcohol)  promotes  the 
release  of  mucopolysaccharide  from  cells  and 
tissues  with  a concomitant  loss  of  metachromasia. 
\'itamin  A increases  the  permeability  of  lysosomal 
membranes,  and  lysosomal  proteases  leak  into  the 
cytoplasm. Administration  of  retinol  in  subtoxic 
doses  to  patients  resulted  in  an  increase  in  uri- 
nary mucopolysaccharides.^®  Long-term  studies, 
however,  have  not  shown  any  improvement  in  the 
clinical  course. ^® 

2.  Addition  of  ascorbic  acid  to  cell  cultures 
increases  the  synthesis  and  storage  of  mucopoly- 
saccharides in  Hurler  fibroblasts  and  in  normal 
fibroblasts.i"  Analysis  of  aorta  from  scorbutic 
guinea  pigs  showed  decreased  levels  of  dermatan 
sulfate.^®  These  findings  suggested  that  a diet 
deficient  in  vitamin  C might  reduce  the  synthesis 
of  polysaccharides  in  the  Hunter-Hurler  syn- 
drome. However,  a one-y^ear  trial  of  an  ascorbic 
acid  deficient  diet  in  an  infant  with  the  Hurler 
symdrome  did  not  alter  the  progression  of  the 
disease.!® 

When  cells  of  the  Hunter  or  Hurler  type  are 
grown  together  or  with  normal  fibroblasts  in 
the  presence  of  S*®-sulfate,  there  is  apparent 
correction  of  the  defect  with  release  of  dialyzable 
labeled  sulfate  into  the  medium  and  decrease  in 
cellular  metachromasia. 2®  An  extension  of  this 
approach  is  to  fuse  cells  obtained  from  patients 
with  different  clinical  variants  of  the  syndrome 
with  each  other  or  with  normal  fibroblasts.  If  it 
is  possible  to  normalize  metabolism  in  the  hybrid 
cell  without  producing  any  pathogenic  effects  is 
it  possible  to  introduce  normal  genetic  material 
into  individuals  in  this  way'^? 

Lysosomal  Defects 

Since  the  discovery  in  the  mid  1950’s  of  sub- 
cellular  particles  containing  a variety  of  acid 
hydrolases,  a number  of  specific  functions  have 
been  credited  to  the  lysosomes.21  In  the  early 
1960’s  Hers’  obser\ation  of  large  swollen  ly^so- 
somes  and  a deficiency  of  alpha- 1,  4-glucosidase  in 
Pompe’s  Disease  (Type  II  glyxogenosis)  led  to  the 
concept  of  “lysosomal  storage  diseases.”2-22.2.3 
A number  of  enzymes  have  been  investigated  in 
patients  with  both  the  autosomal  and  the  sex- 
linked  recessive  varieties  of  the  Hunter-Hurler 
symdrome  with  no  significant  differences  found 
between  the  two. 

Beta-galactosidase  deficiency  in  liver,  skin  and 
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brain  tissue  is  the  most  consistent  significant  find- 
ing observed  in  patients  with  the  Hurler  syn- 
drome.'This  is  not  due  to  the  presence  of 
a soluble,  endogenous  inhibitor. Activity  is 
generally  increased  in  the  plasma, al- 
though it  may  be  close  to  control  values  in  some 
patients  with  sex-linked  Type  II  or  Hunter 
variant. 28  Leukocyte  ^-galactosidase  appears  to 
be  normal, 21  while  in  kidney  and  spleen  it  has 
tieen  reported  as  normal2i  or  decreased.2-'5 

Other  enzymes  studied  include  N-acetyl-/3- 
glucosaminidase25-29  and  N-acetyl-^-galactosa- 
minidase;  both  have  been  shown  to  be  elevated 
in  liver.2-'5  The  lysosomal  hydrolases,  /?-glucuroni- 
dase,2i--8  alpha-fucosidase2i-ii6  and  alpha-man- 
nosidase  are  reported  as  either  normal  or  in- 
creased in  a variety  of  tissue  sources.  Reta-gluco- 
sidase  and  acid  phosphatase  are  increased  in 
liver  and  brain  tissue,23  while  the  latter  was 
shown  to  be  normal  in  one  study  on  plasma.2~ 
■\lpha-glucosidase,  /3-xylosidase,  and  the  cathep- 
sins  A,  B,  C and  D have  all  been  reported 
elevated  in  liver  tissue.25 

presumptive  heterozygote,  the  mother  of 
two  patients  with  the  sex-linked  Hunter  variant, 
showed  levels  of  /t^-galactosidase  in  the  skin  which 
were  moderately  decreased  to  approximately  one 
half  that  of  controls.  Her  N-acetyl-^-glucosamini- 
dase  level  in  the  skin  was  elevated  moderately  to 
a value  between  the  activities  expressed  by  con- 
trols and  patients.  In  her  plasma,  the  /i-galactosi- 
dase  was  elevated  but  the  X-acetyl-^-glucosa- 
minidase  was  not  significantly  different  than  the 

controls. 2 9 

Ockerman  and  Hultberg^w  have  shown  that 
normal  liver  ;8-galactosidase,  fractionated  on  a 
Sephadex  column,  has  three  peaks,  each  with  a 
different  pH  optimum.  Fractionated  enzyme  from 
patients  with  the  Hurler  syndrome  shows  a reduc- 


tion in  two  of  the  three  peaks.  In  addition.  Ho 
and  O’Erien'"*!  have  shown  three  components  with 
starch  gel  electrophoresis  and  a marked  deficiency 
in  the  two  slow  moving  thermolabile  peaks  in 
patient  material.  These  data  help  to  explain  some 
of  the  changes  in  the  physical  and  chemical  prop- 
erties of  the  enzyme  in  patients,^'!  but  also  sug- 
gest that  normal  or  elevated  enzyme  levels  in 
some  tissues  may  be  due  to  an  elevation  of  one 
of  the  isoenzymes. 

Our  own  data  on  autopsy  tissue  from  four 
patients  with  the  Hurler  syndrome  indicate  that 
/:^-galactosidase  levels  are  less  than  10%  of  the 
control  values  while  acid  phosphatase  activity  is 
twice  that  found  in  control  livers.  Levels  of  these 
enzymes  are  comparably  altered  in  brain  tissue. 
In  addition,  /i-X-acetyl-glucosaminidase  hexo- 
saminidase levels  in  the  patients’  livers  were  three 
times  values  reported  for  normal  liver  tissue, 
whereas  it  was  normal  in  brain  extracts. 

Summary 

The  increased  accumulation  of  acid  mucopoly- 
saccharides in  patients  with  Hunter-Hurler  syn- 
drome is  a common  denominator  to  all  the  clinical 
variants.  The  primary  metabolic  defect  has  not 
been  defined;  however,  there  appears  to  be  de- 
creased catabolism  of  these  macromolecules.  The 
application  of  tissue  culture  techniques  to  the 
study  of  this  disease  has  resulted  in:  (a)  the 
detection  of  the  carrier  state,  (b)  an  experimental 
model  for  evaluation  of  therapeutic  approaches 
and  (c)  a tool  for  the  study  of  the  biochemical 
defect. 

References  may  be  oljtained  from  the  authors  upon  request. 
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Effects  of  Growth  and  Endocrine  Problems 
on  Learning  in  Children 

Arlax  L.  Rosenbloom,  M.D. 


The  effect  of  variations  in  growth  and  en- 
docrine/metabolic function  on  scholastic  achieve- 
ment in  children  involves  two  questions.  One  is 
the  physical  effect  of  such  variations  on  neuro- 
logic differentiation  and  growth.  The  other  con- 
cerns the  child’s  self-image  and  ability  to  perform 
at  his  intellectual  level  despite  the  amxieties  as- 
sociated with  his  physical  differences  from  other 
children. 

Differentiation  and  Growth 

Normal  development  of  the  brain  can  be 
impaired  for  a number  of  reasons  within  the 
conte.xt  of  our  topic.  When  there  are  errors  of 
metabolism,  to.xic  metabolites  can  accumulate 
and  cause  damage.  Occasionally,  destruction  can 
occur  as  a result  of  metabolic  disturbance  in  the 
mother.  Children  born  to  mothers  with  elevated 
levels  of  phenylalanine  in  their  blood  are  seriously 
subnormal  intellectually,  to  a greater  degree  than 
their  phenylketonuric  mothers,  despite  the  fact 
that  the  children  themselves  do  not  have  phenyl- 
ketonuria. Their  exposure  during  fetal  develop- 
ment to  the  elevated  levels  of  blood  phenylalanine 
coming  from  the  phenylketonuric  mother  produces 
irreparable  neuronal  damage  at  a critical  period 
in  development. 1 

In  children  with  congenital  absence  of  thyroid 
function,  many  aspects  of  development  are  de- 
monstrably retarded  and  roentgen  studies  of  the 
epiphyses  often  indicate  a prenatal  level  of  matu- 
ration. Thyroid  hormone  is  needed  by  the  devel- 
oping brain  for  protein  synthesis  and  energv’ 
metabolism.  Complete  replacement  therapy  with 
thyroid  hormone  in  the  first  few  weeks  of  life 
will  usually  result  in  the  attainment  of  normal 
intelligence.  Recognition  and  treatment  of  hypo- 
thyroidism by  the  third  month  of  life  or  later  is 
associated  with  much  poorer  results. 
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The  essential  fuel  for  brain  metabolism  is 
glucose.  Unlike  other  tissues  in  the  body,  the 
brain  cannot  metabolize  fats  for  its  energv'  and 
is  entirely  dependent  upon  the  maintenance  of 
blood  sugar.  Thus,  a number  of  conditions  result- 
ing in  hypoglycemia  carry  with  them  the  risk  of 
suffocation  of  the  developing  central  nervous 
tissue.  If  recognized,  h\poglycemia  can  be  man- 
aged and  permanent  brain  damage  prevented. 
Even  when  detected  late,  considerable  improve- 
ment in  scholastic  performance  can  occur  when 
the  child’s  blood  sugar  is  maintained  at  a level 
allowing  his  brain  to  function  maximally.^ 

During  starvation  a number  of  compensatory 
processes  occur  which  allow  blood  sugar  to  be 
maintained  despite  inadequate  food  intake.  How- 
ever, in  severe  malnutrition,  the  total  energv'  level 
decreases.  Endocrine  activity  and  intellectual 
growth  decrease  along  with  linear  growth.  The 
permanent  effects  of  this  depend  on  the  kind  of 
malnutrition,  its  severiU’  and  duration.  It  has 
recently  been  observed  that  Chilean  infants  who 
died  of  malnutrition  had  lower  levels  of  DX.A  in 
their  brains,  indicating  a reduction  in  the  number 
of  neurons  compared  to  non-malnourished  age- 
mates  dying  for  other  reasons.  Thus,  in  some 
cases,  loss  of  neurons  from  starvation  is  an  irre- 
versible process.  The  loss  of  intellect  as  a result 
of  worldwide  malnutrition  can  only  be  speculated 
upon. 3 

Morphologically  abnormal  children  often  have 
statural  and  intellectual  impairment  as  features  of 
their  disorder.  DoAvn’s  sxTidrome  or  mongolism 
would  be  an  obvious  example  of  this  group.  It 
was  observed  among  2000  patients  at  Pacific 
State  Hospital  in  California  that  retarded  children 
are  generally  well  below  statural  norms  for  age 
and  that  a positive  correlation  exists  between 
stature  and  IQ  in  this  group. ^ The  stunting  of 
the  children  studied  was  not  a function  of  meta- 
bolic disturbance  or  duration  of  institutionaliza- 
tion. 

The  converse  question  is  whether  children 
with  subnormal  growth  are  behind  their  more 
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rapidly  growing  age-mates  in  mental  ability.  In 
children  who  have  short  stature  as  a result  of 
hypopituitarism,  there  is  no  adverse  effect  on 
intelligence.  large  study  of  intelligence  differ- 
ences between  early  and  late  maturing  boys  and 
girls  showed  a small  but  significantly  higher 
mental  age  in  the  early  maturing  children  at  all 
ages.  The  difference  in  intelligence  test  scores 
betw’een  the  early  and  late  maturers  vanished  as 
growth  was  completed. It  becomes  clear,  then, 
that  development  of  the  central  nervous  system 
and  intelligence  is  autonomous  in  most  of  the 
circumstances  of  growth  failure  that  we  see 
clinically. 

Girls  with  Turner’s  syndrome  are  short 
statured  as  the  result  of  absence  of  or  defect  in 
one  of  the  X chromosomes.  Their  IQ  distribution 
is  close  to  that  of  a normal  population.  However, 
they  demonstrate  a significant  discrepancy  be- 
tween a relatively  low  performance  and  high 
verbal  IQ  paralleled  by  discrepancy  between  ver- 
bal comprehension  and  perceptual  organization. 
Thus,  these  girls  have  a space-form  blindness  that 
appears  to  be  part  of  their  basic  abnormality  and 
could  cause  incongruities  in  their  school  work.® 

Klinefelter’s  syndrome  is  the  genetic  counter- 
type of  Turner’s  syndrome.  Boys  with  this  con- 
dition have  an  extra  X chromosome  and  fail  to 
undergo  full  sexual  maturation  at  adolescence. 
Though  they  have  a greater  than  normal  fre- 
quency of  retardation,  the  syndrome  is  found  at 
all  intellectual  levels.  They  show  none  of  the 
discrepancies  in  performance  seen  in  Turner’s 
syndrome. 

Sexual  precocity  is  the  appearance  of  signifi- 
cant adolescent  development  before  eight  years 
in  girls  and  ten  years  in  boys.  In  some  cases  this 
is  due  to  an  abnormality  in  the  central  nervous 
system  and  intellectual  impairment  may  be  pres- 
ent. In  most  cases  no  central  nervous  system  de- 
fect is  demonstrable  and  intelligence  is  normal. 
Children  with  precocious  sexual  maturation  show 
a verbal  IQ  elevation  which  has  been  related  to 
social  advantages  conferred  by  the  child’s  older 
appearance  for  age.  However,  the  converse,  a 
relative  delay  in  verbal  attainment,  is  not  seen 
in  children  who  are  much  younger  appearing  than 
their  age — those  individuals  with  hypopituitarism. 

In  most  circumstances  the  child’s  capacity  to 
adjust  to  great  and  obvious  differences  between 
himself  and  his  peers  is  the  critical  factor  in  the 
effect  of  his  disorder  on  learning.  Rather  than 
explore  the  adjustment  problems  of  all  the  en- 


docrine disorders  seen  in  children,  we  can  discuss 
the  plight  of  the  short-statured  child  and,  in  doing 
so,  make  comments  that  can  be  generalized  in 
.some  respect  to  the  child  with  diabetes,  with 
obesity,  with  sexual  precocity,  or  with  a lack  of 
sexual  maturation. 

Self-Image  and  Ability 

Children  with  short  stature  are  made  to  feel 
different  and  unacceptable  by  adults  as  well  as 
children.  Their  complaints  about  being  short  re- 
flect the  insensitivity  of  the  people  with  whom 
they  are  in  contact.  Their  statural  deviation  gives 
them  a notoriety  that  leaves  no  place  to  hide.  If 
they  react  good  naturedly  to  the  kidding  that 
goes  along  with  the  fame,  they  often  find  them- 
selves acquiring  protectors  and  serving  somewhat 
as  mascots  in  groups  of  other  children  their  age. 
This  can  lead  to  sufficient  relaxation  of  tensions 
to  allow  their  true  worth  to  be  realized.  The 
community  treats  the  child  by  his  appearance 
rather  than  by  his  age.  This  phenomenon  makes 
the  child’s  efforts  and  success  at  achieving  a level 
of  .social  maturation  consistent  with  his  age  a 
remarkable  accomplishment. 

How  well  do  short-statured  children  do  in 
scholastic  performance?  One  study  from  Shaker 
Heights,  Ohio,  has  shown  that  the  drop  off  in 
grade  level  from  early  elementary  years  to  high 
school  graduation  was  three  to  eight  times  greater 
in  boys  with  poor  growth  records  as  compared  to 
boys  with  normal  growth  records.  In  a study  of 
13  school-age  children  with  hypopituitarism,  the 
psychoendocrine  study  section  at  Johns  Hopkins 
University  found  that  not  one  child  was  doing 
above  average  work  and  that  all  were  under- 
achieving. This  group  felt  that  these  patients 
were  directing  their  energies  to  peer  group  ac- 
ceptance to  the  detriment  of  their  scholastic 
performance."  A study  of  ten  children  with  hypo- 
pituitarism found  that  nine  had  made  a satisfac- 
tory social  and  scholastic  adjustment.  Six  of  them 
were  doing  above  average  work  and  only  one  boy 
was  underachieving.*  The  difference  between  these 
studies  may  reflect  a variation  in  the  attitudes  to- 
ward acceptance  and  understanding  of  the  short- 
statured  child  by  parents,  teachers  and  physicians. 
The  physician  and  others  in  the  community  may 
encourage  the  development  of  attitudes  which 
allow  the  child  to  adjust  normally  for  his  age,  or 
these  persons  may  inadvertently  thwart  such  de- 
velopment. The  principal  effort  with  the  patient 
with  hypopituitarism  should  be  to  emphasize  the 
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pituitary  defect  as  the  only  abnormality.  This 
allows  the  patient  and  his  family  to  view  the 
child’s  short  stature  as  a discrete  problem  in  an 
otherwise  normal  child  who  is  then  seen  as  being 
capable  of  adequate  social  and  intellectual  per- 
formance. The  individuality  of  these  children 
beyond  the  superficiality  of  their  short  stature  has 
been  borne  out  by  personality  studies.  Extensive 
testing  of  personality  indicated  that  short-statured 
children  with  h\-popituitarism  are  as  different  from 
one  another  as  any  group  of  children;  no  common 
personalit}’  factors  could  be  identified.®  Too 
often,  the  child  with  a statural  problem  or  any 
prominent  abnormality  is  lost  inside  his  problem. 
Ph\-sicians  speak  of  dwarfs"  rather  than  children 
with  short  stature.  Emphasis  in  the  clinic,  the 
home  and  the  classroom  must  be  on  what  is 
normal  about  the  child  and  that  expectations  are 
based  on  this  normality,  not  on  what  is  different 
about  him.  The  word  dwarf  and  the  point  of 
view  which  this  term  engenders  should  be  assidu- 
ously avoided.  Emphasis  must  be  placed  on  the 
importance  of  treating  the  child  according  to  his 
age,  not  his  size.  The  effect  of  this  effort  should 
not  be  underestimated. 

Thirt\'  years  ago  an  article  in  the  “Proceed- 
ings of  the  American  Association  of  ISIental  De- 
ficiency” stated  that  small  stature  created  serious 
problems  in  personalitj’  adjustment  since  these 
children  were  treated  younger  than  their  age.  It 
was  observed  that  some  developed  compensator)' 
behavior  in  the  form  of  minor  delinquencies  or 
excessive  self-assurance;  others  played  a baby 
role  and  some  were  quite  normally  adjusted.  The 


differences  seemed  to  be  due  to  how  they  were 
treated  at  home  and  in  school.  This  interpretation 
remains  valid. 


Conclusion 


Despite  our  remarkable  advances  in  under- 
standing endocrine  problems  and  abnormal 
growth,  our  ability  to  affect  most  of  them  remains 
sadly  limited.  What  is  more  important,  however, 
is  that  w’e  do  have  the  ability  to  recognize  the 
special  educational  stresses  children  with  these 
problems  are  under  and  can  do  much  to  help 
destigmatize  them,  allowing  them  to  find  accept- 
ance through  social  and  academic  performance. 
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Hepatic  Amebiasis 

Frank  C.  Bone,  M.D.,  Manoochehr  M.  Lari,  M.D.  and  Robert  B.  Trumbo,  M.D. 


Amebiasis  is  endemic  in  the  American  tropics 
but  reliable  surveys  of  this  territory  are  scarce. 
In  North  America  most  surveys  have  been  con- 
ducted in  the  United  States  and  east  of  the  Mis- 
sissippi River  where  the  population  is  more  dense. 
Usually  rural  populations  have  a higher  incidence 
than  do  urban  groups,  but  in  areas  like  Chicago 
and  San  Francisco  this  is  not  true.  Native  Ameri- 
can Indians  included  in  survey  groups  (Wyoming 
and  Oklahoma)  are  consistently  more  heavily 
infected  than  the  Caucasian  population,  but  a re- 
port a few  years  ago  from  New  Orleans  showed 
a higher  incidence  of  E.  histolytica  in  the  white 
race  than  in  the  black.  In  some  countries  like 
Mexico,  where  it  is  highly  prevalent,  it  produces 
high  morbidity  and  mortality.  In  other  countries, 
it  is  quite  prevalent  but  rarely  in  man. 

Experimentally  it  was  found  in  guinea  pigs 
with  amebic  lesions  in  the  cecum  that  the  amebae 
frequently  passes  through  the  blood  stream  to  the 
liver  but  do  not  become  established  there.  Also 
amebae  introduced  through  the  mesenteric  vein  in 
normal  guinea  pigs  do  not  produce  hepatic  ab- 
•scess.  So  there  must  be  certain  unknown  factors 
which  influence  the  amebae  in  the  host  in  produc- 
ing the  hepatic  abscess.  The  studies  by  Maegraith 
and  Herinasuta  indicate  that  production  of  an 
abscess  in  the  liver  by  E.  histolytica  requires  a 
previous  intestinal  amebic  infection,  but  this  pos- 
sibility is  not  true  for  all  cases.  Some  other 
studies  show  that  hypercholesterolemia  favors 
colonization  of  E.  histolytica  and  formation  of  an 
abscess  in  the  liver.  Why  this  happens,  we  do 
not  know. 

The  patient  described  in  this  presentation  is 
a native  of  Iran  where  amebiasis  is  not  common. 
Other  than  the  usual  childhood  diseases  and  two 
small  kidney  stones  three  years  previously,  his 
health  had  been  excellent. 

Report  of  Case 

The  patient,  a 32-year-old  white  unmarried  male 
physician,  had  resided  in  the  United  States  for  about 
two  years.  Four  days  prior  to  admission  to  the  hospital 
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he  had  an  onset  of  cramping,  generalized  pain  in  the 
abdomen  after  defecation.  The  pain  persisted  throughout 
the  day.  He  vomited  twice,  became  restless  and  exhibited 
profuse  sweating.  The  following  day  the  pain  became 
localized  in  the  right  upper  quadrant.  There  was  no 
fever,  cough  or  shortness  of  breath.  The  day  prior  to 
admission  he  became  very  ill  and  experienced  slight 
exe.'tional  dyspnea.  He  stated  that  worm  infestation  such 
as  ascariasis,  oxyuriasis  and  occasionally  echinococcus  is 
present  in  his  country,  but  amebiasis  is  not  common. 
The  tuberculin  skin  test  showed  a positive  reaction  but 
this  is  common  among  people  from  Iran.  The  temperature 
was  98.6,  pulse  rate  90,  respirations  20,  and  blood  pres- 
sure 120/80. 

On  examination  he  appeared  well  developed,  mod- 

erately obese,  slightly  dyspneic  with  sunken  eyes  and  was 
perspiring.  He  was  not  jaundiced.  Chest  x-ray  showed 
elevation  of  the  diaphragm  and  mild  infiltration  in  the 
right  lung  base.  The  gallbladder  appeared  normal.  There 
was  no  lymphadenopathy  and  no  abnormalities  of  the 
extremities,  or  of  the  eyes,  ears,  nose  and  throat.  There 
was  slight  dullness  at  the  base  of  the  right  lung.  The 
abdomen  was  soft  and  tender  over  the  right  upper 

quadrant  but  with  no  organomegaly.  There  were  no 
neurological  abnormalities. 

Laboratory  Findings:  Hemoglobin  11.6  Gra.%;  hem- 
atocrit 32;  white  blood  cell  count  12,000;  urine,  many 
oxalate  casts;  bilirubin  1.1  with  direct  of  0.4  and  indirect 
0.7;  SGPT  288;  SGOT  320;  electrolytes,  normal;  amylase 
32,  thymol  turbidity  4;  cephalin  flocculation,  trace; 
serum  iron  32  meg.;  IBC  222;  iron  saturation  14%; 

cold  agglutination,  negative;  VDRL  negative;  BUN  12; 
protein  6.3  Gm.%;  A/G  ratio  1:2;  echinococcus  diag- 
nostic titer  negative;  bentonite  flocculation,  negative; 

stool,  cysts  of  E.  histolytica;  stool  culture,  positive. 

Chest  x-ray  again  showed  infiltration  and  pleural 
effusion  (Fig.  1). 

The  liver  scan  revealed  a large  area  of  the  right  lobe 
which  took  up  no  isotopes,  thus  indicating  a space 
occupying  lesion  (Fig.  3).  Following  aspiration  of  600  cc. 
of  blood  (because  of  hepatic  amebiasis),  a second  scan 
showed  the  same  size  defect.  No  growth  or  amoeba  was 
found  in  the  fluid  obtained  from  the  cyst.  Daily  EKG 
showed  an  occasional  abnormality  in  the  T waves  possi- 
bly due  to  anemia  or  electrolyte  imbalance. 

Treatment  consisted  of  emetine  60  mg.  subcutaneously 
daily  for  ten  days,  chloroquine  2S0  mg.  orally  four  times 
a day  for  two  days  then  2S0  mg.  four  times  a day  for 
19  days,  Diodoquin  orally  four  times  a day,  .Achromycin, 
multivitamins,  plus  sedatives  and  medication  for  pain. 
.An  EKG  was  run  daily. 

Chest  x-ray  11  days  later  showed  marked  elevation  of 
the  right  leaf  of  the  diaphragm  with  associated  enlarge- 
ment of  the  liver  (Fig.  2).  About  50  cc.  of  straw-colored 
fluid  was  obtained  by  thoracocentesis.  Culture  revealed 
no  organisms. 

On  the  21st  hospital  day,  the  cyst  and  necrotic  ma- 
terial were  evacuated  surgically.  The  liver  was  opened 
revealing  a large  cavity  extending  to  the  diaphragm  and 
involving  the  right  lobe.  .Approximately  1100  cc.  of 
blood-stained  fluid  was  obtained.  .After  biopsy  the  cyst 
wall  was  marsupialized  to  the  intercostal  bundles  with 
interrupted  chromic  catgut  sutures  and  the  liver  closed 
with  silk  sutures. 

The  microscopic  report  stated:  “The  inner  layer  is 
mainly  an  acellular  fibrinous  material  in  which  numerous 
small  round  organisms  are  found.  These  organisms  are 
in  the  range  of  20-30  microns  and  are  identified  as 
amoeba  histolytica.” 


J.  FLORIDA  M. A. /SEPTEMBER  1970 


29 


Figure  1 
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Figure  2 
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Figure  3 


Figure  4 


The  patient  was  allowed  out  of  bed  in  three  days 
and  discharged  on  the  ninth  postoperative  day.  Liver 
scan  29  days  after  surgery  showed  significant  improve- 
ment (Fig.  4). 

Discussion 

It  is  generally  agreed  that  E.  histolytica  enter 
the  liver  through  the  portal  system.  Sections  from 
patients  with  amebiasis  have  shown  the  ameba  in 
the  capillaries  and  venules  of  the  intestines,  sub- 
mucosa and  muscularis  and  in  portal  tributaries. 
Other  routes  are  direct  extension  through  the 
intestinal  wall,  peritoneum  and  capsule  of  the 
liver,  and  the  lymphatic  system.  Amebas  probably 
are  carried  to  the  liver  more  frequently  than  in- 
dicated by  incidence  of  hepatic  infection  for,  as 
Faust  has  shown,  the  hepatic  parenchyma  appears 
to  possess  an  amebostatic  factor. 

The  most  significant  factors  in  actual  develop- 


ment of  amebic  hepatitis  and  hepatic  abscess  are 
production  by  the  amebas  of  intrahepatic  portal 
thrombosis  and  infarction,  and  cytolytic  activity 
of  the  amebas.  When  amebas  become  lodged  in 
the  smaller  portal  radicles  in  sufficient  number, 
thrombosis  with  infarction  and  consequent  focal 
necrosis  may  ensue.  Cytolytic  activity  permits 
lysis  and  destruction  of  the  involved  hepatic 
parenchyma  at  the  earliest  stage  of  abscess 
formation. 

In  most  cases  of  amebic  hepatic  abscess,  there 
is  a previous  history  of  diarrhea  or  dysentery. 
The  development  period  here,  as  in  amebic  dysen- 
tery, usually  is  uncertain.  Most  abscesses  appear 
within  one  to  three  months  after  onset  of  dysen- 
teric symptoms.  Clinical  manifestations  may  be 
systemic  and  local.  Systemic  symptoms  in  order 
of  frequency  include  fever,  loss  of  weight,  weak- 
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ness,  severe  chills  and  profuse  sweating,  nausea, 
malaise  and  anorexia.  The  fever  usually  is  low 
grade,  intermittent  or  remittent,  and  may  vary 
considerably  due  to  occurrence  of  secondary  in- 
fections. Weakness  and  loss  of  weight  are  more 
prominent  in  advanced  cases  whereas  anorexia, 
nausea  and  vomiting  are  more  likely  to  occur  in 
the  early  stages.  Chills  and  sweating  are  en- 
countered more  frequently  in  the  acute  and  sub- 
acute forms  and  in  abscesses  associated  with 
secondary  infection.  The  earliest  common  sign  is 
severe  pain  in  the  right  upper  quadrant  of  the 
abdomen  in  the  region  of  the  liver.  It  may  be 
pleuritic  and  accentuated  by  deep  breathing. 
Usually  the  pain  radiates  to  the  right  shoulder 
due  to  irritation  of  the  diaphragm. 

In  the  chronic  form  of  the  disease,  the  liver 
may  be  enlarged  and  palpable.  So  far  there  has 
been  no  report  of  enlargement  of  the  spleen.  In 
most  patients  examination  of  the  lungs  show  con- 
solidation of  the  right  lower  zone,  signs  of 
pleurisy  or  an  effusion,  which  may  be  blood 
stained. 

Usually  hepatic  function  tests  prove  normal. 
The  serum  alkaline  phosphatase  level  is  moderate- 
ly elevated  and  the  amount  of  Bromsulphalein 
slightly  abnormal.  Cysts  and  vegetative  forms 
should  be  sought  in  several  fresh  stool  specimens. 
They  may  be  found  in  20%  to  50%  of  patients, 
most  frequently  in  the  early  stages  of  the  disease. 
Sigmoidoscopy  should  always  be  performed. 

The  complement-fixation  test  has  had  limited 
use.  Before  treatment  in  some  patients  results 
have  proved  negative  and  after  treatment  positive. 
Usually  there  are  no  definite  false  positive  reac- 
tions. The  duration  of  a positive  antibody  titer 
after  adequate  therapy  indicates  uncertainty  in 
involvement  of  the  liver.  Incomplete  observations 
suggest,  therefore,  that  this  serologic  test  may 
have  prognostic  as  well  as  diagnostic  value. 

The  fluorescent  antibody  and  gell  diffusion 
tests  give  more  reliable  results  and  usually  are 
positive  only  in  hepatic  amebiasis.  H3q3erleukocy- 
tosis  with  eosinophilia  can  be  seen  usually  in  the 
range  of  12,000  to  20,000  cu.  mm.  If  this  goes 
up,  that  means  a secondary  infection,  usually  a 
mild  anemia.  The  best  clue  to  diagnosis  is  a 
hypochromic  stool  examination. 

Roentgenography  is  a particularly  useful  diag- 
nostic procedure.  Fluoroscopic  examination  usual- 
ly reveals  elevation  or  immobility  of  the  right  leaf 
of  the  diaphragm.  Varying  degrees  of  pulmonary 
and  pleural  reaction  may  be  observed  in  the  right 


basal  area. 

Immunity  to  infection  with  E.  histolytica  may 
exist  but  recovery  from  amebiasis  does  not  confer 
immunity  against  reinfection.  In  endemic  regions 
certain  individuals  escape  infection  but  it  is  not 
known  whether  this  is  due  to  natural  immunity  or 
to  lack  of  exposure.  That  many  infected  individ- 
uals present  no  symptoms  is  well  known.  It  is 
possible  that  they  possess  a relative  immunity. 
An  antigen  injected  into  susceptible  animals  pro- 
duces complement-fixing  bodies  in  the  blood 
serum;  thus  demonstrating  a reaction  and  possi- 
bly immune  bodies. 


Conclusions 


With  modern  therapeutic  measures  the  prog- 
nosis of  infection  with  E.  histolytica  has  been 
greatly  improved;  however,  the  longer  the  in- 
fection exists  the  less  favorable  the  prognosis. 
In  amebic  hepatitis  and  abscess  of  the  liver  it  is 
favorable  if  there  are  no  complications  but  hope- 
less in  abscess  of  the  brain. 

Emetine  is  the  drug  of  choice  for  treatment 
of  hepatic  amebiasis  but  its  action  on  a cyst  is 
poor.  The  patient  may  experience  vomiting, 
nausea,  vertigo  and  headache.  The  EKG  must  be 
closely  watched.  The  second  choice  is  chloroquine 
which  is  well  absorbed  and  has  a high  concentra- 
tion in  the  liver.  The  third  choice  is  Diodoquin 
which  contains  63.9%  iodine  and  is  tolerated  well 
by  patients.  No  toxic  symptoms  have  been  re- 
ported except  mild  headache.  Needle  aspiration 
is  employed  if  an  hepatic  abscess  can  be  demon- 
strated clinically,  localized  radiologically  or  by 
liver  scan.  Before  aspiration,  the  patient  should 
be  treated  therapeutically. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


therefore  this  is  the  logical 
potassium-sparing  diuretic  for  the 
digitalized  patient 

Aldactone* 

(spironolactone) 

for  unique  physiologic 
advantages  which 
no  other  diuretic  can  provide 


• Does  not  cause  potassium  depletion  (as  do  the 
thiazides,  furosemide  and  ethacrynic  acid)  which 
may  increase'  the  effect  of  digitalis  on  the  myo- 
cardium, giving  rise  to  premature  systoles,  ventricu- 
lar tachycardia  or  ventricular  fibrillation. 

• Unique  "safety-valve”  action  due  to  competitive 
antagonism^  of  aldosterone  helps  prevent  excessive 
potassium  retention,  since  endogenous  aldosterone 
production  is  increased^  and  counterbalances 
Aldactone  action  if  the  serum  potassium  level  be- 
comes too  high. 


• Hyperkalemia  may  occur,  especially  in  severely 
ill  patients  with  relatively  small  urine  outputs  or  in 
patients  receiving  supplemental  potassium.  How- 
ever, with  Aldactone,  because  of  its  mechanism  of 
action,  hyperkalemia'^  should  be  less  likely  than  with 
triamterene  or  other  agents  which  act  independ- 
ently of  aldosterone. 

• Gradual  onset  of  action  avoids  the  danger'^of  sud- 
den electrolyte  and  fluid  depletion. 

• May  be  effective  as  the  sole  diuretic  or  may  be 
combined  with  a thiazide,  furosemide^  or  ethacrynic 
acid^ 


Indications-Essential  hypertension;  edema 
or  ascites  of  congestive  heart  failure,  cirrhasis 
of  the  liver  and  the  nephrotic  syndrome,-  idio- 
pathic edema.  Some  patients  with  malignant 
effusions  may  benefit  from  Aldactone,  particu- 
larly when  given  with  a thiazide  diuretic. 

Contraindications  — Acute  renal  insuffi- 
ciency, rapidly  progressing  impairment  of  renal 
function,  anuria  and  hyperkalemia. 

Warnings-Potassium  supplementation  may 
cause  hyperkalemia  and  is  not  indicated  un- 
less a glucocorticoid  is  also  given.  Discontinue 
potassium  supplementation  if  hyperkalemia 
develops. 

Usage  of  any  drug  in  women  of  childbearing 
age  requires  that  the  potential  benelits  at  the 
drug  be  weighed  against  its  possible  hazards 
to  the  mother  and  fetus. 

Precautions— Patients  should  be  checked 
carefully  since  electrolyte  imbalance  may  occur. 
Although  usually  insignificant,  hyperkalemia 
may  be  serious  when  renal  impairment  exists; 
deaths  have  occurred.  Hyponatremia,  mani- 
fested by  dryness  of  the  mouth,  thirst,  lethargy 
and  drowsiness,  together  with  a low  serum 
sodium  may  be  caused  or  aggravated,  espe- 
cially when  Aldactone  is  combined  with  other 
diuretics.  Elevation  of  BUN  may  occur,  espe- 
cially when  pretreatment  hyperazotemia  exists. 
Mild  acidosis  may  occur.  Reduce  the  dosage 
of  other  antihypertensive  drugs,  particularly 
the  ganglionic  blocking  agents,  by  at  least  50 
per  cent  when  adding  Aldactone  since  it  may 


potentiate  their  action. 

Adverse  Reactions-Drowsiness,  lethargy, 
headache,  diarrhea  and  other  gastrointestinal 
symptoms,  maculopapular  or  erythematous  cu- 
taneous eruptions,  urticaria,  mental  confusion, 
drug  fever,  ataxia,  gynecomastia,  mild  andro- 
genic effects,  including  hirsutism,  irregular 
menses  and  deepening  voice.  Adverse  reac- 
tions are  infrequent  and  usually  reversible. 

Dosage  and  Administration-For  essential 
hypertension  in  adults  the  daily  dosage  is  50 
to  100  mg.  in  divided  doses.  Aldactone  may 
be  combined  with  a thiazide  diuretic  if  neces- 
sary. Continue  treatment  for  two  weeks  or 
longer  since  an  adequate  response  may  not 
occur  sooner.  Adjust  subsequent  dosage  ac- 
cording to  response  of  patient. 

For  edema,  ascites  or  effusions  in  adults  ini- 
tial daily  dosage  is  100  mg.  in  divided  doses. 
Continue  medication  for  at  least  five  days  to 
determine  diuretic  response;  add  a thiazide 
or  organic  mercurial  if  adequate  diuretic  re- 
sponse has  not  occurred.  Aldactone  dosage 
should  not  be  changed  when  other  therapy  is 
added.  A daily  dosage  of  Aldactone  consider- 
ably greater  than  75  mg.  may  be  given  if 
necessary. 

A glucocorticoid,  such  as  15  to  20  mg.  of 
prednisone  daily,  may  be  desirable  for  patients 
with  extremely  resistant  edema  which  does  not 
respond  adequately  to  Aldactone  and  a con- 
ventional diuretic.  Observe  the  usual  precau- 
tions applicable  to  glucocorticoid  therapy;  sup- 


plemental potassium  will  usually  be  necessary. 
Such  patients  frequently  have  an  associated 
hyponatremia— restriction  of  fluid  intake  to  1 
liter  per  day  or  administration  of  mannitol  or 
urea  may  be  necessary  (these  measures  are 
contraindicated  in  patients  with  uremia  or 
severely  impaired  renal  function).  Mannitol  is 
contraindicated  in  patients  with  congestive 
heart  failure,  and  urea  is  contraindicated  with 
a history  or  signs  of  hepatic  coma  unless  the 
patient  is  receiving  antibiotics  orally  to  "steri- 
lize" the  gastrointestinal  tract. 

Glucocorticaids  should  probably  be  given 
first  to  patients  with  nephrosis  since  Aldactone, 
although  useful  for  diuresis,  will  not  directly 
affect  the  basic  pathologic  process. 

For  children  the  dally  dosage  should  provide 
1.5  mg.  of  Aldactone  per  pound  of  body  weight. 
References:  1.  Dali,  J.  L.  C.:  Amer.  Heart  J. 
70:572-574  (Oct.)  1965.  2.  Liddle,  G.  W.:  Ann.- 
New  York  Acad.  Sci.  139:466-470  (Nov.)  1966. 
3.  Gontt,  C.  L.:  Diuretic  Therapy,  DM  (Disease- 
A-Month),  Chicago,  Year  Book  Medical  Pub- 
lishers, Inc.,  1967,  pp.  1-31.  4.  Alexander,  S.: 
Geriatrics  23:131-139  (Nov.)  1968.  5.  Stason, 
W.  B.,  and  others:  Circulation  34:910-920 
(Nov.)  1966.  6.  Lieberman,  F.  L.,  and  Reyn- 
olds, T.  B.:  Gastroenterology  49:531-538  (Nov.) 
1965.  012 
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Urised  does  not  present  unpleasant  surprises;  it  brings  patient  comfort  with  first 
dose  pain  relief.  Unlike  newer  antibiotics  or  sulfonamides,  Urised  does  not  create 
problems.  It  has  a time-tested  record  of  minimal  side  effects.  The  patient  gets 
additional  psychological  reassurance  of  Uriseds  effectiveness  by  the  evidence  of 
the  blue  urine. 

For  over  50  years  Urised  has  created  physician  and  patient  confidence  by  provid- 
ing effective  therapy  when  needed. 


NO  UNPLEASANT 
SURPRISES 
In  G.  U.  Therapy 


Clinically  effective  for  G.U.  Therapy’-s 
FIRST  DOSE  PAIN  RELIEF 


For  G.U.  Frequency- Urgency- Burning 


\ 


. CYSTITIS 

• PYELITIS 

. TRIGONITIS 

• URETHRITIS 


Each  blue-coated  tablet  contains  these  active  ingredients: 


Atropine  Sulfate  ..0.03  mg. 
Hyoscyamine  ....0.03  mg. 
Methenamine  ....40. 8 mg. 


Methylene  Blue  ...  5.4  mg 
Phenyl  Salicylate  .18.1  mg 
Benzoic  Acid  ....  4.5  mg 


Contraindications:  Glaucoma,  urinary  blad- 
der neck  or  pyloric  obstruction,  duodenal 
obstruction  and  cardiospasm.  Hypersensi- 
tivity to  any  of  the  ingredients. 

Warning:  Do  not  exceed  recommended 

dosages. 

Precautions:  Administer  with  caution  to 
persons  with  known  idiosyncrasy  to  atro- 
pine and  cardiac  disease.  While  under  this 
therapy  the  urine  is  blue;  patients  should 
be  so  advised  to  allay  apprehension. 


Adverse  Reactions:  Neither  irritation  nor 
untoward  reactions  have  been  reported; 
however,  if  pronounced  dryness  of  the 
mouth,  flushing,  or  difficulty  in  initiating 
micturition  occurs,  decrease  dosage.  If 
rapid  pulse,  dizziness  or  blurring  of  vision 
occurs,  discontinue  use  immediately.  Acute 
urinary  retention  may  be  precipitated  in 
prostatic  hypertrophy. 

Dosage  and  Administration;  Adults:  Two 
tablets,  orally,  four  times  per  day,  followed 
by  liberal  fluid  intake.  Older  children  re- 


duce dosage  in  proportion  to  age  and 
weight. 

How  Supplied:  Bottles  of  50,  500  and 

I, 000  tablets. 

References:  (1)  Sand,  R.X.:  New  York  St. 

J.  Med.  61:2598-2602,  1961:  (2)  Renner, 
M.J.,  et  al.;  Hosp.  Topics  39:71-73.  1961: 
(3)  Haas,  J.,  and  Kay,L.L.:  Southwest.  Med. 
42:30-32,  1961:(4)  Marshall,  W.:  Clin.  Med. 
7:499-502,  1960:  (5)  Strauss,  B.:  Clin.  Med. 
4:307-310,  1957. 


cm  Manufacturers  of  Uriceutical‘  Specialties 

Pharmaceuticals.  Inc. 

Chicago,  Illinois  60640 


i 


MEETINGS 


Approved  by  FMA 

Committee  on  Postgraduate  Education 
SEPTEMBER 

25-26  Seminar  on  Diabetes,  Sheraton  Hotel,  Fort 
Lauderdale.  For  information:  George  P. 

Heffner,  M.D.,  4602  N.  Federal  Highway, 
Fort  Lauderdale  33308. 


NOVEMBER 

13-14  ENT  for  the  Family  Practitioner,  Sheraton 
Four-Ambassadors  Hotel,  Miami.  Contact: 
Frederic  W.  Pullen  II,  M.D.,  University  of 
Miami  School  of  Medicine,  Box  875,  Bis- 
cayne  Annex,  Miami  33152. 

19-20  Seminar  in  Obstetrics  and  Gynecology,  J. 
Hillis  Miller  Health  Center,  University  of 
Florida,  Gainesville.  For  Information:  Div. 
of  Postgraduate  Education,  Box  758,  J. 
Hillis  Miller  Health  Center,  Gainesville 
32601. 


DECEMBER 

4-  6 Lower  Extremity  Prosthetics  and  Orthotics- 
Recent  Developments,  Americana  Hotel, 
Miami  Beach.  For  information:  Augusto 
Sarmiento,  M.D.,  University  of  Miami 
School  of  Medicine,  Box  875,  Biscayne 
Annex,  Miami  33152. 

7-  9 Postgraduate  Seminar  on  Lower  Extremity, 
Americana  Hotel,  Miami  Beach.  For  infor- 
mation: Augusto  Sarmiento,  M.D.,  Univer- 
sity of  Miami  School  of  Medicine,  Box  875, 
Biscayne  Annex,  Miami  33152. 

10-12  Eleventh  Biennial  Cardiovascular  Seminar 
on  Coronary  Artery  Disease,  Sheraton- 
Four  Ambassadors  Hotel,  Miami.  For  in- 
formation: Arthur  Gosselin,  M.D.,  Chm., 
Heart  Association  of  Greater  Miami,  5080 
Biscayne  Blvd.,  Miami  33137. 


National  and  Regional 
Meetings  Held  in  Florida 

SEPTEMBER 

27-28  Society  of  Pediatric  Radiology,  Deauville 
Hotel,  Miami  Beach.  Sec.:  John  L.  Gwinn, 
M.D.,  Children’s  Hospital,  4650  Sunset 
Blvd.,  Los  Angeles,  Cal.  90027. 

29-Oct.  2 ,'\merican  Roentgen  Society,  Deauville 
Hotel,  Miami  Beach.  Ex.  Sec.:  Ted  F. 
Leigh,  M.D.,  Emory  University  Clinic,  At- 
lanta, Ga.  30322. 


OCTOBER 

25-28  American  Clinical  and  Climatological  Asso- 
ciation, Ponte  Vedra  Club,  Ponte  Vedra. 
Sec.:  J.  Edwin  Wood,  M.D.,  Box  157,  Uni- 
versity of  Virginia  Hospital,  Charlottesville, 
Va.  22901. 


NOVEMBER 

3-  8 American  Society  of  Clinical  Hypnosis, 
Eden  Roc  Hotel,  Miami  Beach.  Ex.  Sec.: 
F.  D.  Nowlin,  800  Washington  Ave.,  S.E., 
Minneapolis,  Minn.  55414. 

17-22  Pan  American  Medical  Association,  Holly- 
wood Beach  Hotel,  Hollywood  Beach.  Dir.: 
Joseph  J.  Eller,  M.D.,  745  Fifth  Ave.,  New 
York,  N.  Y.  10022. 


DECEMBER 

7-10  Southern  Surgical  Association,  Boca  Raton 
Hotel,  Boca  Raton.  Ex.  Sec.:  D.  C.  Sabis- 
ton  Jr.,  M.D.,  Duke  University  Medical 
Center,  Durham,  N.C.  27706. 

10-12  Cardiovascular  Seminar  on  Coronary  Dis- 
ease, Sheraton  Four  Ambassadors  Hotel, 
Miami.  Pgm.  Dir.:  Mrs.  Jo  Baxter,  5080 
Biscayne  Blvd.,  Miami  33137. 
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Book  Review 


Pediatric  Therapy  1968-1969  edited  by  Harn*  C. 
Shirkey,  M.D.  Pp.  1,294.  3rd  edition.  351  illustrations. 
Price  S2S.  St.  Louis,  The  C.  V.  Mosby  Company,  1968. 

The  printing  of  three  editions  in  four  years 
suggests  that  Shirkey's  "Pediatric  Therapy’’  is 
here  to  stay.  This  book  has  established  itself  with 
"firing  line”  pediatricians  as  well  as  with  house 
staff.  What  a pity  that  it  is  not  made  compulsory 
reading  for  emergency*  room  physicians. 

In  the  preface  to  the  first  edition  the  author 
stated  his  book  was  intended  for  those  with  a 
deep  interest  in  disease;  consequently,  despite  its 
modest  title,  Shirkey’s  is  much  more  than  a com- 
pendium of  drugs  and  treatments.  Particularly  in 
this  age  of  potent  therapeutic  agents  it  behooves 
the  doctor  to  know  the  diagnosis  before  rushing 
in  with  the  cure.  Recognizing  this,  the  contribu- 
tors devote  ample  space  to  etiolog\’  and  diagnosis, 
enriching  the  text  with  clinical  photographs. 

The  new  edition  contains  chapters  on  drugs 
excreted  into  breast  milk,  newborn  special  care, 
mycoplasma  infections,  rabies,  systemic  antimicro- 
bial therap\’,  treatment  of  special  genitourinary 
disorders  and  management  of  burns. 

Dr.  Shirket*  has  written  15  of  the  144  chap- 
ters. His  88  co-authors  are  drawn  from  far  and 
wide  so  that  there  can  be  no  stigma  of  parochi- 
alism about  this  work.  A book  by  many  authors 
must  perforce  vary  in  its  style.  Some  of  the 
experts  write  like  angels;  others,  equally  knowl- 
edgeable, do  not.  Therefore,  while  all  chapters 
may  be  read  with  profit  some  may  be  read  with 
less  strain  than  others. 

Two  sections  of  colored  pages  facilitate  rapid 
reference:  Common  Poisons  with  s>Tnptoms  and 
treatment  in  pastel  pink  and  a Table  of  Drugs 
in  eggshell  blue.  The  latter  lists  generic  and  trade 
names,  contraindications  for  use,  warnings,  cau- 
tions, toxicity  and  the  form  in  which  the  drug 
is  supplied. 

There  is  a notable  omission  from  the  poison 
list,  to  wit,  chlordiazepoxide  (Librium),  a widely 
prescribed  tranquilizer  Avhich  is  inevitabh'  finding 
its  way  into  the  hands  and  stomachs  of  exploring 
toddlers.  It  is  to  be  hoped  that  Librium  poisoning 
will  be  discussed  in  the  next  edition. 

Dr.  Shirkey  makes  an  important  point  con- 
cerning clinical  testing  of  drugs  for  infants.  IMany 
preparations  which  have  come  into  use  since  1962 


have  no  recommended  pediatric  dosage  because 
no  field  trials  have  been  made  in  the  appropriate 
age  group.  Children  are  therefore  becoming  “ther- 
apeutic orphans.”  In  these  circumstances  where 
the  doctor  finds  no  guidelines  in  the  Physicians’ 
Desk  Reference  he  may  turn  with  confidence  to 
"Shirkey’s”  for  authoritative  and  down-to-earth 
advice. 

Colin  Kend.all,  M.D. 

Temple  Terrace 


Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


Practical  Automation  for  the  Clinical  Laboratory 

by  Wilma  L.  White,  B.A.,  Marilyn  M.  Erickson,  B.S.  and 
Sue  C.  Stevens,  B.A.,  Ph.D.  Pp.  401.  242  illustrations. 
Price  $14.50.  St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


How  to  Live  With  Hypoglycemia  by  Charles  Weller, 
M.D.  and  Brian  Richard  Boylan.  Pp.  130.  Price  $4.50. 
New  York,  Doubleday  &•  Company,  Inc.,  1968. 


Spare-Part  Surgery,  The  Surgical  Practice  of  the 
Future  by  Donald  Longmore,  M.D.,  edited  and  illus- 
trated by  M.  Ross-MacDonald.  Pp.  192.  Illustrated.  Price 
$5.95.  New  York,  Doubleday  & Company,  Inc.,  1968. 


Medical  Pharmacology  by  Andres  Goth,  M.D.  Pp. 
749.  4th  ed.  Illustrated.  Price  $13.50.  St.  Louis,  The  C. 
V.  Mosby  Company,  1968. 


Paediatric  Cardiology  edited  by  Hamish  Watson, 
M.D.  Pp.  996.  lUustrated.  Price  $36.50.  St.  Louis,  The 
C.  V.  Mosby  Company,  1968. 
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Surgical  Pathology  by  Lauren  V.  Ackerman,  M.D.  and 
Harvey  R.  Butcher  Jr.,  M.D.  Pp.  1140.  4th  ed.  1,268 
illustrations.  Price  $27.50.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


A Manual  of  Simple  Burial  by  Ernest  Morgan.  Pp. 
64.  Price  $1.00.  Burnsville,  N.C.,  The  Celo  Press,  1968. 


Appraisal  of  Current  Concepts  in  Anesthesiology 

(Vol.  4)  by  John  Adrian!,  M.D.  Pp.  464.  Price  $12.00. 
St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


Water  and  Electrolyte  Metabolism  and  Acid-Base 
Balance  by  Edward  Muntwyler,  Ph.D.  Pp.  169.  33 

illustrations.  Price  $5.85.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


Cooking  For  Your  Celiac  Child  by  Charlotte  Baum 
Sheedy  and  Norman  Keifetz.  Pp.  244.  Price  $5.95.  New 
York.  The  Dial  Press,  Inc.,  1969. 


The  Evolution  of  Preventive  Medicine  in  the 
United  States  Army  1607-1939  by  Stanhope  Bayne- 
Jones,  M.D.  Pp.  255.  Price  $2.50.  Washington,  D.C., 
Superintendent  of  Documents,  Government  Printing  Office, 
1969. 


Introduction  to  Medical  Science  by  Clara  Gene 
Young  and  James  D.  Barger,  M.D.  Pp.  295.  Price  $7.95. 
Illustrated.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Medical  Interviewing  by  Robert  E.  Froelich,  M D. 
and  F.  Marian  Bishop,  Ph.D.  Pp.  116.  Price  $4.75.  Illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  l- 
Natality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  2- 
Mortality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


Atlas  of  Human  Electron  Microscopy  by  Ruben  P. 
Laguens  and  Cesar  L.A.  Gomez  Dumm.  Pp.  180.  Illus- 
trated. Price  $20.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 


Infectious  Diseases  and  General  Medicine,  Vol. 
III.  Prepared  and  published  under  the  direction  of  Lieut. 
General  Leonard  D.  Heaton.  The  Surgeon  General,  United 
States  Army.  Pp.  712.  123  illustrations.  Price  $8.25. 

Washington,  D.C.,  Government  Printing  Office,  1969. 


Personnel  Administration  and  Labor  Relations 
in  Health  Care  Facilities  by  James  O.  Hepner,  Ph.D., 
John  M.  Boyer,  M..\.  and  Carl  L.  Westerhaus,  M.S. 
Pp.  391.  Price  $15.00.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 


Cardiovascular  Surgery,  Current  Practice.  Vol.  I. 
edited  by  Thomas  H.  Burford,  M.D.  and  Thomas  B.  Fer- 
guson, M.D.  Pp.  273.  134  illustrations.  Price  $18.00. 

St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Davison’s  Compleat  Pediatrician  edited  by  Jay 
M.  Arena,  M.D.  9th  ed.  Pp.  792.  Price  $19.50.  Phila- 
delphia, Lea  & Febiger,  1969. 


Arrows  of  Mercy  by  Philip  Smith.  Pp.  244.  Price 
$5.95.  New  York,  Doubleday  & Company,  Inc.,  1969. 


Tobacco  and  Your  Health:  The  Smoking  Contro- 
versy by  Harold  S.  Diehl,  M.D.  Pp.  271.  Illustrated. 
Price  $2.95.  New  York,  McGraw-Hill  Book  Company, 
1969. 


War  Surgery  by  Camp  H.  M.  Smith.  Pp.  97.  Depart- 
ment of  Defense,  Pacific  Command,  United  States  of 
America,  1969. 


Synopsis  of  Obstetrics  by  Charles  E.  McLennan, 
M.D.  and  Eugene  C.  Sandberg,  M.D.  Pp.  496.  212  illus- 
trations. Price  $9.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1970. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  .American  Medical  Association,  1970. 
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Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 


His  wife  has  a lot  of  different 
menopausal  symptoms,  hut  only  a few 
sally  irritate  him.  Her  hot  flashes,  her 
ertigo,  her  palpitations — that’s  her 
roblem.  What  really  bothers  him  is 
er  nervousness,  her  irritability  and 
er  excessive  anxiety,  often  expressed 
y endless  “book-shuffling,  chain- 
Tioking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
ertigo,  palpitations  in  most 
menopausal  women.  Menrium 
rovides  the  well-known  antianxiety 
ction  of  chlordiazepoxide  (Librium®) 
nd  water-soluble  esterified  estrogens, 
t therefore  relieves  more  symptoms 
[man  either  component  separately, 
t takes  care  of  the  vasomotor 
ymptoms  as  well  as  the  emotional 
^mptoms.  This  means  the  symptoms 
hat  bother  his  wife  most.  And  the 
ymptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
er  menopause,  remember  Menrium. 

/ 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 

Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants.  il 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the  ! 

elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also  . 

reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  |; 

constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in  , 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after  ! 

chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and  'or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


1 0 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


If  they  remember  “then’!., 
they  may  need  Mediatric  now. 

Their  world  has  made  history— and  they’re  afraid  they 
may  have  too.  They  are  the  “getting  old’’  patients  who 
may  not  be  quite  sick,  nor  yet  quite  well.  They  probably 
complain  of  too  easy  fatigue,  of  vague  aches  and  pains 
often  without  any  evidence  of  organic  disease.  You  know 
it’s  an  inexorable  part  of  aging— and  only  an 
improvement  in  symptoms  can  be  expected.  MEDIATRIC 
is  designed  to  help. . . 


The  need  for  metabolic  support... 

MEDIATRIC  provides  the  gonadal  steroids 
[PREMARIN®  (conjugated  estrogens-equir , 
orally  active,  natural  estrogens,  and  methy 
testosterone]  for  physiologic  and  metabolici 
benefits. 

The  need  for  mood  elevation . . . 

MEDIATRIC  provides  methamphetamine  to 
impart  a gentle  emotional  uplift  and  combe' 
apathy. 

The  need  for  nutritional  support... 

MEDIATRIC  provides  specially  selected 
nutritional  supplements  to  help  meet  the  cl 
requirements  of  the  elderly  individual. 

The  need  for  dosage  convenience . . . 

Only  a single  Tablet  or  Capsule  (or  3 
teaspoonfuls  of  Liquid)  daily  to  minimize 
skipped  doses.  | 


r 


Conjugated  estrogens-equine 
(PREMARIN®) 

Each 

MEDIATRIC® 
Tablet  or 
Capsule 
contains: 

0.25  mg. 

Each  15  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC® 
Liquidt 
contains: 

0.25  mg. 

Methyltestosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HCI 

1.0  mg. 

1.0  mg. 

Cyanocobalamin 

2.5  meg. 

1.5  meg. 

Thiamine  HCI 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

— 

Riboflavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCI 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsic. 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

ntains  15%  alcohol— some  loss  unavoidable. 

tablets,  capsules,  liquid, 

'ICUI€I%I  Iv  Steroid-nutritional  compound 

lay  help  a little,  or  a lot. 


BRIEF  SUMMARY 

Indication:  For  use  in  aging  patients  of  both  sexes. 
Contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

Side  Effects:  In  addition  to  withdrawal  bleeding, 
breast  tenderness  or  hirsutism  may  occur. 
Suggested  Dosage:  Male  and  fennale—l  Tablet  or 
Capsule  or  3 teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous  stimulation  of 
breast  and  uterus,  cyclic  therapy  is  recommended 
{3  week  regimen  with  1 week  rest  period— 
Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  A careful  check  should  be  made  on 
the  status  of  the  prostate  gland  when  therapy  is 
given  for  protracted  intervals. 

Supplied:  No.  752— MEDIATRIC  Tablets,  in  bottles 
of  100  and  1,000.  No.  252-MEDIATRIC  Capsules, 
in  bottles  of  30,  100,  and  1,000.  No.  910— 
MEDIATRIC  Liquid,  in  bottles  of  16  fluidounces. 
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AYERST  LABORATORIES 
New  York,  N.Y.  10017 


Editorial 


A Unique  Opportunity  to  Invest  in  the  Health  of  America 


The  unusual  situation  of  whether  to  accept  an 
advertisement  for  the  Journal  arose  recently  when 
Health  Screening  Centers,  Inc.,  of  Denver,  Colo- 
rado, submitted  for  our  consideration  a full  page 
flier  stating  that  it  was  being  published  in  one 
other  state  medical  journal  and  the  Wall  Street 
Journal.  The  notice  was  written  with  the  intent 
of  soliciting  investors  for  the  corporation,  which 
is  in  the  business  of  installing,  staffing  and  oper- 
ating facilities  designed  for  multiphasic  screening. 
The  prospective  lessee  is  informed  that  in  the 
facility  any  patient  can  receive  a periodic  screen- 
ing using  automated,  miniaturized,  electronic 
equipment  providing  40  or  more  physiological 
tests  at  a cost  easily  within  the  reach  of  the 
average  employed  individual.  A comprehensive 
history  is  obtained,  an  EKG,  chest  film,  B/P, 
tonometry,  spirometry,  vision,  hearing,  height, 
weight,  and  vaginal  smear  are  all  part  of  the  pro- 
cedure. Suggested  advantages  for  management  are 
reduced  workers’  absence  due  to  sickness,  reduc- 
tion of  employee  turnover  due  to  early  disease  de- 
tection, improved  job  performance  and  a longer 
productive  life  span.  The  interest  of  labor  also  is 
solicited,  as  are  large  and  small  companies,  pri- 
vate insurance  carriers  and  prepaid  medical  plans. 
.\n  accompanying  prospectus  entitled  Early  Dis- 
ease Detection,  an  .\id  to  Preventive  iMedicine 
points  out  the  shortage  of  doctors’  facilities, 
obsolescence  in  hospitals,  and  costh’  obstacles  to 
the  individual’s  efforts  to  secure  medical  treat- 
ment and  health  care.  The  installation  may  be 
leased  or  purchased  but  the  data  is  forwarded  to 
a central  office  for  processing  and  return,  so  that 
through  mass  production  capability,  the  price  per 
screen  can  be  kept  to  SI 5. 


.At  first  reading,  concern  arises  as  to  what 
would  be  the  consequences  of  this  communiW 
cut-rate  computer  competing  with  local  internists, 
general  practitioners  and  private  labs.  Yet  in  talk- 
ing this  over  with  various  hospital  coffee  room 
habitues  representing  various  specialties,  not  one 
objected  to  including  this  in  the  Journal.  Assert- 
ing that  such  testing  is  only  a screening  maneuver 
and  where  automated  laboratory  procedures  have 
been  initiated  in  his  hospital,  a pathologist  labora- 
tory director  admitted  that  with  the  ever  increas- 
ing volume  of  automated  work  requested  and  the 
various  procedures  ordered  afterward  to  verify 
abnormal  screening  tests,  no  decrease  in  revenue 
has  been  noted.  Consequently  the  patient  gets  a 
more  comprehensive  work-up  for  his  money.  One 
discourser  thought  that  the  unscrupulous  doctor 
who  gets  mail  order  laboratory  work  at  mass 
production  rates  and  charges  his  patient  standard 
or  higher  lab  fees  could  with  a multiphasic  screen- 
ing unit  e.xploit  the  patient  by  overutilization  or 
overcharging.  This,  however,  could  be  thwarted 
by  any  ethical  doctor  or  group  setting  up  a com- 
peting installation  and  charging  rates  which  are 
recommended  by  the  manufacturer.  One  doctor 
objected  to  censoring  any  journal  advertising 
necessary  for  education  of  the  medical  profession. 
.Another  reasoner  argued  that  the  Journal  should 
get  involved  in  such  issues  for  this  appears  to  be 
an  approaching  change  in  the  practice  of  medicine 
and  likely  will  be  very  popular  with  the  patient. 

Whether  we  like  it  or  not,  multiphasic  screen- 
ing is  here  and  will,  depending  on  our  attitude, 
develop  slowly  or  by  leaps  and  bounds.  .At  the 
present  time,  there  is  one  national  drug  company 
initiating  multiphasic  screening  in  Florida  while  a 


40 


V'OLUME  57/NUMBER  9 


licensed  corporation  has  plans  now  to  set  up 
units  in  two  or  three  locations  in  the  state.  This 
local  group  is  approaching  medical  societies,  ask- 
ing for  advice  and  support  in  initiating  the  facil- 
ity in  their  communities. 

One  fly  in  the  ointment  is  the  law  of  averages 
responsible  for  certain  problems  inherent  in  mass 
surveying  so  that  multiphasic  screening  can  get 
out  of  hand  and  physicians  spend  much  valuable 
time  chasing  down  spurious  lab  findings.  In  other 
words,  no  test  for  a given  disease  is  either  sensi- 
tive enough  to  identify  all  individuals  who  have 
the  disease  or  sufficiently  specific  to  yield  negative 
findings  in  all  persons  free  of  the  disease.  Inter- 
pretation of  typical  laboratory  findings  is  critically 
dependent  on  what  statisticians  call  “the  tolerance 
limits  of  the  normal  range.”  Thus,  if  a laboratory 
procedure  has  a tolerance  limit  of  say,  95%,  then 
the  probability  is  that  this  test  will  yield  a result 
within  the  normal  range  95  times  out  of  a hun- 
dred when  applied  to  healthy  people.  The  re- 
maining 5%  represent  the  cases  that  may  wind 
up  in  wild  goose  chases  for  the  physician.  With 
95%  tolerance  limits,  the  probability  that  the 
healthy  individual  will  have  an  abnormal  result 
for  a single  test  is,  of  course,  5%.  For  two  inde- 
pendent tests,  it  is  10%,  for  15  tests,  it  is  over 
50%  and  so  on.  The  statistical  stew  thickens  if 
the  normal  ranges  used  l^y  the  laboratory  are 
derived  from  populations  inadequately  selected  for 
age,  se.x  or  other  variables.  So,  if  multiphasic  mass 
screening  catches  on,  physicians  are  in  for  a lot 
more  head  scratching.  One’s  interpretation  must 
be  guarded  if  a single  laboratory  result  is  incon- 
sistent with  the  remainder  of  the  clinical  data. 

C.  M.  C. 


Computer  Assisted  Diagnosis 

Pensacola  area  doctors  have  available  a com- 
puter system  designed  to  assist  in  the  diagnosis  of 
acquired  and  congenital  pediatric  diseases,  accord- 
ing to  Dr.  Reed  Bell  of  Sacred  Heart  Hospital. 
The  system,  called  Computer  .\ssisted  Diagnosis 
of  which  there  are  less  than  ten  in  service 
throughout  the  country,  was  installed  in  early 
June  of  this  year. 

To  gain  access  to  the  computer,  the  doctor 
calls  in  via  teletypewriter  installed  in  his  office  or 


the  hospital.  The  doctor  then  enters  his  findings 
with  those  in  its  memory  bank  of  information. 
The  computer’s  response  is  a printed  listing  of 
those  diseases  or  syndromes  which  are  found  to  be 
compatible  with  the  patient’s  symptoms.  At  the 
same  time  the  computer  lists  additional  findings 
which  have  been  associated  with  the  disease. 
These  findings,  plus  reference  literature,  provide 
the  physician  with  the  information  to  assist  him 
in  making  his  own  final  diagnosis. 

C.\D  has  benefits  for  both  the  physician  and 
patient.  Use  of  this  program  can  reduce  the  num- 
ber of  laboratory  tests  needed  for  diagnosis  and, 
therefore,  shorten  the  diagnostic  period.  CAD  also 
allows  the  physician’s  time  to  be  utilized  more 
efficiently.  For  patients  this  system  could  mean 
a shortened  stay  in  the  hospital. 

Edited  by  Dr.  Lewis  .\.  Harness,  professor  of 
pediatrics  at  the  University  of  Pennsylvania,  the 
system  is  kept  up-to-date  by  Dr.  Harness  and 
other  leading  pediatric  authorities.  They  act  as 
contributors  to  insure  that  the  information  in 
the  computer’s  memory  bank  is  as  current  as 
possible. 


The  system  is  marketed  by  Mead  Johnson  Laboratories,  Evans- 
ville, Ind. 


Alcoholism 

A new  tranquilizer  for  the  treatment  of  al- 
cohol dependence,  mesoridazine,*  has  been  de- 
veloped. The  new  agent  offers  specific  advantages 
in  addition  to  relief  of  an.xiety,  tension  and  de- 
pression that  may  precipitate  alcohol  abuse. 
These  include  antiemetic  properties,  an  apparent 
lack  of  habituating  characteristics  or  hepatic 
to.xicity  and  the  availability  of  both  oral  and 
parenteral  forms. 

In  preparation  for  release  of  this  product,  the 
company  developing  it,  supported  the  Center  of 
.\lcohol  Studies,  Rutgers  L'niversity,  in  a massive 
statistical  survey  of  alcohol  dependence  and  phy- 
sicians’ attitudes  toward  the  problem  including  a 
state-by-state  analy.sis.  From  the  survey  and  other 
data  it  was  shown,  that  while  Florida  ranks  12th 
in  the  total  number  of  alcoholics,  it  ranks  23rd 
in  per  capita  number.  It  was  also  noted  that  more 
f'lorida  physicians  (compared  with  the  national 
average)  report  that  at  least  half  of  their  problem 
drinkers  are  women. 

-.Sercmil,  Sandoz  Pharmaceutical.s,  Hanover,  N.  J. 
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A Modern 


Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  .Ml  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
.Alfred  Petschow,  Administrator 

Staff  Psychiatrists 

August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
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Comment 


End  of  Tour  Report 

Volunteer  Physicians  for  Vietnam 
James  J.  DeVito,  M.D. 


I learned  of  Project  \'ietnam  through  my 
association  and  interest  in  Project  Hope  and  our 
own  Florida  Medical  Association  program  in  Cen- 
tral America.  Having  worked  there,  it  would  have 
l)een  impossible  not  to  realize  the  far  reaching 
potential  of  this  kind  of  service  from  the  stand- 
point of  medical  aid  and  improvement  as  well  as 
increased  good  relationship  and  understanding. 
.\n  orthopedist  friend  who  served  in  Cantho  three 
years  ago  stimulated  my  interest  further;  how- 
ever, my  decision  to  go  to  Vietnam  meant  months 
of  advance  planning,  personal  and  professional. 

En  Route 

In  San  Francisco,  the  briefing  by  Drs.  Mosley 
and  Smookler  was  quite  helpful.  Time  prevented 
a detailed  description  of  existing  conditions;  we 
curious  \’P\’X’s  realized  that  each  problem  would 
be  unique  and  the  VP\’X  would  have  to  react  to 
the  situation  as  it  arose.  On  the  enjoyable  trip  to 
Hong  Kong,  we  quickly  got  to  know  our  fellow 
VPVX’s.  I hope  the  .\MA  will  somehow  find  a 
way  to  afford  passage  first  class — at  least  on  the 
long  leg  from  Honolulu  to  Hong  Kong.  This  hop 
of  approximately  7J4  hours  in  the  707’s  cramped 
quarters  is  a little  uncomfortable  and  not  without 
risk  for  some  of  our  “aging”  legs.  Facilities  in 
Hong  Kong  were  excellent  and  the  interim  allow- 
ed for  rest  and  shopping  is  a great  morale  factor. 
It  also  enabled  the  group  to  become  better  ac- 
quainted. The  headquarters  in  Saigon  at  the 
Miramonde  Hotel  were  quite  adequate  and  facili- 
ties much  better  than  expected. 

Our  program  director,  John  Miller,  rates  high 
praise  for  assisting  the  doctors  wdth  their  prob- 
lems and  despite  the  carnage  of  Saigon  traffic  he 
was  remarkably  punctual.  It  is  apparent  that  Dr. 
Wilson,  in  his  short  tenure,  has  been  expertly 
carrying  on  his  various  duties.  His  visits  to  many 
of  the  provincial  hospital  areas  add  greatly  to 
the  program’s  morale  and  MILPHAP  teams  are 
plecised  to  see  him,  knowing  he  is  available  for 
critical  discussion  of  the  differing  needs  of  each 
province. 
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The  visit  to  the  Rehabilitation  Center  and 
prosthetics  factory  and  seeing  how  well  amputees 
adapt  to  their  disabilities  is  a wise  plan.  Most 
physicians  are  not  prepared  for  the  amputation 
rate  or  the  youth  of  the  patients. 

\’ietnamese  travel  facilities  w’ere  better  than 
expected.  Air  America  does  a good  job  if  given 
adequate  notice.  It  should  be  stressed  that  ad- 
vance notice  and  preparation  w’hen  planning  each 
trip  will  make  traveling  in  \'ietnam  far  less 
frustrating. 

Assignment  in  Phu  Vinh 

My  assignment  was  in  the  town  of  Phu  \’inh 
in  \’inh  Binh  province  which  is  approximately  the 
same  size  and  population  as  St.  Johns,  my  home 
county.  IMy  comfortable  billet  exceeded  expecta- 
tions and  I certainly  enjoyed  the  air-conditioning 
— when  the  power  plant  was  working.  Because  of 
the  frame  type  houses,  there  was  the  occasional 
necessity  of  moving  to  MAC\’  facilities  whenever 
danger  threatened.  .Although  this  was  not  often 
during  my  stay,  we  were  alerted  to  any  potential 
danger  by  the  PSA,  Lt.  Col.  Ralph  Girdner,  USA, 
and  his  very  capable  staff.  Col.  Girdner  was  ex- 
tremely interested  in  the  medical  program,  con- 
ferring not  only  with  his  own  MILPH.\P  teams 
but  the  \'P\’X’s  concerning  numbers  of  casualties, 
types  of  diseases,  and  w’ays  of  improving  civilian 
medical  care.  An  exemplary  officer,  the  Colonel 
and  those  of  his  staff  assisted  us  in  any  commu- 
nity or  hospital  problem.  I was  fortunate  in  work- 
ing with  a very  experienced  staff  of  physicians, 
three  Air  Force  captains,  mature  beyond  their 
years  and  a credit  to  their  country  and  profession. 

One,  Capt.  Bud  IMacDougal,  w’ho  after  a year 
of  surgical  residency,  had  been  in  the  province 
two  years  handling  every  phase  of  casualty  sur- 
gery with  the  composure  and  ability  of  a veteran. 
I know  I learned  from  him  and  trust  that  I might 
have  been  of  help  to  him  during  my  stay. 

Another  dedicated  man,  Capt.  Steve  Dick- 
stein,  a board  pediatrician,  had  somehow  estab- 
lished order  in  the  dingy,  overcrowded  pediatric 
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wards.  He  waged  a constant  battle  over  supersti- 
tion, filth  and  the  ubiquitous  disease-carrier,  the 
house  fly,  which  swarms  everj^vhere  making  ster- 
ile technique  impossible.  With  the  same  selfless 
dedication,  three  USAID  nurses  and  a highly 
intelligent  \'ietnamese  nurse  helped  Dr.  Dickstein 
in  an  often-lost  battle  of  death  due  to  overwhelm- 
ing tracheobronchial  infections,  pneumonias, 
plague,  severe  tuberculous  pneumonias,  scrofula 
and  tetanus.  When  I arrived  he  was  fighting  an 
epidemic  of  hepatitis. 

The  third  member,  Capt.  Lottie  \'arano,  hav- 
ing spent  considerable  time  in  the  province,  was 
a great  help  to  me  with  the  language,  protocol 
and  routines  of  military  wards  where  I worked 
primarily  during  my  tour. 

Principal  Duties 

.At  first  my  work  was  mainly  with  the  RFPk' 
cadre  and  badly  wounded  .\R\TX,  then  later  with 
the  women  and  children.  The  wounded  were 
brought  in  from  the  operations  areas  and  I made 
daily  rounds  in  the  wards  treating  mostly  frac- 
tures, abdominal  wounds  resulting  in  colostomies, 
bowel  and  chest  wounds  and  disfigurement.  I saw 
no  napalm  burns.  There  was  a variety  of  medical 
cases,  some  fev’ers  of  unknown  origin,  possibly 
dengue,  but  no  true  malaria  as  I had  seen  in  the 
Philippines  in  World  War  II.  There  was  consider- 
able TB,  some  severe  pneumonias,  malnutrition 
and  occasional  leprosy.  I also  fell  heir  to  the  care 


of  \'C  prisoners  with  a variety  of  chest  infections 
and  broken  limbs.  Many  of  the  patients  on  regu- 
lar wards  probably  were  \'C  and  w’e  treated  them 
w’ith  the  same  care  and  compassion  as  all  others. 
My  large  outpatient  turnover  was  not  unfamiliar 
or  difficult  because  of  mj^  experience  in  industrial 
medicine.  The  m\Tiad  of  psychoneuroses  inter- 
ested me,  particularly  the  hj'perventilation  s\ti- 
drome  with  alkalosis.  The  A’ietnamese  nurses  and 
aides  were  impressed  by  this  type  patient  and 
equally  disturbed  when  we  were  not  overly  con- 
cerned. My  chief  nurse,  a male,  was  very  familiar 
with  the  ills  of  his  patients  and  often  presented  a 
problem,  feeling  that  I should  not  order  certain 
medications  or  x-raj's.  .After  being  firm  with  him, 
he  became  most  cooperative. 

Aly  ward  chief,  a handsome  and  cheerful  \det- 
namese  named  Kiet,  was  my  good  right  hand  who 
tried  his  utmost  to  carry  out  every  order.  Know- 
ing that  I wanted  the  wounds  e.\posed  to  the  air 
as  much  as  possible,  he  even  tried  to  keep  the 
fly  rate  down  with  sticky  fly  paper — managing 
only  to  catch  salamanders.  His  response  and  dili- 
gence was  highly  commendable  and  if  trained  at 
U.  S.  standards  would  make  an  excellent  practical 
nurse. 

On  several  occasions  I replaced  the  .Air  Force 
surgeon,  Capt.  AlacDougal,  treating  fractures  of 
all  extremities,  intestinal  wounds,  shrapnel  and 
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Dr.  DeVito  on  postoperative  ward  at  Phu  Vinh  hospital. 
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Drip  stopped,  Congestion  cleared 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  does  an  outstanding  job  of  helping  to  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered.  /l-H'DOBINS 
DOSAGE;1  Extentab  morning  and  eve-  l\ 

ning.SUPPLIED:Bottlesof  100  and  500. 


Dimetapp 

Extentabs 

Oimetane®  (brompheniramine  maleate),  12  mg  : phenyl- 
ephrine HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg. 


Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 
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aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G,l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


PHARMACEUTICALS  Pasadena,  Calif.  91109 


Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


bladder  injuries,  chest  penetrations  with  pneumo- 
thorax; in  fact,  wounds  of  practically  every  part 
of  the  anatomy.  We  had  some  casualties  allegedly 
resulting  from  B-52  bombings  with  shell  frag- 
ments of  the  cranium  and  spine.  When  Capt. 
MacDougal  left  on  rotation,  I was  called  upon  to 
do  many  of  the  major  procedures  in  addition  to 
some  elective  surgery,  a refreshing  change  from 
the  depressing  repair  of  war  wounds.  I worked 
considerably  with  mortar  wounds  and  many  civil- 
ians wounded  by  land  mines,  grenade  traps,  foot 
mines  and  other  devilish  contraptions  contrived 
by  the  VC. 

The  operating  suite  team,  excellent  by  Viet- 
namese standards,  were  accustomed  to  working 
together  in  disaster  situations.  They  immediately 
started  Ringers  solution  with  a large  needle,  gave 
antitetanus  serum  and  began  antibiotic  therapy, 
cleansing  and  preparing  each  patient  rapidly  for 
surgery,  thus  facilitating  the  faster  movement  of 
patients  and  fuller  utilization  of  the  operating 
suite.  Lack  of  blood  was  our  greatest  problem. 
My  frustration  and  anger  resulted  occasionally  in 
obtaining  several  units  that  I might  not  have 
gotten  otherwise.  At  one  time  we  had  several 
serious  casualties  and  were  able  to  obtain  1 1 units 
with  all  the  hospital  staff  and  MILPHAP  team 
helping.  This  was  a red  letter  day;  that  much 
blood  had  never  been  given  at  one  time  in  the 
history  of  the  hospital. 

Rarely  were  we  called  back  in  the  evening  for 
treatment  of  civilians  but  on  one  or  two  instances 
we  had  as  many  as  ten  to  IS  casualties.  The 
evenings  w'ere  pretty  much  our  own  but  we  did 
not  venture  too  far  from  our  billets  and  only 
then  with  permission  of  the  PSA  and  security 
people.  The  MACV  family  were  most  helpful 
along  these  lines  and  had  plenty  of  chess  and 
card  games  going. 

The  medical  aide  men,  Sgts.  Peter  Forsell  and 
John  Primak,  USAF,  who  assisted  me  mostly  in 
surgery  were  pleasant,  capable  young  men.  I can- 
not praise  too  highly  the  USAID  nurses  for  their 
devotion.  Their  feeling  for  nursing  made  me 
nostalgic  for  the  good  old  days  when  nurses  took 
care  of  sick  people  for  the  joy  of  nursing. 

The  highlight  of  my  trip  was  a MEDCAP 
operation  about  40  to  50  kilometers  from  Phu 
Vinh.  With  security  people  checking  the  roads 
and  area  en  route,  three  nurses  and  I traveled  to 
the  hamlets  in  what  we  learned  was  the  first 
MEDCAP  operation  ever  made  in  Vinh  Binh 
province.  It  was  a privilege  to  communicate  with 


the  people  about  the  purposes  and  cissistance  they 
could  receive  through  US.'MD  and  then  to  ex- 
amine and  administer  to  their  medical  needs  with 
whatever  supplies  and  medications  we  had  on 
hand.  The  impact  of  this  type  operation  was  out- 
standing and  we  felt  a wonderful  exhilaration 
knowing  that  we  had  brought  hope  and  medical 
care  to  the  people  where  they  live,  work  and  rear 
their  children.  In  my  opinion  this  program  and 
the  wonderful  teams  working  with  it  hold  the 
answer  to  eventual  peace  in  this  war- torn  land. 

The  remainder  of  my  tour  at  the  Phu  Vinh 
hospital  continued  with  work  in  surgery,  in  the 
surgical  wards  and  when  time  permitted  assisting 
MILPHAP  doctors  with  medical  problems. 

My  return  trip  was  processed  smoothly  by 
Dr.  Wilson  and  Mr.  Miller,  who  is  an  expert  on 
travel  arrangements,  customs  and  visas,  an  invalu- 
able aid  to  the  program  by  virtue  of  his  knowl- 
edge and  understanding  of  the  city  and  the  peo- 
ple of  South  V'ietnam.  Dr.  Wilson  is  equally  well 
suited  for  the  job  of  director. 

Suggestions 

There  is  no  question  of  the  need  of  the  VPVN 
program  in  helping  the  MILPH.VP  teams  and 
Vietnamese  personnel  in  the  hospitals.  The  volun- 
teer physician  makes  a tremendous  impact  on  the 
civilian  population  by  virtue  of  the  fact  that  he 
has  left  home  and  family  to  administer  to  the 
needs  of  the  Vietnamese  people. 

In  an  effort  to  help  the  VIWN  program,  I 
should  like  to  make  these  suggestions. 

1 . More  publicity  should  be  given  to  the 
program  in  the  lay  press,  such  as  Project  Hope  is 
getting  throughout  the  country  and  world. 

2.  Whenever  possible  allow  the  ARVIN  phy- 
sicians to  care  for  Vietnamese  cadre  in  military 
wards,  thus  enabling  the  VPVN  to  work  more 
with  women,  children  and  other  civilian  victims. 

3.  The  need  for  blood  could  be  easily  over- 
come with  local  cadremen  and  .VRVIN  soldiers 
establishing  and  sustaining  a blood  bank  for  their 
own  people.  There  can  be  some  method  of  preser- 
vation of  blood  or  at  least  keeping  a donor  list 
of  cadremen  and  soldiers. 

4.  The  amputees  should  be  sent,  as  much  as 
possible,  to  the  Cantho  or  Saigon  rehabilitation 
centers  to  learn  how  to  make  prostheses.  With 
USAID  help,  lathes  and  equipment  could  be 
supplied  at  the  provincial  hospital  and  these  men, 
women  and  children  could  be  working  in  shops 
making  their  own  prostheses. 
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5.  A physiotherapy  department  could  be  es- 
tablished in  the  provincial  hospitals,  initially 
staffed  by  USAID  physiotherapists,  working  with 
\'ietnamese  counterparts  on  the  numerous  fracture 
amputees,  bone  and  joint  disorders.  Simple  ther- 
ap3%  passive  exercises  and  even  whirlpool  therapj^, 
instituted  at  local  hospital  level  would  elimi- 
nate sending  patients  by  air  to  Saigon  or  Cantho. 

6.  Efforts  should  be  continued  to  institute 
better  methods  of  cleanliness  and  good  sterile 
techniques  in  the  provincial  hospitals.  Much  had 
been  done  in  Phu  \’inh  hospital  but  the  basic 
elements  of  cleanliness  and  hygiene  are  still  badly 
needed. 

7.  Inservice  training  b\-  USAID  nurses, 
MILPH.\P  administrators  and  personnel  should 
be  continued  and  increased  so  that  local  nurses’ 
aides,  ward  bo\’s  and  orderh-  personnel  may  learn 
more  effectively  to  follow  standard  medical  prac- 
tices which  we  are  hoping  to  indoctrinate  in 
provincial  hospitals. 

The  most  important  ph\'sician-t\pe  in  this 
program  is  the  general  practitioner-surgeon.  Sec- 
ond is  the  pediatrician.  Children  are  the  sickest 
patients  in  the  hospitals  and  their  number  and 
diseases  are  appalling.  The  general  surgeon  is  of 
great  importance  also  and  if  he  does  some  general 
practice  he  is  invaluable  during  quieter  periods. 
-\fter  the  general  surgeon  I would  place  the  oph- 
thalmologist as  e}’e  injuries  and  diseases  are 
rnjTiad. 

Finalh'  after  visiting  the  beautiful  University 
of  Saigon  iSIedical  School  I thought  how  much 
could  be  done  to  coordinate  and  improve  the 
graduates’  hospital  training.  The\’  could  be  sent 
for  a period  to  provincial  hospitals  where  a wealth 
of  clinical  experience  and  top  level  teaching  is 
available.  MILPHAP  doctors,  the  medicine  chief 
and  VP\*X’s  could  provide  unlimited  background 
to  further  the  medical  maturit\-  of  these  fledgling 
doctors. 

Conclusion 

In  summary-,  m\-  experience  in  this  program 
has  been  one  of  the  high  points  of  m\-  entire  life. 
I certainly"  learned  much  and  feel  that  the  \'iet- 
namese  people,  particularly-  the  trained  people, 
have  contributed  a certain  type  of  training  and 
e.xperience  to  round  out  my  oyvn  medical  career. 
In  some  small  measure,  I may-  have  helped  these 
courageous  people  fight  the  battle  for  peace  on 
the  home  front,  at  least  in  the  promotion  of  good 
health  and  corrective  medicine  for  the  future. 

^ Dr.  De\'ito,  Suite  4,  Doctors  Building,  St.  Au- 
gustine 32084. 
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calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  "Calcium:  The  Ubiquitous 
and  Essential  Element”  and  for  samples. 


THE  CARLTON  CORP 


Tenafly,  New  Jersey  07670 


Comments  on  Recommendations  of  Task  Force  on 
Medicaid  and  Related  Programs 


The  Task  Force  on  Medicaid  and  Related 
Programs  has  received  factual  reports  of  health 
care  problems  and  debated  alternative  solutions 
sufficient  to  make  the  existence  of  a major  “Crisis 
in  Health  Care”  abundantly  evident.  Successful 
resolution  will  require  thoughtful  dedication  of  all 
health  resources,  both  public  and  private. 

I concur  with  recommendations  to:  (1)  create 
an  Undersecretary  for  Health  with  line  authority 
over  all  health  care  activities  of  the  Department 
of  Health,  Education  and  Welfare,  (2)  replace 
Medicaid  with  an  insurance  program  supported 
by  general  revenue  tax  as  needed,  and  (3)  in- 
crease efficiency  and  economy  in  providing  and 
using  institutional  care  which  accounts  for  over 
two-thirds  of  the  $64  billion  personal  health  care 
expenditures  this  fiscal  year. 

However,  I do  not  concur  in  the  recommenda- 
tion to  combine  Sections  A and  B of  Title  XVHI 
which  would  combine  financing  of  professional 
medical  services  with  the  costs  of  institutional  care 
in  the  Medicare  program;  and  the  recommenda- 
tion requiring  assignment  as  the  only  method  for 
Medicare  payment.  Also,  I do  not  believe  imple- 
menting professional  utilization  review  by  govern- 


ment employed  teams  would  accomplish  the  ob- 
jectives of  quality  and  economy  in  health  care 
delivery. 

On  the  contrary,  these  three  recommendations 
would  create  a social  security  tax-supported  gov- 
ernment administered  medical  care  system  which 
would  be  a tragedy  for  both  the  patient  and 
taxpayer  and  would  not  resolve  present  health 
care  problems. 

I support  alternative  recommendations  more 
likely  to  achieve  immediate  and  long  range  im- 
provement in  health  care  delivery,  directed  to 
stimulating  the  private  medical  sector  in  the 
development  of  methods  for  effective  peer  utiliza- 
tion review  and  quality  control  of  health  care. 
A well  organized  medical  care  information  system 
for  peer  utilization  review  in  the  private  sector 
would  provide  a means  for  efficient  management 
of  public  and  private  health  insurance  financing 
and  a guide  to  facilitate  the  evolutionary  adapta- 
tion of  medical  care  delivery  responsive  to  com- 
munity needs. 

H.  Phillip  Hampton,  M.D. 

Task  Force  Member 
Tampa 


—The  lowest  priced  tetracycline— nystatin  combination  available— 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
1 44  tablets  in  1 2 rolls. 


ARCH  I.ABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


We  search  the  world  for  truth;  we  cull 
The  good,  the  pure,  the  beautiful. 

From  graven  stone  and  written  scroll. 
And  all  old  flower-fields  of  the  soul; 

And,  weary  seekers  of  the  best, 

We  come  back  laden  from  the  quest. 

To  find  that  all  the  sages  said 
Is  in  the  Book  our  mothers  read. 

— /o/jfi  Greeuleaf  Whittier 


Brief  Summary  of  Prescribing  Information- 
9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred^  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  dkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic  should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin' 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


The  antihypertensive  therai^ 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to«liye-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-live  with  cost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

Salntensiir 

hydroflamethiazide,  50  mg./ reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


Dear  Editor: 

I was  dismayed  to  read  in  the  July  issue  of 
the  Journal  that  the  House  of  Delegates  had 
approved,  without  a dissenting  voice,  Resolution 
70-32,  condemning  the  government  of  North  Viet 
Nam  for  its  treatment  of  prisoners  of  w'ar.  This, 
with  the  final  resolution  of  the  House  unani- 
mously approving  the  present  administrations 
policy  in  South  East  Asia,  is  a belated  medi- 
cal “Gulf  of  Tonkin”  type  action  which 
hasn’t  even  the  rationalization  of  learning  from 
history;  to  avoid  repeating  mistakes!  To  add  to 
the  embarrassment  of  such  support  for  the  war 
in  South  East  Asia  there  is  today’s  news  of  the 
treatment  of  prisoners  by  the  South  \’iet  govern- 
ment, which  though  known  to  be  brutal,  cruel 
and  inhuman  by  the  U.  S.  officials  in  Saigon  for 
years,  was  even  attempted  to  be  suppressed  by 
almost  all  members  of  a congressional  committee 
- in  order  to  do  what?  Sanctify  the  present  and 
all  past  regimes  of  South  Viet  Nam?  Because  of 
our  parentage?  Or  because  without  such  sponsor- 
ship they  would  never  have  come  into  being,  or 
been  quickly  removed  if  somehow  they  had  gained 
ascendancy? 

Perhaps  an  old  principle  of  justice  should 
have  been  blazoned  to  our  House  of  Delegates, 
pertinently,  “To  seek  equity,  one  must  enter  with 
equity!”  The  first  part  of  the  Resolution  70-32 
states  “That  since  North  Viet  Nam  has  failed  to 
meet  her  agreement  to  the  Geneva  convention  in 
regard  to  these  prisoners  . . With  that  statement 
let  us  refer  to  the  Geneva  which  should  bind, 
namely,  the  Geneva  Conference  of  1954,  consisting 
of  nine  governments,  of  which  the  U.  S.  was  a 
part. 

There  were  two  agreements — the  final  Geneva 
.Accords,  and  the  Geneva  Armistice  Agreement  for 
the  Cessation  of  Hostilities.  This  latter  was  es- 
sentially a military  truce  between  Ho  Chi  Minh’s 
government  and  the  French  military  command. 
The  puppet  Bao  Dai  government,  and  all  succeed- 
ing South  Viet  Namese  governments  have  been 
of  the  same  political  test  tube,  now  of  American 


manufacture,  acted  as  the  powerless  agent  of  the 
French  military  administration.  The  military 
demarcation  line  was  accepted  by  Ho  Chi  Minh’s 
government  as  provisional  and  not  a political  or 
territorial  boundary.  This  was  reluctantly  ac- 
cepted though  Ho  Chi  Minh’s  government  con- 
trolled three-quarters  of  V’iet  Nam  and  the 
boundary  line  gave  it  less  than  half  of  the 
territory.  This  temporary  loss  was  also  accepted 
because  of  the  promise  that  within  two  years 
national  elections  would  be  held  to  unify  the 
country. 

In  less  than  a year  after  the  Geneva  Confer- 
ence France  pulled  out  without  honoring  its  obli- 
gations concerning  the  elections,  alleging  U.  S. 
pressure. 

The  U.  S.  had  not  been  a party  to  the  military 
truce.  Obviously  it  was  not  in  the  war.  Neither 
had  it  assented  to  the  Geneva  declaration.  But 
even  before  French  withdrawal  it  had  begun  to 
support  Bao  Dai  and  then  Prime  Minister  Ngo 
Dinh  Diem,  appointed  two  weeks  before  the 
Geneva  Conference  concluded.  With  Diem’s 
failure  to  stifle  the  aspirations  of  the  South  Viet 
Namese,  his  demise  w’as  inevitable — and  C.I.A. 
embalming  more  than  suspected.  The  coup  d’etat 
of  General  Nguyen  Khanh,  and  the  present 
Thieu-Ky  regime  can  only  exist  by  U.  S.  military 
aid — which  germinated  from  a limited,  qualified 
pledge  of  economic  support  by  President  Eisen- 
how'er. 

Then,  Florida  Medical  .Association,  in  view-  of 
this  brief  history  of  our  military  involvement,  now- 
in  Cambodia  and  Laos  as  well,  who  has  done 
what  to  whom?  Who  has  been  napalmed,  bombed, 
defoliated?  Whose  families  decimated?  Who  shot 
at  if  they  run  and  do  not  stand  still?  Whose 
inhumanity  is  being  criticized? 

Do  we  “Cry  Shame!”  as  doctors — against  the 
crimes  of  our  own  country?  Or  shall  w-e  parade 
patriotism  as  a cover  for  humanism? 

Harry  E.  Beller,  M.D. 

Miami 
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Dear  Editor; 


The  covers  of  the  Florida  Medical  Association 
Journal  have  been  most  unusual. 

I am  very  regretful  that  I have  not  saved  them 
during  the  year  because  I would  like  very  much 
to  create  a display  in  my  office  of  these  truly  out- 
standing artistic  covers. 

If  it  would  be  possible  to  obtain  some  of  them 
for  this  purpose  I would  be  most  grateful.  This 
sort  of  a display  might  also  be  a good  idea  for  one 
of  the  offices  of  the  medical  association. 

Henry  G.  Ring,  M.D. 

Miami 


Dear  Editor; 

I just  read  the  August  edition  of  the  Journal 
and  have  to  tell  you  it  is  great. 

I have  long  been  interested  in  medical  history 
and  thoroughly  enjoyed  this  great  edition. 

Would  it  be  possible  to  obtain  copies  of  the 
previous  issues  dealing  with  history?  If  so,  I 
would  like  to  have  them. 

Walter  E.  Campbell,  IM.D. 

Fort  Lauderdale 


HE'S  READY 


HIRE  THE 

HANDICAPPED  VETERAN 


If  language  is  not  correct. 

Then  what  is  said  is  not  w'hat  is  meant; 

If  what  is  said  is  not  what  is  meant. 

Then  what  ought  to  be  done  remains  undone. 

Co?tfucius 


hand  • i • capped 

(han'de  kapt'),  adj. 
l.ahle  2.dependable 
3.  energetic  4.eager 
workers 


HIRE 
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relieved  witli 

MEASURIN  q.  8h.  dosage 


Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write; 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


$REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Me/^urin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


TUCKER  HOSPITAL  INC. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,  M.D. 

Catherine  1'.  Ray,  M.D. 


Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  wdth  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 
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Anderson  Surgical  Supply  Co. 

Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  O.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 


Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


WHATEVER  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


uraica 

SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


P.  L.  DODGE  MEMORIAL  HOSPITAL 

M.  G.  Isaacson,  M.D. 

Medical  Director 
1861  N.W.  South  River  Drive 
Miami,  Florida 
Phone  642-3555 

A nonprofit-voluntary  hospital  for  the  treat- 
ment of  nervous  and  mental  disorders  and  the 
problems  of  drug  addiction  and  alcoholic  habit- 
uation. Modern  diagnostic  and  treatment  proce- 
dures including — Psychotherapy.  Insulin  & Elec- 
troshock. when  indicated.  Adequate  facilities  for 
recreation  and  out-door  activities.  Admissions 
are  made  without  regard  to  race,  color  or  na- 
tional origin. 

Int'-rmation  on  request 

Member  NAPPH.  American  Psychiatric  Assn..  & 
American  Hospital  Assn. 

Accredited  by  JCAH 


; 
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Yes,  KolantyF. 

Kolantyl  Gel/ Wafers  contain 
antacids,  and  Bentyl®  (dicyclomine 
hydrochloride)  too. 


(■ ^ The  Wm,  S.  Merrell  Company 

Merrell  J Division  of  Richardson-Merrell  Inc. 
''  Cincinnati,  Ohio  45215 


0-?102  (1832) 


...with  episodes  of  vertigo, 
headache,  confusion,  sensory  loss, 
slurred  speech,  consider 


\A\sodilan 

SOXSUPRINE  HC 


to  help  relieve  symptoms  by 
preventing  vasospasm  and 
increasing  cerebral  blood  flow 


New  20  mg.  strength  now  available:  Vasodllan  20  mg.  tablets  (or  greater  dosage 
simplicity  and  convenience.  Recommended  Initial  dose:  one  20  mg.  tablet  q.I.d. 


^ough  not  all  clinicians  agree  on  the  value  of  vasodilators  In  vascular  disease,’  several  investigators^'*  have  reported  favorably  on  the  effects  of 
Ksuprine  on  cerebral  blood  flow.  Effects  have  been  demonstrated  both  by  objective  measurement*'*  and  observation  of  clinicai  improvement.*'* 


ications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger’s  disease), 
maud's  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic), 
mposition:  VASODIlaN  tablets,  isoxsuprine  hydrochloride  10  mg.  and  20  mg.  Dosage:  Oral  — 10  to  20  mg.  t.i.d.  or  q.I.d.  Contraindications 
1 Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
eding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
. or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not 
ommended.  Complete  details  available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Fazekas, 

L;  Alman,  R.  W.;  Ticktin,  H.  E.;  Ehrmantraut,  W.  R.,  and  Savarese,  0.  J.:  Angiology  75;No.  2 (Feb.)  1964.  (2)  Horton, 

E.,  and  Johnson,  P.  C.,  Jr.;  Angiology  75:70-74  (Feb.)  1964.  (3)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192 
ne)  1960.  (4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.;  Curr.  Ther.  Res.  4:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology 

82-87  (Feb.)  1964.  ® 1970  MEAD  JOHNSON  ft  COMPANY 


MeadJiliTiMni 

UABORATORi  ES 


EVANSVILLE.  INDIANA  47721  75970 


Consult  an 
architect! 


Need  an 
office  wing? 


Need  an 
extension? 


Call  the 

phone  company! 


YOUR  GUILD  OPTICIAN! 


Sjtccializcil  services  deiiiaiul  specialized 
knowledfie.  Thai’s  why  an  architect  is  eon- 
sidted  wlieii  you  want  the  construction  vou 
contemplate  to  he  properly  planned.  It’s 
why  you  call  the  phone  company  when  vou 
Mant  your  tclcplionc  service  extended  or 
.revised  . . . and  it’s  why  you  should  call  on 
your  Guild  Optician  for  optical  services  of 
any  kind. 

It’s  not  just  by  accident  that  the  Guild 
Optician  is  an  expert.  His  qualifications  are 
ha.«cd  on  knowledge  and  experience,  his 
will  to  serve  the  doctor,  his  ahilitv  to 


handle  not  only  the  routine  problems  of 
after-service  for  your  j>atients,  l)Ut  also  the 
unusual. 

hen  you  write  a j)rescription,  above  all 
you  expect  to  have  that  Rx  properly  filled 
so  the  patient  obtains  the  full  benefit  of 
your  professional  services.  Tou  also  expect 
to  have  your  j)atient  receive  after-service 
for  the  life  of  his  glasses.  That’s  why  it’s 
wise  to  call  on  an  expert  — your  Guild 
Optician.  Guild  of  Prescription  Opticians 
of  Florida. 


USING  GUILD  SKILLS  AND  EXPERIENCE  TO  SERVE  YOUR  PATIENTS 


r 


Organization 


Indian  River  County  Medical  Society  Honors  Dr.  E.  B.  Hardee  Sr. 


Dr.  Hardee  of  Vero  Beach  has  retired  after 
actively  practicing  general  medicine  in  Indian 
River  County  for  44  years.  Many  Florida  physi- 
cians granted  their  state  licenses  during  the  period 
1952-1968  will  remember  Dr.  Hardee  as  a member 
of  the  Board  of  Medical  Examiners.  He  served  as 
president  in  1956.  Those  attending  annual  meet- 
ings of  the  Florida  Medical  Association  will  recall 
the  warmth  of  his  personality  and  the  graciousness 
of  his  remarks  in  the  House  of  Delegates  sessions. 
He  was  V^ice  President  of  the  Association  in  1945. 

The  dinner  meeting  of  the  Indian  River  Coun- 
ty Medical  Society  on  June  26  in  Vero  Beach  of- 
fered an  opportunity  for  Dr.  Hardee’s  colleagues, 
relatives  and  friends  to  reminisce  about  their  ex- 
periences which  had  involved  him.  Former  Sena- 
tor Merrill  P.  Barber,  also  a patient,  recalled  that 
in  the  early  days  of  Dr.  Hardee’s  practice  he  had 
to  be  a specialist  in  all  fields,  and  Dr.  J.  C. 
Robertson  of  Vero  Beach  added  his  recollections 
as  a friend  who  had  practiced  medicine  with  Dr. 
Hardee  for  many  years.  Dr.  David  Tingle,  presi- 
dent of  the  society,  introduced  the  visitors  and 
presented  Dr.  James  F.  Cooney  of  West  Palm 
Beach  who  represented  the  Florida  Medical  Asso- 
ciation. 


Dr.  Hardee  could  not  attend  the  dinner  due  to 
an  illness  which  has  confined  him  to  his  home,  814 
Royal  Palm  Place  in  \’ero  Beach.  Mrs.  Hardee 
and  his  younger  son,  Wellford,  received  the  plaque 
of  appreciation  from  the  society  which  he  served 
as  president  in  1956.  The  other  son.  Dr.  E.  B. 
Hardee  Jr.,  a member  of  the  society  and  Florida 
Medical  Association,  is  in  Germany  serving  as  a 
lieutenant  colonel  in  the  Army  Medical  Corps. 

A portrait  of  Dr.  Hardee  was  presented  to 
Robert  Jackson,  chairman  of  the  Indian  River 
Memorial  Hospital  board  of  directors,  and  Robert 
Meadows,  administrator,  for  display  in  the  hos- 
pital’s lobby.  Dr.  Hardee  is  a former  chief  of  staff. 

In  addition  to  duties  with  the  State  Board  of 
Medical  Examiners,  Dr.  Hardee  served  as  a mem- 
ber of  the  executive  committee  of  the  National 
Board  of  Medical  Examiners  from  1957  to  1960 
and  as  a member  of  the  Federation  of  State 
Boards  of  Medical  Examiners  from  1952  to  1960. 
He  is  a Fellow  of  the  American  Geriatrics  Society 
and  a past  president  of  the  Florida  East  Coast 
Medical  Association.  His  professional,  civic  and 
religious  interests  extend  into  many  other  orga- 
nizations. 
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Classified 


physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  J CAH  hospital.  Write  or  call  collect  R.  C. 
Thompson,  Bartow  Memorial  Hospital,  Bartow,  Fla. 


GENE1L\L  PRACTITIONER  WANTED:  For 

private  practice,  pleasant  surroundings  in  J acksonville 
area.  Seventy-five  bed  county  hospital  adjacent  to 
modern  office  building  with  two  colleagues.  Write 
C-842,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


GENERAL  PRACTITIONER  W.\NTED:  For  a 
small  group  located  in  north  central  Florida,  .\bun- 
dance  of  recreational  opportunities  nearby.  Clinic 
affiliated  with  a modern  58  bed  JC.\H  hospital  and 
a 19  bed  ECF  with  immediate  and  long-range  expan- 
sion plans.  No  investment  required.  Must  have  a 
Florida  license.  Write  P.  O.  Box  587,  Lake  City, 
Florida  32055. 


GENERAL  PRACTITIONER:  Fort  Lauderdale- 

Plantation  needs  energetic  physician  to  share  a busy 
practice.  525,000  salary  plus  bonus  first  year.  Partner- 
ship second  year.  Write  C-953,  P.  O.  Box  2411,  Jack- 
sonville, Florida  32203. 


W.\NTED:  GP  as  third  man  in  partnership.  Gen- 

eral practice  including  some  Ob.  Boynton  Beach  area, 
lower  East  coast.  Phone  (305)  732-2701. 


Specialists 


INTERNIST  WANTED:  For  private  practice 

netting  $24,000  yearly.  Pleasant  surroundings  in  Jack- 
sonville area.  Seventy-five  bed  county  hospital  ad- 
jacent to  modern  office  building  with  two  colleagues. 
Write  C-871,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


INTERNIST  WANTED:  Will  consider  internist- 

partner,  well-established  practice,  C.  W Bush,  M.D., 
F.\CS,  4337  Seagrape  Drive,  Lauderdale-by-the-Sea, 
Fla.  33308. 


GASTROENTEROLOGIST  WANTED:  Excellent 
starting  sa!ar>-  with  early  partnership.  Ideal  office  and 
hospiial  facilities.  Write  J.  J.  Traitz,  M.D.,  1160  Kane 
Concourse,  Bay  Harbor  Island,  Miami  Beach,  Florida 
33154,  phone  866-0333. 


PSYCHIATRIST  W.\NTED:  Florida  east  coast 

opportunity  for  psychiatrist  with  Florida  license  as 
medical  director  for  private  OPD  clinics.  Includes  in- 
dividual and  group  therapy,  ad,  chemotherapy,  teach- 
ing devel.  comm.  M.H.,  Eclectic  and  jjsychoannal. 
Forty  hour  week,  salaiy  open,  low  pressure  working 
conditions,  yet  challenging.  Send  full  curriculum  vitae 
to  C-955,  P.O.  Box  2411,  Jackson\-ille,  Fla.  32203. 

INTERNAL  MEDICINE  PHYSICIAN  needed  in 
27-man  multispecialty  group  located  Florida  Gulf 
coast.  Progressive,  rapidly  growing  community  with  ' 
abundance  of  recreational  and  cultural  opportunities. 
Clinic  affiliated  with  200-bed  accredited  hospital  with  - 
immediate  and  long  range  expansion  plans.  No  in- 
vestment required.  Contact  D.  M.  Schroder,  Ad- 
ministrator, Mease  Hospital  and  Clinic,  Dunedin,  ‘ 
Fla.  33528.  t 


GENERAL  SURGEON:  Board  certified  or  board 
qualified  for  long  esiaOtished  muiUspeciaiiy  g.oup. 
Must  have  Florida  license  and  completed  military 
obligation.  Contact  John  F.  Kerwick,  M.D.,  The  [ 
Hollywood  Clinic,  P.  0.  Box  2308,  Hollywood,  Fla.  ■ 
33022.  Phone  (305)  923-4646. 

I 

OBSTETRICI.\N  - GYNECOLOGIST  needed  by  ! 
two  associates  interested  in  having  a third  board  quali-  | 
fied  physician  join  them  in  practice  in  the  Palm  Beach  I 
county  area.  Florida  license  required.  Military  obliga-  ■ 
tions  completed.  Contact  Mr.  Kwart,  9999  N.E.  Sec- 
ond venue,  Miami  Shores,  Fla.  33138. 


WANTED:  Pediatrician.  Part  or  full  time,  general 

pediatrics  and  subspecialty,  interesting  practice,  good 
hours,  tax-free  benefits,  good  starting  salaiy’  with 
rapid  advancement.  Contact  Burton  Feinerman,  M.D., 
1850  N.  W.  183rd  St.,  Miami,  Florida  33054.  Phone 
(305)  624-1446. 


W.\NTED:  Internist  or  General  Practitioner. 

Walk  into  unusual  opportunity  for  immediate  high  | 
income  with  an  interesting  practice.  Contact  Burton 
Feinerman,  M.D.,  1850  N.  W.  183rd  St.,  Miami,  Flor-  1 
ida  33054.  Phone  (305)  624-1446. 


Miscellaneous 


PHYSICAL  MEDICINE  .\ND  REHABILIT.V 
TION  THREE  YEAR  .\PPROVED  RESIDENCY; 
Comprehensive  P.  M.  & R.  services  include  inpatient 
clinics,  electrodiagnosis  and  adult  and  children  ser\-ices.  i 
Research  facilities  available.  Residency  programs  in- 
clude regular,  SRS,  V.  A.  Career.  Foreign  graduates  ; 
must  be  E.C.F.M.G.  certified.  Salaiy  56^300-515,812,  ] 

depending  on  experience  and  qualifications.  For 
further  details  contact:  John  M.  Miller  III,  M.D.,  ] 

Professor  and  Chairman,  Department  of  Physical 
Medicine  and  Rehabilitation,  University  of  .\labama 
Medical  Center,  Birmingham,  .-Mabama  35233. 
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EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  pediatrician,  ENT,  and 

dermatologist.  Write  C-901,  P.O.  Box  2411,  Jackson- 
ville, Fla.  32203. 


IMMEDIATE  OPENING:  Emergency  room  phy- 

sician for  St.  .Anthony’s  Hospital,  St.  Petersburg.  Day 
and  night  hours  required.  $25,000  minimal.  Contact 
H.  W.  Brown,  M.D.,  ER  Director,  601-12th  Street  N., 
St.  Petersburg  33713. 


WANTED:  Physician  to  do  general  practice  and 

internal  medicine  in  fast-growing  community  to  join 
corporate  group  with  profit-sharing  and  pension  fund. 
Adequate  office  space  with  future  multispecialty  group. 
Have  60-bed  JCAH  hospital.  Minimum  salary  $24,000. 
Salary  negotiable.  Must  have  Florida  license.  Contact 
John  M.  Canakaris,  M.D.,  Box  727,  Bunnell,  Fla. 
32010.  Phone  (904)  437-3354. 


WANTED:  General  practitioner,  internist  and 

ophthalmologist  for  clinic  in  Miami  Beach.  Equal 
partnership,  tremendous  opportunity.  Contact  Mrs. 
Creech  at  531-3336. 


WANTED  IMMEDIATELY : Private  emergency 

room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 


ADDITIONAL  PHYSICIANS  NEEDED:  For  as- 
sociation, group  or  solo  practice.  Fields  of  practice 
in  short  supply:  GP,  allergy,  dermatology,  geriatrics, 
internal  medicine,  obstetrics  and  pathology.  Two  hos- 
pitals in  county  of  rapid  growth.  Contact  Carl  N. 
Reilly,  M.D.,  304  Nesbit  St.,  Punta  Gorda  33950. 
Phone  (813)639-1758. 


PHYSICI.\NS  NEEDED:  Tallahassee,  Leon  County, 
Northwest.  General  practitioners,  internists  and  pedia- 
tricians in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 


EMERGENCY  SERVICE  PHYSICIANS:  Phy- 

sicians to  supplement  existing  fee  for  service  practice 
in  modern  expanding  450  bed  hospital  on  Florida’s 
Miracle  Strip.  Florida  license  required.  Excellent  op- 
portunity to  reduce  your  hours  of  work  and  maintain 
standard  of  living.  Write  Assistant  .Administrator,  Bap- 
tist Hospital,  Pensacola,  Florida  32501. 


INDUSTRIAL:  We  are  in  need  of  a physician. 

Salary  open;  corporate  benefits  and  partnership  antici- 
pated. Practice  is  strictly  industrial — examinations  and 
Workmen’s  Compensation.  Write  The  Mitchell  Clinic, 
P..A.,  Doctors  Building,  241  W.  .Ashlev  St.,  Jackson- 
ville, Fla.  32202. 


PHYSICI.AN  W.ANTED:  Full  time  position  in 

occupational  medicine  as  director  of  medical  services 
for  large  industrial  plant  in  central  Florida.  Experi- 
ence in  industrial  medicine  is  not  essential.  Florida  li- 
cense required.  Excellent  benefit  program.  Kindly 
submit  resume  to  Industrial  Relations  Manager,  Ameri- 
can Cyanamid  Company,  Bradley,  Florida  33835.  .An 
Equal  Opportunity  Employer. 


situations  wanted 

P.ATHOLOGIST:  Florida  licensed,  native  U.  S., 
age  40,  excellent  qualifications  and  experience  as  labo- 
ratory director,  board  certified  clinical  and  anatomic 
pathology.  Desires  Florida  location  to  continue  active 
career.  Write  C-9S4,  P.  O.  Box  2411,  Jacksonville, 
Florida  32203. 


practices  available 

FOR  S.ALE:  Well  established  internal  medicine 

practice  and  office  building  in  excellent  location  in 
North  Miami.  Facilities  adequate  for  one  or  more 
physicians.  Write  11015  N.E.  8th  Ct.,  Miami,  Fla. 
33161. 

INTERN.AL  MEDICINE,  unopposed,  Jacksonville 
Beach.  Good  hospital.  Purchase  office  building,  assume 
practice  without  charge.  George  T.  Tully,  M.D.,  1927 
.North  Third  St.,  Jacksonville  Beach,  Fla.  32050. 


real  estate 

SPACE  AVAILABLE:  Over  725  sq.  ft.  in  estab- 

lished medical  building  in  fast  growing  north  Tampa 
area  within  Temple  Terrace.  .Adjacent  to  University 
of  South  Florida  and  medical  complex  including  new 
University  Hospital.  Space  available  for  specialists, 
especially  ophthalmologist,  ENT  or  psychiatrist.  Keck, 
Inc.,  P.O.  Box  1375,  Tampa,  Fla.  33601  or  phone 
(813)833-9961. 

FINEST  PRESTIGE  LOCATION  LN  FLORIDA: 
You  design  your  office  in  this  beautiful  new  three 
building  complex  for  professionals  only,  i.e.,  physi- 
cians, dentists,  attorneys.  Prime  location  near  resi- 
dential areas.  200  apartment-complex  and  Florida  At- 
lantic University  to  the  north.  .Apartment-complex  of 
464  units  being  completed  one  block  east.  On  same 
property  with  new  119-bed  convalescent  hospital,  and 
across  the  street  from  new  nine  floor  450-bed  hospital. 
Owner  provides  utilities,  cleaning,  and  a liberal  allow- 
ance for  completion  of  your  offices.  Palm  Beach  coun- 
ty is  one  of  the  nation’s  fastest  growing  and  Boca 
Raton  is  a beautiful  community  of  above  average 
wealth.  Boca  Raton  Medical  Center,  745  Meadows 
Road,  Boca  Raton,  Florida  33432.  Call  (305) 
391-5200. 

FOR  S.ALE:  Custom  home  for  discriminating 

owner.  Call  Tampa  988-3345. 

EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 
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Florida  Medical  Association 
Officers,  Councils  and  Committees 

1970  - 1971 


OFFICERS 

JAMES  T.  COOK,  M.D.,  President  Marianna 

FLOYD  K.  HURT,  M.D.,  President-Elect  Jacksonville 
RICHARD  C.  DEVER,  M.D.,  Vice  President  Miami 
CHARLES  K.  DOXEGAX,  M.D., 

Speaker  of  House  St.  Petersburg 

FRAXKLIX  J.  EVAXS,  M.D., 

Vice  Speaker  Coral  Gables 

JAMES  \V.  WALKER,  M.D., 

Secretars'-Treasurer  Jacksonville 

HEXRV  j'  BABERS  JR.,  M.D., 

Immed.  Past  President  Gainesville 

EXECUTIVE  VICE  PRESIDENT 

\\.  HAROLD  PARHAM  Jacksonville 

BOARD  OF  GOVERNORS 

JAMES  T.  COOK,  M.D., 

*Chm.,  Ex  Oflicio  Gainesville 

FLOYD  K.  HURT,  M.D.,  *( President-Elect) 

Ex  Officio  Jacksonville 

RICHARD  C.  DEVER,  M.D.,  (Vice  President) 

Ex  Officio  Miami 

CHARLES  K.  DOXEGAX,  M.D.,  (Speaker  of 

House)  Ex  Officio  St.  Petersburg 

JAMES  W.  WALKER,  M.D.,  * (Secretary-Treasurer) 

Ex  Officio Jacksonville 

JACK  Q.  CLEVELAXD,  M.D.,  *§PP-7l  Coral  Gables 

HEXRV  J.  BABERS  JR.,  M.D.,  *PP-72  Gainesville 

JOSEPH  G.  M.\TTHEWS,  M.D.,  AL-71  Orlando 

WILLIAM  M.  C.  WILHOIT,  M.D.,  A-74  Pensacola 

WILLIAM  J.  DEAX,  M.D.,  B-71  St.  Petersburg 

JAMES  F.  COOXEY,  M.D.,  C-73  West  Palm  Beach 
RICHARD  M.  FLEMIXG,  M.D.,  D-72  Miami  Beach 
FRAXCIS  T.  HOLL.\XD,  M.D., 

AMA  Delegate-71  Tallahassee 

EUGEXE  G.  PEEK  JR.,  M.D.,  SBH-71  Ocala 

*Executive  Committee 
^Public  Relations  Officer 
Siibcom  mitteis: 

Allied  Health  Personnel  Licensure 

JAMES  \V.  WALKER.  M.D.,  Chm Jacksonville 

JAMES  W.  GLOWER  JR.,  M.D Daytona  Beach 

V’ERNON  B.  ASTLER,  M.D Boynton  Beach 

WILSON  T.  SOWDER.  M.D Jacksonville 

SORRELL  L.  WOLFSON,  M.D Tampa 

W.  DEAN  WARREN,  M.D Miami 

fnter-American  Relations 

WILLIAM  P.  CLARKE,  M.D.,  Chm Jacksonville 

Ouackery 

' MILLARD  P.  QUILLIAN,  M.D..  Chm Bradenton 

Penomous  Snake  Bite 

NEWTON  C.  McCOLLOl'CH,  M.D..  Chm Orlando 

IPorkmen's  Compensation 

JOSEPH  G.  MATTHEWS,  M.D.,  Chm Orlando 

W.  DEAN  STEWARD.  M.D Orlando 

HENRY  J.  BABERS  JR.,  M.D Gainesville 

ROBERT  E.  ZELLNER.  M.D Orlando 

SAMUEL  M.  DAY.  M.D Jacksonville 


COUNCIL  ON  ALLIED  PROFESSIONS 
AND  VOCATIONS 


WILLIAM  J.  HUTCHISON,  M.D..  Chm Tallahassee 

ALLIED  HEALTH  PROFESSIONS 

JOSEPH  A.  EZZO,  M.D..  Chm.  (Dietetics)  ...St.  Petersburq 
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DENTISTRY 

MAURICE  J.  JURKIEWICZ,  M.D.,  Chm Gainesville 

BERNARD  L.  KAYE,  M.D Jacksonville 

JAMES  G.  ROBERTSON,  M.D Miami 

WILLIAM  M.  DOUGLAS,  M.D Orlando 

ARGIN  A.  BOGGUS,  M.D Tavares 

LAW 

HILBERT  A.  P.  LEININGER,  M.D.  Chm Coral  Gables 

MEDICAL  ASSISTANTS 

,T.\MES  M.  STEM.  M.D.,  Chm Clearwater 

MEDICAL  TECHNOLOGISTS 

MILLARD  B.  WHITE,  M.D.,  Chm Sarasota 

OPTICIANS 

THOMAS  S.  EDWARDS,  M.D.,  Chm Jacksonville 

NURSING 

CH.^RLES  H.  GILL1L.\ND,  M.D.,  Chm Gainesville 

JOHN  M.  BUTCHER,  M.D Sarasota 

JAMES  J.  HUTSON,  M.D Mtami 

ALFRED  HURWITZ,  M.D Miami  Beach 

J.-\MES  J.  DeVITO,  M.D St.  Augustine 

PHARMACY 

BEN  C.  STOREY,  M.D.,  Chm Titusville 

PHYSICAL  THERAPY  AND  REHABILITATION 

ARTHUR  J.  PASACH,  M.D.,  Chm Tampa 

LOUIS  J.  NOVAK,  M.D Hollywood 

PEDRO  ARROYO  JR..  M.D Miami 

CHARLES  F.  S.MITH  JR.,  M.D Pensacola 

PODIATRY 

JOSEPH  C.  FLYNN,  M.D.,  Chm Orlando 

ALBERT  A.  WILSON.  M.D Tampa 

CLAUDE  D.  HOLMES  TR.,  M.D Miami 

CHARLES  A.  MEAD  JR.’,  M.D Jacksonville 

GILBERT  A.  MARTIN,  .M.D Daytona  Beach 

RADIOLOGIC  AND  NUCLEAR 
MEDICINE  TECHNOLOGISTS 

-M.\LCOLM  S.  VAN  DeWATER,  M.D.,  Chm.  IPest  Palm  Beach 

MEDICINE  AND  RELIGION 

SA.MUEL  F.  SMITH  JR.,  -M.D.,  Chm Tampa 

BARBARA  C.  CARLTON,  .M.D Wauchula 

WILLIAM  .\.  VAN  NORTWICK,  .M.D Jacksomille 

CURTIS  D.  BENTON  JR.,  M.D Ft.  Lauderdale 

ALBERT  C.  JASLOW,  .M.D South  Miami 

VETERINARY  MEDICINE 

HIRAM  C.  POLK  JR.,  M.D.,  Chm Miami 

TOHN  H.  PARKER  JR..  .M.D Perry 

DAVID  K.  DAVIS.  M.D St.  Petersburg 

GEORGE  W.  K.AREL.'XS,  M.D Newberry 


JOHN  J.  CHELEDE.N.  M.D.,  Chm Daytona  Beach 

ARCHIVES 

WILLIAM  M.  STRAIGHT,  M.D.,  Chm.,  D-74  Miami 

J.  RAYMOND  GRAVES.  M.D.,  AL-71  Miami 

W.  WARDLAW  JONES,  M.D.,  B-73  Dade  City 

MARGARET  PALMER,  M.D..  .V71  Ocala 

HUGH  WEST,  M.D.,  C-72  DeLand 
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GRIEVANCE 


GOVERNMENT  PROGRAMS 


H,  PHILLIP  HAMPTON,  M.D.,  Chm Tampa 

GEORGE  S.  PALMER,  M.D Tallahassee 

W.  DEAN  STEWARD,  M.D Orlando 

TACK  Q.  CLEVELAND,  M.D Coral  Gables 

HENRY  J.  BABERS  JR.,  M.D Gainesville 


MEDICAL  LICENSURE 

].  CHAMPNEYS  TAYLOR,  M.D.,  Chm Jacksonville 

CARL  C.  MENDOZA,  M.D Jacksonville 

TAYLOR  H.  KIRBY  JR.,  M.D.,  AL-71  Gainesville 


MEMBERSHIP  AND  DISCIPLINE 

District  1— WILLIAM  C.  ROBERTS,  M.D.,  71  ..Panama  City 

EARL  G.  WOLF.  M.D.,  73  Pensacola 

JAMES  T.  COOK,  M.D.,  72  Marianna 

District  2— ALFRED  L.  LEWIS  JR.,  M.D.,  72  ..Tallahassee 
CHARLES  E.  BARRINEAU,  M.D.,  71  . .Palatka 

LOUIS  G.  LANDRUM,  M.D.,  73  Lake  City 

J.  MAXEY  DELL  JR.,  M.D.,  74  Gainesville 

District  3— HUGH  A.  CARITHERS,  M.D.,  71  ..Jacksonville 

JOHN  A.  RUSH  JR.,  M.D.,  72  Jacksonville 

LESLIE  R.  ADAMS,  M.D.,  73  Jacksonville 

SAMUEL  J.  ALFORD  JR.,  M.D.,  74  Jacksonville 

1 District  4— KARL  T.  HUMES,  M.D.,  72  Bushnell 

CARROLL  M.  CROUCH,  M.D.,  71  Daytona  Beach 
WILLIAM  W.  O’CONNELL,  M.D.,  73 

St.  Augustine 

EDWIN  H.  UPDIKE  II,  M.D.,  74  Ocala 

District  5— FRANK  C.  BONE,  M.D.,  71  Orlando 

LEE  ROGERS,  M.D.,  73  Rockledge 

TRUETT  H.  FRAZIER,  M.D.,  72  Orlando 

THEODORE  J.  KAMINSKI, 

M.D.  74  Melbourne 

District  6— ERNEST  R.  BOURKARD,  M.D.,  72  Tampa 

HENRY  L.  WRIGHT,  M.D.,  73  Tampa 

LINUS  W.  HEWIT,  M.D.,  71  Tampa 

JAMES  M.  INGRAM,  M.D.,  74  Tampa 

District  7— GORDON  H.  McSWAIN,  M.D.,  71  Arcadia 

JOHN  M.  BUTCHER,  M.D.,  72  Sarasota 

WOODS  A.  HOWARD,  M.D.,  73  Lakeland 

H.  QUILLIAN  JONES  SR.,  74  Ft.  Myers 

District  8— JACK  A.  MaCRIS,  M.D.,  73  St.  Petersburg 

ROWLAND  E.  WOOD,  M.D.,  72  St.  Petersburg 
JOHN  P.  FERRELL,  M.D.,  71  ...St.  Petersburg 
RICHARD  REESER  JR.,  M.D.,  74  St.  Petersburg 
District  9 — MYRL  SPIVEY,  M.D.,  71  ....West  P.alm  Beach 

MARTIN  G.  GOULD,  M.D.,  72  Ft.  Pierce 

JOHN  S.  STEWART,  M.D.,  73  Naples 

CHARLES  M.  HARRIS  JR.,  M.D.,  74 

West  Palm  Beach 

District  10 — MILES  T-  BIELEK.  M.D.,  71  Ft.  Lauderdale 

ROBERT  J.  BRENNAN,  M.D.,  73  Ft.  Lauderdale 
RUSSELL  B.  CARSON,  M.D.,  72  Ft.  I.auderdale 

HENRY  D.  PERRY,  M.D.,  74  Hollywood 

District  11— NELSON  ZIVITZ,  M.D.,  72,  Chm.  Miami  Beach 

HAROLD  RAND,  M.D.,  71  Miami 

RICHARD  C.  DEVER,  M.D.,  73  Miami 

VINCENT  P.  CORSO,  M.D.,  74  Miami 

District  12— RUFUS  K.  BROADAWAY.  M.D.,  72  Miami 

HERMAN  K.  MOORE,  M.D.,  73  Key  West 

J.  LEE  DOCKERY.  M.D.,  71  Miami 

RICHARD  M.  FLEMING,  M.D.,  74  Miami  Beach 


COUNCIL  MEMBER  FROM 
BOARD  OF  PAST  PRESIDENTS 

GEORGE  S,  PALMER,  M.D Tallahassee 


COUNCIL  ON  LEGISLATION  AND 
PUBLIC  AGENCIES 


JOSEPH  C.  VON  THRON,  M.D.,  Chm Cocoa  Beach 


STATE  LEGISLATION 

SANFORD  A.  MULLEN.  M.D.,  Chm.,  A-74  ....Jacksonville 

RICHARD  S.  HODES,  M.D.,  B-71  Tampa 

D.'WID  C.  LANE.  M.D.,  C-73  Ft.  Lauderdale 

LOUIS  C.  MURRAY,  M.D.,  AL-71  Orlando 

JOSEPH  H.  DAVIS,  M.D.,  D-72  Miami 


Subcommittee  to  Committee  on  State  Legislation: 

GEORGE  H.  EVANS.  M.D Tallahassee 

EDWARD  G.  HASKELL  JR.,  M.D Tallahassee 

FRANCIS  T.  HOLLAND,  M.D Tallahassee 

ALFRED  F.  LEWIS  JR.,  M.D Tallahassee 


GEORGE  II.  EVANS,  M.D.,  Chm Tallahassee 

MAURICE  M.  GREENFIELD,  M.D. 

OEO  (HUD,  etc.)  Miami 

ROY,  E.  CAMPBELL,  M.D. 

Military  and  VA  Palatka 

FRANK  B.  HODNETTE,  M.D. 

Vocational  Rehabilitation  Pensacola 

EUGENE  L.  KONRAD,  M.D. 

Pollution  Miami 

JAMES  L.  BORLAND  JR.,  M.D. 

Medicare  Jacksonville 

SAMUEL  M.  DAY,  M.D. 

Comprehensive  Health  Planniiifr  Jacksonville 

WILLIAM  W.  THOMPSON,  M.D. 

Div.  of  Family  Services  Ft.  Walton  Beach 


NATIONAL  LEGISLATION 

JOSEPH  C.  VON  THRON,  .M.D.,  Chm Cocoa  Beech 

lERE  W.  ANNIS,  M.D I.akeland 

PHILIP  B.  PHILLIPS,  M.D Pensacola 

EDWARD  G.  HASKELL  JR..  M.D Tallahas.sec 

SAMUEL  M.  DAY,  M.D Jacksonville 

EUGENE  G.  PEEK  JR.,  M.D Oca’a 

LOUIS  C.  MURRAY,  M D Orlando 

ROBERT  W.  WITHERS,  M.D Tampa 

MELVIN  M.  SIMMONS,  M.D Sarasota 

CARL  E.  ANDREWS,  M.D West  Palm  Beach 

ANDRE  S.  CAPI,  M.D Ft.  Lauderdale 

JACK  Q.  CLEVELAND,  M.D Cora!  Gables 

RICH.ARD  M.  FLEMING,  M.D Miami  Beach 


COUNCIL  ON  MEDICAL  ECONOMICS 


JACK  A.  MACRIS,  M.D.,  Chm St.  Petersburg 

ADVISORY'  TO  BLUE  SHIELD  & FISCAL 
INTERMEDIARIES 


JOHN  C.  FLETCHER,  M.D.,  Chm.,  BGS  Tampa 

JAMES  L.  BORLAND  JR.,  M.D.,  AL Jacksonville 

WILLIAM  N.  AINSWORTH  III,  M.D.,  A Jacksonville 

RAYMOND  J.  FITZPATRICK,  M.D..  A Gainesville 

ALFRED  L.  LEWIS,  M.D.,  A Tallahassee 

JOHN  A.  RUSH  JR.,  M.D..  A Jacksonville 

RALPH  C.  AYE,  M.D.  B Tampa 

HENRY  G.  MORTON,  M.D.,  B Sarasota 

IRVING  M.  ESSRIG,  M.D.,  B Tampa 

JACK  T.  BECHTEL,  M.D.,  () Jndialantic 

TOHN  R.  MAHONEY,  M.D..  C Ft.  Lauderdale 

THOMAS  F.  RAYMOND,  M.D.,  C West  Palm  Beach 

FREDERICK  C.  ANDREWS,  M.D.,  O Mount  Dora 

WILEY  M.  SAMS.  M.D.,  D Miami 

RICHARD  C.  CLAY,  M.D.,  D Miami 

JAMES  L.  ANDERSON.  M.D.,  D Miami 

O.  WILLIAM  DAVENPORT,  M.D.,  D Miami 


HEALTH  INSURANCE 

ARTHUR  W.  WOOD  JR.,  M.D.,  Chm.,  D Miami 

WILLIAM  H.  MATHEWS,  M.  D.,  AL  Jacksonville 

BILLY  BRASHEAR.  M.D.,  A Gainesville 

GEORGE  II.  WELCH  JR.,  M.D.,  E St.  Petersburg 

ARTHUR  L.  EBERLY,  M.D.,  C Pompano  Beach 

Subcommittee  on  Florida  Individual  Responsibility  Programs: 

J.  GERARD  CONVERSE,  M.D Winter  Haven 

WILLIAM  T.  MIXSON  JR.,  M.D Coral  Gables 

J.  RUSSELL  FORLAW,  M.D Boynton  Beach 

JERRY  F.  COX,  M.D Boynton  Beach 


HOSPITALS  AND  EXTENDED  CARE  FACILITIES 

V'ERNON  B.  ASTLER,  M.D.,  Chm.,  AI Boynton  Beach 

WILLIAM  F.  BRUNNER,  M.D.,  A Marianna 

EDWARD  W.  SALKO,  M.D.,  B Ft.  Myers 

ALBERT  F.  STRATTON  JR.,  M.D.,  C Cocoa 

CLINTON  L.  BORDER  JR.,  M.D.,  D Miami 

J.  RUSSELL  FORLAW,  M.D.,  AL  Boynton  Beach 


COMPUTERIZATION  IN  MEDICINE 

V’ERNON  B.  ASTLER,  M.D.,  Chm Boynton  Beach 

RICHARD  E.  GORDON,  M.D Gainesville 

CHARLES  A.  MEAD  JR.,  M.D Jacksonville 

EVERETT  SHOCKET,  M.D .Miami  Beach 

HOWARD  L.  REESE.  M.D .9f.  Petersburg 
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MATERNAL  HEALTH 


JAMES  B.  BYRXE,  M.D.,  Chm Miami 

ALVIE  C.  McCXTLLY,  M.D Tallahassee 

JOHX  A.  DYAL  JR..  M.D Perr\ 

ELWIX  G.  XEAL.  M.D Miami  Shores 

BURXS  A.  DOBBIXS  JR.,  M D Ft.  Laude  dale 

FRAXK  B.  HODXETTE,  M.D Pensaeola 

RALPH  C.  AYE.  M.D Tampa 

WILLIAM  R.  DAXIEL.  M.D O lando 

MICHAEL  J.  FOLEY,  M.D Melbourne 

HEXRY  L.  HARRELL.  M.D  Oeala 

ABBOTT  Y.  WILCOX  TR.,  M.D St.  Petersburg 


PROFESSIONAL  LIABILITY  INSURANCE 

ROBERT  J.  BREXXAX,  M.D.,  Chm Ft.  Lauderdale 

I.  MAXEY  DELL  IR.,  M.D Gainesville 

SAMUEL  M.  DAY.  M.D Jacksonville 

RICHARD  A.  WORSHAM.  M.D Jacksonville 

RUSSELL  B.  CARSOX.  MD Ft.  Lauderdale 

LACK  A.  MaCRIS,  M.D..  Ex  Officio  St.  Petersburg 


MEMBERS  INSURANCE 

RICHARD  A.  WORSHAM,  M.D.,  Chm.,  A Jacksonville 

lOHX  T.  HOCKER.  M.D..  AL  Jacksonville 

WILLIS  W.  HARRIS.  M D.,  B Bradenton 

BEXEDICT  R.  HARROW,  M.D.,  D .Miami' 

RUSSELL  D.  D.  HOOVER,  M.D.,  C li'est  Palm  Beach 


SAMUEL  L.  REXFROE,  M.D.,  Chm Ocala 

JAMES  P.  McXEIL  JR.,  M D Jacksom-ille 

JOSEPH  P.  HEXDRIX.  M.D Port  St.  Joe 

GUILLERMO  A.  PUEXTE-DU.AXY.  M.D Coral  Gables 

THOMAS  I.  SCOTT,  MD Orlando 

Consultants;  WILLIAM  T.  MIXSOX.  M.D.  Coral  Gables 
CHARLES  L.  LIPPOLDT,  M.D.  ...Orlando 

FRAXK  C.  BOXE,  M.D Orlando  t 

WILLIAM  A.  LITTLE.  M.D .Miami  ,* 

HARRY  PRYSTOWSKY.  M.D.  Gainesville  . 

JOHX  D.  MILTOX.  M.D Cora!  Gables  1 

A.  F.  CARAWAY  JR.,  M.D.  ...Jacksonville 


MENTAL  HEALTH 

ZACK  RUSS,  M.D.,  Chm 

WILLIA.M  C.  RUFFIX  IR.,  M.D 

-MERTOX  L.  EKWALL.  M.D 

JA.MES  W.  ETTIXGER,  M.D 

LAMES  R.  JUDE,  M.D 


MENTAL  RETARDATION 

SARAH  .M.  SCHULZ.  M.D Marianna 

CORXELLA  M.  CARITHERS,  .M.D Jacksonville 

RAY  C.  Wl'XDERLICH  IR.,  .M.D St.  Petersburg 

W.  AMBROSE  McGEE,  M.D West  Palm  Beach 

HER.M.AX  SELIXSKY.  M.D .Miami  Beach 


. . . . Tampa 
. Gaineszillc 
Tallahassee 
. Rockledgc 
...  ..Miami 


RELATIVE  VALUE  STUDIES 


FRED  A.  BUTLER.  .M.D..  Chm..  B .\aples 

STU.ART  C.  S.MITH,  .M.D..  .AL  Tallahassee 

E.M.MET  F.  FERGUSOX  JR..  M.D..  .A Jacksonville 

CH.ARI  ES  K.  DOXEG.AX.  .M.D  , B St.  Petersburg 

JOSEPH  G.  M.ATTHEWS.  M.D..  C Orlando 

FR.AXKLIX  J.  EVAXS,  M.D.,  D Coral  Gables 

DUARD  L.AWKEXCE  M.D..  D .Miami  Shores 

WILLI.AM  F.  MAHO.XEA'.  .M.D.,  .\I Sarasota 


COUNCIL  ON  MEDICAL  SERVICES 


THOM.AS  B.  TH.AMES.  M.D.,  Chm Orlando 

AGING 

W.ALTER  H.  WINCHESTER.  M.D.,  Chm Dunedin 


BLOOD 


FR.AXCIS  C.  COLE.M.AX.  M.D.,  Chm Tampa 

FREEMAN’  H.  C.ARY,  .M.D Orlando 

LEO  E.  REILLY.  M D St.  Pctersbu  g 

S.AXFORD  .MULLEN.  M.D Jacksonville 

JERO.ME  BEXSOX.  M D .Miami  Beach 

ALFRED  LEWIS,  .M.D Tallahassee 


CHILD  HEALTH 

WESLEY  S.  XOCK,  M.D.,  Chm Coral  Gables 

WARREX  W.  QUILLIAX  II,  -M.D Coral  Gables 

CHARLES  T.  OZAKI,  M.D Lake  City 

XORM.AX  GOLDSTEIN’.  M.D Sarasota 

IRWI.X  T.  T.AYLOR,  M.D Il  inter  Park 


EMERGENCY  MEDICAL  SERVICE 

LAMES  L.  C.AMPBELL  JR..  .M.D..  Chm Orlando 

WILLI.AM  C.  ROBERTS.  M.D Panama  City 

SAMUEL  C.  .ATKINSON’,  M.D Jacksonville 

JOHN  M.  BUTCHER,  M.D Sarasota 

FR.AN’K  .M.  WOODS.  M.D .Miami 


OCCUPATIONAL  HEALTH 


LAMES  J.  HUTSON’.  M.D.,  Chm .Miami 

L.AUREN’T  P.  LaROCHE.  .M.D Cocoa  Beach 

S.A.MUEL  S.  LO.MB.ARDO.  M.D Jacksonville 

CHARLES  LARSEN  JR.,  M.D Lakeland 

RAFAEL  PEN’.ALVER.  M.D .Miami 


PUBLIC  HEALTH 

CL.AREN’CE  L.  BRUMB.ACK.  M.D.,  Chm.  ..West  Palm  Beach 

WILLI.A.M  R.  STINGER.  M.D Miami 

WILLI.AM  .A.  ML’LFORD,  M.D Green  Cove  Springs 

.ALBERT  B.  McCREARA’.  .ALD St.  Petersburg 

JOH.X  D.  MILTOX,  M.D Cora!  Gables 


RURAL  HEALTH 


LAWRENCE  D.  HUGHES.  M.D.,  Chm Dunellon 

GEORGE  W.  KARELAS.  M.D .\'cwberrv 

JOSEPH  W.  LAWRENCE,  M.D Ft.  Myers 

J.  BASIL  HALL.  M.D Tavares 

HERBERT  H.  GREENE,  M.D Richmond  Heights 


I ISION 

JOHN  W.  GLOTFELTY,  .AI  D.,  Chm Lakeland 


COUNCIL  ON  SCIENTIFIC  ACTIVITIES 


RICH.ARD  C.  DEA’ER,  M.D.,  Chm .Miami 


THE  JOURNAL  AND  OTHER  PUBLICATIONS 

CLYDE  M.  COLLIN’S.  M.D.,  Editor  Jacksonville 

FR.AN’Z  H.  STEW. ART,  M.D.,  Editor  Emeritus  .Miami 

OSC.AR  W.  FREEM.AX.  M.D..  .Associate  Editor  Orlando 

WILLI.A.AI  M,  STRAIGHT.  .ALD.,  Associate  Editor  ....Miami 
RICHARD  .AL  FLEMING,  .ALD..  Associate  Editor 

from  the  Board  of  Governors  .Miami  Beach 

WILL.ARD  E.  M.AXRA’  JR..  M.D..  .Assistant  Editor 

Lake  Wa'es 

COLIN  KEN’D.ALL,  .ALD.,  .Assistant  Editor  ..Temple  Te.racc 
EDW.ARD  X.  WILLEY,  M.D..  .Assistant  Editor  St.  Petersburg 
CH.ARLES  S.  HERRON  JR..  M.D.,  .Assistant  Editor  .Marianna 


HEARING 


WILLI.A.AI  F.  SHIP.MAX  JR.,  M D..  Chm Tallahassee 

THEODORE  W.  H.AH.X.  M.D Pompano  Beach 

lOHX  W.  STO.N’E.  M.D Lakeland 

ROBERT  .A.  MERRELL.  M.D Davtona  Beach 

DICK  HOLLOWAY,  M.D Orlando 


LABOR 

THEODORE  J.  KA.AIIXSKI.  M.D..  Chm Melbourne 
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MEDICAL  SCHOOLS 


HENRY  K.  COOPER.  MD,  Chm..  .AL-71  Ft.  Lauderdale 

R.AYMON’D  J.  FITZPATRICK.  M D.,  .A-71 

.Alachua  Countv  Medical  Societv  Gainesville 

SORRELL  L.  WOI.FSOX,  M.D.,  B-73 

Hillsborough  Countv  Medical  Association  Tampa 

FR.AXKLIX  G.  NORRIS.  M.D.,  C-72  Orlando 

RICH.ARD  C.  CL.AY.  M.D.,  D-74 

Dade  Countv  Medical  .Association  .Miami 

EMANUEL  P.APPER.  M.D. 

Faculty,  L’niversity  of  Miami  Miami 
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Ocala 


KMAXUEL  SUTEK,  M.D. 

Faculty,  University  of  Florida  Gainesville 

DOXX  L.  SMITH,  M.D. 

Faculty,  University  of  South  Florida  Tampa 


POSTGRADUATE  EDUCATION 

WILLIAM  H.  HUBBARD,  M.D.,  Clirn.,  C-73  ..Daytona  Beach 
MATTHEW  E.  MORROW  JR.,  M.D.,  AL-71  ...Orange  Park 

JAMES  J.  DeVITO,  M.D.,  A-71  St.  Augustine 

WALTER  S.  WIGGIXS,  M.D.,  B-74  St.  Petersburg 

M.VURICE  M.  GREEXFIELD.  M.D.,  D-72  Miami 


REGIONAL  MEDICAL  PROGRAM 

CARL  E.  ANDREWS,  M.D.,  C-73,  Chm.  ..West  Palm  Beach 

ASHBEL  C.  WILLIAMS,  AL-71  Jacksonville 

H.  PHILLIP  HAMPTON,  M.D.,  B-72  Tampa 

CLYDE  M.  COLLINS,  M.D.,  A-71  Jacksonville 

RICHARD  M.  FLEMING,  M.D.,  D-74  Miami  Beach 


RESEARCH 

KARL  B.  HANSON,  M.D.,  Chm.,  A Jacksonville 

MILLARD  B.  WHITE,  M.D.,  B Sarasota 

MARTIN  G.  GOULD,  M.D.,  C Ft.  Pierce 

JAMES  J.  GRIFFITTS,  M.D.,  D Miami 

DONALD  W.  SMITH,  M.D.,  AL  Miami 


SCIENTIFIC  ASSEMBLIES 

DAVID  J.  BECKER.  M.D.,  D-74,  Chm Miami 

HIRAM  C.  POLK  JR..  M.D.,  AL-71  Miami 

THOMAS  F.  RAYMOND,  M.D..  C-73  IVest  Palm  Beach 

RICHARD  H.  BLANK,  M.D.,  B-71  Tampa 

GEROLD  L.  SCHIEBLER,  M.D.,  A-72  Gainesville 


COUNCIL  ON  SPECIAL  ACTIVITIES 


W.  DEAN  STEWARD,  M.D.,  Chm Orlando 


ADVISORY  TO  WOMAN'S  AUXILIARY 

ROBERT  E.  WILLIAMS,  M.D.,  Chm.,  AL-71  Lakeland 

LINUS  W.  HEWIT,  M.D.,  B-73  Tampa 

GORDON  H.  IRA  SR.,  M.D.,  A-71  Jacksonville 

LEE  ROGERS  JR.,  -M.D.,  C-72  Rockledge 

RONALD  J.  MANN,  M.D.,  D-74  Miami 


BOARD  OF  PAST  PRESIDENTS 

JERE  W.  ANNIS,  M.D.,  Chm.,  1958  Lakeland 

HENRY  J.  BABERS  JR.,  M.D.,  Secretary,  1969  ..Gainesville 

WILLIAM  M.  ROWLETT,  M.D.,  1933  Tampa 

ORION  O.  FEASTER,  M.D.,  1936  Hernando 

EDWARD  JELKS,  M.D.,  1937  Jacksonville 

WALTER  C.  JONES,  M.D.,  1941  Miami 

WILLIAM  C.  THOMAS  SR.,  M.D.,  1947  Gainesiille 

JOSEPH  S.  STEWART.  M.D.,  1948  Miami 

WALTER  C.  PAYNE  SR.,  M.D.,  1949  Pensacola 

ROBERT  B.  MclVER,  M.D.,  1952  Jacksonville 

FREDERICK  K.  HERPEL,  M.D.,  1953  Laguna  Hills.  Calif. 

DUNCAN  T.  McEWAN,  M.D.,  1954  Orlando 

JOHN  D.  MILTON,  M.D.,  1955  Coral  Gables 

FRANCIS  H.  LANGLEY,  M.D.,  1956  St.  Petersburg 

WILLIAM  C.  ROBERTS,  M.D.,  1957  Panama  City 

RALPH  W.  JACK.  M.D..  1959  Miami 

LEO  M.  WACHFEL,  M.D.,  1960  Jacksonville 

ROBERT  E.  ZELLNER.  M.D.,  1962  Orlando 

WARREN  W.  QUILLIAN,  M.D.,  1963  Coral  Gables 

SAMUEL  M.  DAY.  M.D.,  1964  Jacksonville 

H.  PHILLIP  HAMPTON.  M.D.,  1965  Tampa 

GEORGE  S.  PALMER,  M.D.,  1966  Tallahassee 

W.  DEAN  STEWARD,  M.D.,  1967  Orlando 

JACK  Q.  CLEVELAND,  M.D.,  1968  Coral  Gables 


A.M.A.  HOUSE  OF  DELEGATES 

ROBERT  E.  ZELLNER.  M.D.— Delegate  Orlando 

RALPH  W.  JACK,  M D. — Alternate  Miami 

(Terms  expire  Dec  31.  1971) 

BURNS  A.  DOBBINS  JR.,  M.D. — Delegate  ..Ft.  Lauderdale 


EUGENE  G.  PEEK  JR.,  -M.D. — Alternate 
(Terms  expire  Dec.  31,  1971) 

SAMUEL  M.  DAY,  M.D. — Delegate  Jacksonville 

JACK  Q.  CLEVELAND,  M.D.— Alternate  Coral  Gables 

(Terms  expire  Dec.  31,  1970) 

FRANCIS  T.  HOLLAND.  M.D.— Delegate,  Chm.  Tallahassee 

FRANCIS  C.  COLEMAN,  M.D.— Alternate  Tampa 

(Terms  expire  Dec.  31,  1970) 

TERE  W.  ANNIS.  M.D.— Delegate  Lakeland 

LEO  M.  WACHTEL.  M.D. — Alternate  Jacksonville 

(Terms  expire  Dec.  31,  1970) 


COUNCIL  ON  SPECIALTY  MEDICINE 


JOSEPH  G.  MATTHEWS,  M.D.,  Chm Orlando 

COMMITTEES 


ANESTHESIOLOGY— 

TAMES  D.  BEESON,  M.D.,  1971  Jacksonville 

DERMATOLOGY— 

T-\CK  H.  BOWEN,  M.D.,  1971  Jacksonville 

GENERAL  PRACTICE— 

FREDERICK  C.  ANDREWS,  M.D.,  1973  Mount  Dora 

INTERNAL  MEDICINE— 

ROBERT  E.  RABORN,  M.D.,  1972  Delray  Beach 

NEUROSURGERY— 

EDWARD  J.  SULLIVAN  JR.,  M.D.,  1974  ...Jacksonville 
OBSTETRICS  & GYNECOLOGY- 

WILLIAM  T.  MIXSON,  M.D.,  1973  Miami 

OTOLARYNGOLOGY- 

WEST  BITZER.  M.D.,  1974  Ocala 

OPHTHALMOLOGY— 

JAMES  W.  CLOWER  JR.,  M.D.,  1973  Daytona  Beach 

ORTHOPEDICS— 

JOSEPH  G.  MATTHEWS,  M.D.,  1971  Orlando 

PATHOLOGY— 

SANFORD  A.  MULLEN,  M.D.,  1972  Jacksonville 

PEDIATRICS— 

TAMES  M.  STEM,  M.D.,  1972  Clearwater 

PLASTIC  SURGERY— 

JOHN  M.  HAMILTON,  M.D.,  1973  St.  Petersburg 

PSYCHIATRY— 

SAMUEL  G.  HIBBS,  M.D.,  1971  Tampa 

RADIOI  OGY— 

ANDRE  S.  CAPI,  M.D.,  1972  Pompano  Beach 

SURGERY— 

RICHARD  P.  THOMPSON,  M.D.,  1974  Jacksonville 

UROLOGY- 

MILES  W.  THOMLEY,  M.D.,  1971  Orlando 

Subcommittee  on  Specialty  Groups: 

BERNARD  M.  BARRETT,  M.D., 

Florida  Allergy  Society  Pensacola 

GEORGE  T.  EDWARDS,  M.D., 

Florida  Society  of  Anesthesiologists  Ft.  Lauderdale 

EUGENE  J SAYFIE,  M.D., 


HUGH  W.  JOHNSON.  M.D., 

Florida  Society  of  Dermatology  Lakeland 

JAMES  L.  BORLAND  JR.,  M.D., 

Florida  Gastroenterologic  Society  Jacksomille 

JOSEPH  P.  HENDRIX.  M.D., 

Florida  Academy  of  General  Practice  Port  St.  Joe 

VICTOR  H.  KNIGHT  JR.,  M.D.. 

Florida  Society  of  Internal  Medicine  Tampa 

JACOB  GREEN,  M.D., 

Florida  Society  of  Neurology  Jacksomille 

ROBERT  S.  TOLMACH,  M.D., 

Florida  Neurosurgical  Society  Miami 

CHARLES  A.  JOHNSON  JR..  M.D., 

Florida  Obstetric  and  Gyn.  Society  Clearwater 

CURTIS  D.  BENTON  JR.,  M D. 

Florida  Society  of  Ophthalmology  Ft.  Lauderdale 

ROBERT  E.  INGERSOLL.  M.D., 

Florida  Orthopedic  Society  Hollyzvood 

JOHN  W.  STONE.  M D., 

Florida  Society  of  Otolaryngology  Lakeland 

WILLIAM  R.  BEACH  III.  M.D  . 

F'orida  Society  of  Pathologists  Orlando 

JAMES  M.  STEM,  M.D., 

Florida  Chapter  of  the  Amedican  .Academy  of 

Pediatrics  and  the  Florida  Pediatric  Society  C Icarwatcr 

LUIS  F.  MENCI.A,  M D.. 

Florida  Association  of  Pediatric  Surgeons  Miami 

GEORGE  A.  CUNNINGHAM  III,  M.D., 

Florida  Society  of  Physical  Medicine 

and  Rehabilitation  West  Palm  Beach 

WILLIAM  G.  TAYLOR.  M.D., 

Florida  Society  of  Plastic  and 

Reconstructive  Surgery  Tampa 

MALCOLM  J.  FORD.  M.D,, 

Florida  Society  of  Preventive  Medicine  Jacksonville 

.MANUEL  L.  CARBONELL.  M.D., 

Florida  Proctologic  Societv  Miami 

MERTON  L.  EKW.ALI  . MD., 

Florida  PsychiaVic  Societv  Tallahassee 

Wir  LIAM  F,  T INDSFY.  M.D  , 

Florida  Radiological  Society  Tallahassee 
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DAVID  S.  HUBBELL,  M.D.. 

Florida  Chapter, 

American  College  of  Surgeons  St.  Petersburg 

GEORGE  H.  WELCH  JR..  M.D., 

Florida  Association  of  General  Surgeons  ....St.  Petersburg 
WILLIAM  L.  WAGENER  JR.,  M.D., 

Florida  State  Surgical  Division, 

International  College  of  Surgeons  Coral  Gables 

THOMAS  M.  MeXEILL,  M.D.. 

Florida  Societv  of  Thoracic  Surgeons Orlando 

CLARK  A.  WHITEHORX,  M.D.. 

Florida  Urological  Society  Panama  City 


COUSCIL  OiV 

VOLiW'TARY  HEALTH  AGENCIES 


FRAXK  L.  CREEL,  M.D.,  Chm Pensacola 

GEORGE  A.  AXDERSOX,  M.D.. 

Florida  Heart  Association  JacksonTillc 

LOUIS  M.  SALES.  M.D., 

Florida  Chapter,  The  Arthritis  Foundation  Jacksonville 

(To  be  appointed) 

Florida  Society  for  Crippled 
Children  and  Adults 
JAMES  X.  PATTERSOX,  M.D.. 

Florida  Division.  American  Cancer  Societv  Tampa 

HAWLEY  H.  SEILER,  M.D., 

Florida  Tuberculosis  and 

Respiratorv  Disease  Association  Tampa 

FRAXK  L.  CREEL.  M.D.. 

Florida  Association  for  Mental  Health  Pensacola 

ALAX  J.  HOXIG,  M.D., 

Florida  Society  for  Prevention  of  Blindness  . . . .Jacksonville 


Florida  Association  for  Retarded  Children  ...Daytona  Beach 
(To  be  appointed) 

United  Cerebral  Palsv  of  Florida 
J.  K.  D.AVID  JR..  M.D.. 

The  Xational  Foundation  Jacksonville 

RUTH  A.  RICE  SIMOXS,  M.D.. 

Xational  Multiple  Sclerosis  Society Coral  Gables 


HsVESTMEST  PLAJC 

BURXS  A.  DOBBIXS  JR.,  M.D.,  Chm Ft.  Lauderdale 

CARL  S.  McLEMORE,  M.D Orlando 

JOHX  D.  MILTOX,  M.D Cora!  Gables 

WILLIAM  M.  C.  WILHOIT,  M.D Pensacola 

JOHX  M.  BUTCHER,  M.D Sarasota 

JOHX  J.  CHELEDEX,  M.D Daytona  Beach 

WILLIAM  J.  DEAX,  M.D St.  Petersburg 

JAMES  P.  DeVITO.  M.D St.  Augustine 

GEORGE  S.  PALMER,  M.D Tallahassee 

JOSEPH  C.  VOX  THROX,  M.D Cocoa  Beach 

JAMES  L.  AXDERSOX.  M.D Miami 

LEOX  H.  MIMS  JR.,  M.D Coral  Gables 


FLORIDA  MEDICAL  FOLMDATIOS 

EUGEXE  G.  PEEK  JR.,  M.D.,  President  Ocala 

WILLIAM  J.  DE.\X,  M.D.,  Vice  President  ....St.  Petersburg 

JAMES  W.  WALKER,  M.D., 

Secretary -Treasurer  Jacksonville 

W.  HAROLD  PARHAM,  Executive 

Vice  President  Jacksonville 


LEGAL  COUSSEL 

MARKS,  GRAY,  YATES,  COXROY  & GIBBS  ...Jacksonville 

CERTIFIED  PUBLIC  ACCOUSTASTS 
LUCAS,  HERXDOX.  HARMS  & HYERS  Jacksonville 


HOSPITAL 

Hill  CreSi  Foundaiion,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  45 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

omss  K.  Word,  M.D.,  F.A.P.A. 


CLINICAL  DIRECTOR: 

:o.-din  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  is  a member  of: 

VAERICAN  HOSPITAL  ASSOCIATION  . . . 

. NATIONAL  ASSOCIATION  OF  PRIVATE 
’SYCHIATRIC  HOSPITALS  . . . ALABAMA 

lOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  occredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  ond 
IS  also  approved  for  Medicare  patients. 


gjifC  Cmt 

HOSPITAL 

BIRMINGHAM,  ALABAMA 
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A 

BUILDING  BLOCK 
TO  RECOVERY 


^adju<t^e  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  p.i.d. 


Trrpiiti  100.000 N.f  Urals, ciiymotrypiin:  8.000  N.F.  Units; 
enu..jlenl  m tryptic  jctivity  to  40  mg,  0(  N F.  trypsin 

Reduces  swelling 
Hastens  healing 


Bitabs 


^>ne  cf.i.ci. 


Indkations:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  nrteasures  of  treatment  ^ould  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin . 
Pracautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregr\ancy  has  not  been  established. 

Advarao  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  IrK^reased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incider>ce  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
_ effects  occur  medication  be  discontinued. 

**  Dosage:  One  tablet  q.i.d. 

I IWnOHAL  DRUG  COMPANY 

§ I I Sal  I division  OF  RICHARDSON  MERREU  INC. 

Y ■ PHILADELPHIA,  PENNSYLVANIA  19M4 

TBADeMAKK;  SITABS  OS.  fATtNT  NO.  3,004,893  9/70  0009A  IBI 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin; 


8,000  N.F.  Units;  equivalent  in 


tryptic  activity  to 


40  mg.  of  N.F  trypsin 


The  cau^  of  vaginiris 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  [ominocrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  ailantoin  2.0%] 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  ailantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  sulfonomides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
ond  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticorio  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  opplicotorful  or  one  suppository  Introvogl- 
nolly  once  or  twice  doily. 

Supplied:  Creom  — Four-ounce  tube  with  or  without  opplicotor. 
Suppositories  - Box  of  12  with  opplicotor. 

TKADEHtRX:  AVC  AV-007A  7/70  T.I49 

^ THE  NATIONAL  DRUG  COMPANY 

k]  DIVISION  Of  KICHARDSON  MERRELL  INC 

liJ  PHILADELPHIA,  PENNSYLVANIA  19144 
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anxiety: 
the  tyrtji¥ft  = RY 

1 J97Q 
^ f«w  4U0IM, 

Of  MfiO/C/NE 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  ore  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  pnH  ' — = 

cal  dependence  have  rarel 
ported  on  recommended  dc  - _ 

caution  in  odministering  to 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aaarpcsiv® 


c_ 
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u 
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measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reporter 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation 
ship  has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  one 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasior 
ally  observed  at  the  lower  dosoge  range: 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  mino 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  BEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto 
sis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy, 
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SUSTAINED 
RELEASE 
VITAMIN  C 


CEVI-BID 

500  mgi  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  Is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 


Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


BROMSULPHALEIN®  IN  A STERILE,  DISPOSABLE,  ECONOMICAL  UNIT 


HYNSON, 
WESTCOTT 
DUNNING,  INC. 


The  Bromsulphalein  test  is  a 
convenient,  sensitive,  reliable  test  of 
liver  function. 

The  precalibrated  syringe  contained 
in  the  BSP  Disposable  Unit  makes 
weight  calculations  unnecessary, 
providing  proper  dosage  regardless  of 
patient-weight.  Each  unit  contains 
complete  directions  for  use,  precautions 
and  contraindications. 

The  all-inclusive  BSP  Disposable  Unit 
provides  economic  unit  dispensing. 

Complete  literature  available  on 
request. 


Baltimore,  Maryland  21201 
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A urinary  tract 
infection  was 
eliminated  last  week 


For  women  who  are  diabetic  or  debilitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 


Intestinal  monilial  overgrowth 

has  appeared 
this  week 


When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungal  effectiveness 
of  nystatin-it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesnl  let  monilia  begin 
where  bacteria  end. 
Declostatin’300 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness  Because  its  antibacterial  component  is 
DECLOWYCIN  s Demethylchlonetracycline  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  teiracycline-sensitive  organisms.  The 
antifungal  component  nystatin,  protects  against  superinfection  by 
antibiOtic-resiStant  fungal  overgrowth  (particularly  moniJia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

VJarning:  In  re''al  impairment  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisab'e.  A photodynamic  reaction  to 
natu'’al  O'  artificial  sunlight  has  been  observed.  Sm.all  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  oroportlon,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
a^d  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  sgns  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  naiis(rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yeliow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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OCTOBER  COVER:  Can  the  FM.\  interpose  itself  between  the  philosophy  expressed  on  the  cover  and 

herein  and  what  many  believe  will  be  its  natural  outcome?  Photograph  by  Major  Morris,  Lincoln  Filene 
Center,  Tufts  University,  Medford,  Mass. 
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the  tranquilizer. . 

Soft,  Smooth,  Level  Riding  Even  When  the  Going  Gets  Rough 


V-24  DELUXE 

in  3 fiberglass 
trailerable  models: 

center: 

CLEUWATEI  CMISEI 

top: 

TARPON  SPORTS  FISHERMAN 

right: 

AE6EAN  RUNARODT 


» ^ 


TARPON  SPRINGS.  FLORIDA  33589 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atrmine  content . . . 
conclude  Goodman  and  Gilman 


THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 
Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 

Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


Roche 

announces 


(fluorouradl) 

cream/solution 


for  the  treatment 
of  solar/actinic  keratoses... 

a topical  alternative 
to  conventional  therapy 


Fluorouradl— the  Roche  contribution 

In  1962,  Roche  Laboratories  introduced  Fluorouracil 
Roche®  (5-fluorouracil).  Early  clinical  work  with  this 
drug  suggested  that  it  possessed  a selective  cytotoxic 
activity  when  applied  topically  to  certain  kinds  of 
lesions.  Based  on  this  work  and  years  of  clinical  trials, 
a standardized  form  of  topical  fluorouracil  can  now  be 
recommended  for  treatment  of  multiple  solar  or  actinic 
keratoses. 


Efudex® (fluorouracil)—  a new 
alternative  to  conventional  therapy 

Efudex  presents  the  physician  with  a topical  alternative 
to  surgery  in  the  treatment  of  solar  or  actinic  keratoses. 

It  is  effective,  comparatively  inexpensive  and  especially 
well-suited  for  treatment  of  multiple  lesions.  Important, 
too,  is  the  highly  desirable  cosmetic  result.  Clinical 
experience  demonstrates  that  treatment  with  Efudex 
results  in  an  extremely  low  incidence  of  scarring.* 

Highly  effective  on  first  and 
later  applications 

In  clinical  trials,  depending  on  the  dosage  form  and 
strength  used,  complete  involution  occurred  in  77  to  88 
per  cent  of  lesions  following  treatment.  The  rate  of 
recurrence  was  low,  ranging  from  1.7  to  5.6  per  cent 
up  to  a year  after  completion  of  therapy.  When  lesions 
did  recur  or  new  ones  appeared,  repeated  courses  of 
Efudex  therapy  proved  effective.* 


1/22/68 — Treatment  with  5%  5-FU 
cream  commences.  Patient  K.L.  showing 
widespread  but  mild  solar  keratoses  (also 
known  as  actinic  keratoses). 


;/68— After  11  days  of  treatment, 
'thema  is  seen  at  site  of  keratoses.  In 
lition,  numerous  lesions  not  apparent 
or  to  therapy  have  become  manifest 
sharply  defined  reactions.  Intervening 
n<  also  treated,  shows  no  response  to 
rapy. 


19/69  — One  year  after  cessation  of 
■rapy.  Skin  appears  clear  with  no  evi- 
nce of  scarring.  Examination  reveals 
k of  recurrence  or  the  formation  of 
^ lesions. 


Predictable  sequence  of 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course  of  Efudex 
therapy.  The  response  is  usually  characteristic  and 
predictable.  After  three  or  four  days  of  treatment, 
erythema  begins  to  appear  in  the  area  of  the  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks 
of  discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  to  three 
months  before  gradually  receding. 

Selective— with  a high  degree 
of  safety 

Despite  the  temporary  unsightliness  and  discomfort  of 
the  inflammatory  episode,  Efudex  is,  in  general,  more 
readily  tolerated  than  surgery.  Clinical  work  shows  the 
intense  inflammatory  response  to  be  limited  to  the  area  of 
the  lesion.  Normal  skin  is  not  similarly  affected.  Another 
measure  of  Efudex  safety : systemic  absorption  of  topical 
fluorouracil  was  insignificant,  indicating  a low  risk  of 
systemic  toxicity.* 

Two  strengths— two  convenient 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or  as  a 5% 
cream.  It  is  applied  twice  daily  by  the  patient  with 
a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  there  are  two 
important  considerations.  First,  please  consult  the 
complete  prescribing  information  for  precautions, 
warnings  and  adverse  reactions.  Second,  advise  the 
patient  that  treated  lesions  should  respond  with  the 
characteristic  but  transient  inflammation.  A positive 
sign  that  Efudex  is  working  for  them. 

*Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 

29c  and  59c  Solutions;  59c  Cream 
Applied  twice  daily— resolves 
solar  or  actinic  keratoses. 

new 

Sudex 

(fluorouracil) 

cream/solution 


For  full  prescribing  information,  please  see  the  following  page. 


Roche 

introduces 


(fluorouracil) 
cream  /solution 
the  new  standardized  topical 
for  solar/actinic  keratoses 


Description:  Efudex  solutions  and  cream  are  topical  preparations 
containing  the  fluorinated  pyrimidine  5-fluorouracil,  an 
antineoplastic  antimetabolite. 

Efudex  Solution  consists  of  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,  tris- 
(hydroxymethyl)  aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium  edetate. 

Efudex  Cream  contains  5%  fluorouracil  in  a vanishing  cream 
base  consisting  of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl  and  propyl). 

Actions:  There  is  evidence  that  the  metabolism  of  fluorouracil  in 
the  anabolic  pathway  blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic  acid.  In  this  fashion  fluorouracil 
interferes  with  the  synthesis  of  deoxyribonucleic  acid  (DNA) 
and  to  a lesser  extent  irdiibits  the  formation  of  ribonucleic 
acid  (RNA).  Since  DNA  and  RNA  are  essential  for  cell 
division  and  growth,  the  effect  of  fluorouracil  may  be  to  create 
a thymine  deficiency  which  provokes  unbalanced  growth  and 
death  of  the  cell.  The  effects  of  DNA  and  RNA  deprivation  are 
most  marked  on  those  cells  which  grow  more  rapidly  and  which 
take  up  fluorouracil  at  a more  rapid  pace.  The  catabolic  metabolism 
of  fluorouracil  results  in  degradative  products  (e.g.,  CO2,  urea, 
a-fluoro-yS-alanine)  which  are  inactive. 

Studies  in  man  with  topical  application  of  '*C-labeled  Efudex 
demonstrated  insignificant  absorption  as  measured  by  “C  content 
of  plasma,  urine  and  respiratory  CO2. 

Indications:  Efudex  is  recommended  for  the  topical  treatment  of 
multiple  actinic  or  solar  keratoses. 

Contraindications:  Efudex  is  contraindicated  in  patients  with 
known  hypersensitivity  to  any  of  its  components. 

Warnings:  If  an  occlusive  dressing  is  used,  there  may  be  an 
increase  in  the  incidence  of  inflammatory  reactions  in  the 
adjacent  normal  skin. 

Prolonged  exposure  to  ultraviolet  rays  should  be  avoided  while 
under  treatment  with  Efudex  because  the  intensity  of  the  reaction 
may  be  increased. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  has  not  been 
established. 

Precautions:  If  Efudex  is  applied  with  the  fingers,  the  hands  should 
be  washed  immediately  afterward.  Efudex  should  be  applied  with 
care  near  the  eyes,  nose  and  mouth.  To  rule  out  the  presence  of  a 
frank  neoplasm,  a biopsy  should  be  made  of  those  areas  failing  to 
respond  to  treatment  or  recurring  after  treatment. 

Adverse  Reactions:  The  most  frequently  encountered  local 


reactions  were  pain,  pruritus,  hyperpigmentation  and  burnina 
the  site  of  application.  Other  local  reactions  included  dermat^ 
scarring,  soreness  and  tenderness. 

Also  reported  were  insomnia,  stomatitis,  suppuration,  seal 
swelling,  irritability,  medicinal  taste,  photosensitivity  and 
lacrimation. 

Laboratory  abnormalities  reported  were  leukocytosis,  1 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Efudex  should  be  applied  twice  c 
with  a nonmetal  applicator  or  suitable  glove  in  an  amount  of 
solution  or  cream  sufficient  to  cover  the  lesion.  When  Efudex 
applied  to  a lesion,  a response  occurs  with  the  following  sequi 
erythema,  usually  followed  by  vesiculation,  erosion,  ulceratic 
necrosis  and  epithelization.  The  lower  frequency  and  intensit 
activity  in  adjacent  normal  skin  indicate  a selective  cytotoxic 
property.  Medication  should  be  continued  until  the  inflammatc 
reaction  reaches  the  erosion,  necrosis  and  ulceration  stage,  at 
which  time  use  of  the  drug  should  be  terminated.  The  usual 
duration  of  therapy  is  from  2 to  4 weeks.  Complete  healing  of  I 
lesion  may  not  be  evident  for  1 to  2 months  following  cessatior 
Efudex  therapy. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— contai 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  compoundec 
with  propylene  glycol,  tris(hydroxymethyl)aminomethane, 
hydroxypropyl  cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Efudex  Cream,  25-Gm  tubes— containing  5%  fluorouracil  ir 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens  (meth 
and  propyl). 

Clinical  Studies:  The  effectiveness  of  the  three  preparations  a 
determined  by  complete  involution  of  solar  keratoses  was: 
2%  Solution,  77%  of  282  lesions;  5%  Solution,  88%  of  202 
lesions;  and  5%  Cream,  85%  of  189  lesions.  In  those  lesions  wh 
complete  involution  followed  treatment,  the  rate  of  possible 
recurrences  observed  clinically  at  periods  up  to  12  months  or  m 
was:  2%  Solution,  4.6%  of  218  lesions;  5%  Solution,  1.7%  of  1! 
lesions;  and  5%  Cream,  5.6%  of  160  lesions.  Because  of  the  toxi 
potential  of  fluorouracil,  some  physicians  preferred  to  use  the  2 
solution  when  large  areas  were  to  be  treated.  Approximately  30 
of  the  lesions  required  treatment  for  two  weeks  or  less; 
approximately  78%  required  four  weeks  or  less  for  adequate 
treatment. 


Roche 

laboratories 


Division  of  Hoffmann-La  Roche  Inc. 
Nutiey.  New  Jersey  07 1 10 


President's  Page 


We  Are  Still  Trying 

Although  it  is  a minor  portion  of  most  of  our  income,  I believe  one  of  the  most  irritating  and 
unjust  situations  Florida  medicine  has  had  to  face  has  been  the  Workmen’s  Compensation  Fee  Sched- 
ule. Undoubtedly,  most  of  the  fees  allowed  are  inadequate  for  the  services  rendered  at  present  day 
standards. 

I have  found  many  doctors  feel  that  the  FMA  has  been  ignoring  the  problem,  or  at  best,  mak- 
ing feeble  and  futile  attempts  at  a solution.  This  is  not  true.  No  one  subject  has  had  more  attention 
over  the  past  few  years  by  the  Board  of  Governors.  No  one  subject  has  been  more  frustrating.  No 
one  subject  has  concentrated  more  effort  by  the  involved  committees.  I really  believe  we  could  have 
worked  no  harder. 

We  are  badly  handicapped  by  the  law,  which  as  a corporation  we  must  obey;  both  the  laws 
governing  the  fee  schedule,  and  the  state  and  federal  antitrust  laws.  The  Florida  Medical  Associa- 
tion must  always  work  within  the  law,  however  this  might  hamper  our  efforts. 

We  have  been  promised  a review  of  the  fee  schedule.  How  many  fees,  concerning  how  many 
services  will  they  review?  Merely  reviewing  a segment  of  the  fees — say  those  of  the  neurosurgeons 
— will  not  alleviate  the  situation;  indeed,  it  might  make  it  worse.  If  the  neurosurgeons  obtain  relief,  and 
the  orthopedic  surgeons  do  not.  I’m  sure  overall  dissatisfaction  will  be  more  rampant  than  before. 

As  have  my  predecessors,  I have  no  more  fervent  wish  than  to  get  this  problem  solved.  The 
Board  of  Governors,  Joe  Matthew’s  committee,  and  our  attorneys,  are  all  quite  active  on  the  subject. 
We  have  formidable  antagonists.  We  can  try  no  harder.  Perhaps  this  year,  through  all  our  efforts, 
some  sort  of  justice  will  prevail.  In  the  meantime,  I urge  you  not  to  become  impatient  with  those  who 
are  devoting  their  best  efforts  in  your  behalf. 
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His  wife  has  a lot  of  different 
lenopausal  symptoms,  but  only  a few 
I ally  irritate  hitn.  Her  hot  flashes,  her 
'■rtigo,  her  palpitations — that’s  her 
oblem.  What  really  bothers  him  is 
ir  nervousness,  her  irritability  and 
it  excessive  anxiety,  often  expressed 
r endless  “book-shuffling,  chain- 
(loking,  reading-lamp”  insomnia! 

■ Menrium  takes  care  of  hot  flashes, 
'•rtigo,  palpitations  in  most 
lenopausal  women.  Menrium 
I ovides  the  well-known  antianxiety 
: tion  of  chlordiazepoxide  (Librium®) 
hd  water-soluble  esterified  estrogens, 
i therefore  relieves  more  symptoms 
ran  either  component  separately. 

I takes  care  of  the  vasomotor 
l,mptoms  as  well  as  the  emotional 
fcmptoms.  This  means  the  symptoms 
hat  bother  his  wife  most.  And  the 
gmptoms  that  irritate  him  most. 

: So,  to  help  them  both  get  through 
yr  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — patticularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  pattetns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


^ When  mixed  as 
W directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


The  many 
forms 
of  llosone"^ 

Erythromycin  Estolate 


Each  Pulvule*  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 
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The  State  of  the  Health 
of  Our  Environment 

Robert  B.  Ragland,  M.D. 


Editor’s  Note:  The  ecotactics  of  how  living  organisms  and  the  nonliving  environment  fail  to  function  together 

as  a system  and  thus  may  produce  an  ecocatastrophe  are  described  herein  by  a select  group  of  outstanding  ecol- 
ogists. Among  a species  so  intelligent  and  so  skillful  that  we  can  travel  to  the  moon,  synthesize  a gene,  transplant 
a human  heart,  we  yet  are  incapable  of  preventing  the  production  of  pollutants  that  could  destroy  all  of  us.  Avail- 
able is  the  knowledge  and  resources  required  to  solve  these  problems.  All  we  need  is  a global  world  to  do  so  and 
the  international  courage  to  redirect  our  resources.  VVe  are  indebted  to  Dr.  Ragland  and  his  contemporar>'  environ- 
mentalists for  leading  the  way. 


The  idea  for  this  issue  of  the  Journal  was  pre- 
cipitated in  December  1969  by  Dr.  Henry  J. 
Babers’  President’s  Page  message  in  the  November 
issue  asking  members  to  “Speak  Up.”  Dr.  Franz 
Stewart,  then  Editor  of  the  Journal,  gave  his  en- 
thusiastic approval  to  the  project. 

The  reasons  for  this  issue  are  many.  There  is 
an  environmental  crisis;  physicians  are  a potential 
source  of  leadership  in  the  conservation  movement 
because  of  their  educational  background;  health 
care  for  the  individual  is  inseparable  from  the 
environment  in  which  he  exists.  An  outpouring  of 
information  about  the  environment  began  in  the 
mass  media  early  this  year;  however,  it  has  been 
feared  that  the  interest  would  not  be  sustained. 
There  appears  to  have  been  more  talk  than  action. 
As  I write,  we  still  lack  understanding  Indians  and 
Chiefs  and  little  hcis  been  heard  from  members  of 
the  medical  profession. 

In  this  issue  are  discussed  the  importance  of 
environment  to  man  and  his  place  in  it,  how  it  all 


works,  forces  presently  impinging  upon  it,  especial- 
ly those  influenced  by  man,  and  evidence  of  and 
reasons  for  malfunction.  The  planet’s  biological 
aspects  cannot  be  understood  apart  from  social, 
economic,  political,  legal  and  other  factors  which 
we  discuss  and  interrelate.  Perhaps,  as  authors,  we 
have  not  hit  the  high  mark  aimed  at,  but  we  hope 
this  issue  will  stimulate  thought,  leadership  and 
action  in  the  medical  profession,  as  individuals  and 
as  a group,  and  that  more  papers  on  these  sub- 
jects will  be  forthcoming.  Without  knowledge  and 
discussion  there  is  not  apt  to  be  meaningful  action. 

Bear  in  mind  that  those  who  are  active  in  the 
environmental  movement  are  neither  soothsayers 
nor  prophets.  Rather  they  are  catalysts  who  will 
doubtless  produce  anxiety  because  they  do  not 
bring  comfortable  news.  And  certainly  the  con- 
tents of  this  issue  are  open  to  revision. 

► Dr.  Ragland,  2783  Oak  Street,  Jacksonville 
32205. 
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Man  Looks  at  His  Environment 


George  CoRX^^•ELL,  Ph.D. 


I 


We  entered  this  decade  of  the  70’s  with  an 
overriding  national  concern  for  the  quality  of  our 
environment  and  the  future  of  “Spaceship  Earth.” 
For  the  first  time  in  our  history,  we  recognized 
the  possibility  that  our  species  might  be  rendered 
extinct  by  its  degradation  of  the  human  environ- 
ment. Richard  Xixon  launched  the  decade  with  a 
directive:  “The  1970’s  must  be  the  years  when 
.America  pays  its  debt  to  the  past  by  reclaiming 
the  purity  of  its  air,  its  waters,  and  our  living 
environment.  It  is  literally  now  or  never.”  In  the 
past  18  months,  we  have  been  groping  through 
a forest  of  environmental  rhetoric  seeking  a path- 
way toward  environmental  action.  Definition  of 
the  problem  remains  a major  obstacle,  since  we 
see  the  environment  through  hopelessly  biased 
optics.  How  should  we  look  at  our  environment? 

Ecosystem  Concept 

Ecologists  have  been  referred  to  as  the  Wh’te 
Knights  of  the  70’s.  Aside  from  any  racial  impli- 
cations, this  is  a highly  elevated  status  for  such 
obscure  scientific  peons  of  the  past.  .A  favorite 
definition  of  ecology*  is:  “The  study  of  how  living 
organisms  and  the  non-living  environment  function 
together  as  a system.”  Ecologists,  thus,  are  gross- 
ly scientific  generalists,  attempting  to  function  in 
a society  that  advances  through  specialization. 
We  still  hear  often  two,  old-time  definitions  of 
ecolog}':  (1)  The  study  of  the  incomprehensible 
by  the  incompetent,  (2)  The  elaboration  of  the 
obvious.  Ecolog)-  has  also  become  a social-politi- 
cal rallying  point,  a holistic  overview  of  man  and 
his  environment  adopted  by  millions.  We  must 
think  ecologically  if  we  hope  to  understand  the 
comple.xities  of  the  environmental  crisis. 

The  first  step  in  ecological  thought  is  to  recog- 
nize man  as  one  of  193  living  species  of  monkeys 
and  apes.  Morris  has  been  of  major  assistance  b\' 
writing  “The  Naked  Ape.”  IMost  physicians  agree 
to  the  animalistic  nature  of  man  without  argu- 
ment, but  a majority  of  our  population  probably 
regards  man  as  W}die  does  in  “The  Magic  Ani- 

Dr.  Cornwell  is  Associate  Professor  of  WiH’ife  Ecology*,  School 
of  Forestry,  University  of  Florida,  Gainesville. 


mal,”  something  quite  apart  from  the  rest  of  ] 
nature.  Such  other  authors  as  Rene  Dubos,  Robert 
Ardrey,  and  Konrad  Lorenze  help  us  to  overcome 
our  egocentric  conceptions  and  to  visualize  man  as  | 
a member  of  the  community  of  beasts. 

The  ecosystem  concept  helps  sharpen  one’s 
perspective  of  the  environment.  Lugo  offers  an  | 
ecological  engineer’s  definition  of  the  ecosystem: 
“An  ecosystem  represents  a group  of  compart- 
ments (living  and  non-living)  through  which 
materials  and  energy*  flow  according  to  the  laws  I 
of  ph\'sics.  Compartments  of  the  ecosystem  incor- 
porate producers,  consumers,  and  reducers,  all  i 
connected  by  pathways  through  which  energ\'  and  ' 
resources  flow  and  recycle  through  ingenious  feed-  j 
backs  that  permit  nearly  perpetual  operation.”  ' 
John  ^luir,  a founding  father  of  conservation, 
understood  the  ecosystem  two  generations  ago 
when  he  said:  “^^'hen  we  try  to  pick  out  anything 
by  itself,  we  find  it  hitched  to  everything  in  the 
universe.” 

Basic  Ecological  Principles 

“That  everything  is  connected  to  everything 
else”  must  be  regarded  as  the  First  Law  of  Ecolo- 
gy. If  we  look  in  nature  at  a community  to  deter- 
mine who  eats  whom  in  an  attempt  to  trace  this 
so-called  “food  chain”  b\'  interconnecting  lines, 
we  soon  encounter  such  a maze  of  lines  that  we 
realize  we  have  traced,  in  truth,  a “food  web.” 
This  “web  of  life”  is  the  basis  for  concern  over  the 
threatened  extinction  of  many  birds  of  prey  by  the 
sublethal  effects  of  chlorinated  hydrocarbon  pes- 
ticides. It  also  explains  our  unrest  over  the  in- 
ability of  the  ocean’s  phytoplankton  to  produce 
o.xygen  through  photosynthesis  when  placed  in 
water  with  minute  amounts  of  these  same  pes- 
ticides. A pictogram  of  man  and  his  environment 
would  bear  the  label  “The  Human  Ecosystem.” 

The  Second  Law  of  Ecology'  might  be  termed 
the  “limitation  of  all  life  by’  carrying  capacity.” 
Each  species,  through  evolutionary  processes,  is 
adapted  to  a specific  habitat.  This  habitat  is  a 
finite  resource  with  limits  on  the  ma.ximum  num- 
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her  of  a species  that  it  can  maintain  over 
a “infinite  span  of  time.”  This  limitation  is  term- 
ed the  carrying  capacity,  and  it  can  be  approxi- 
mately determined  through  research  for  any  living 
animal  species.  VVe  have  yet  to  do  this  for  man, 
l)ut  the  research  is  underway  under  the  auspices 
of  the  United  Nations.  The  carrying  capacity  for 
man  is  a fluid  quantity  influenced  by  technological 
innovations  that  expand  habitat,  by  socioeconomic 
forces  that  can  reduce  or  expand  populations,  and 
l)y  quality  judgments  that  determine  how  far 
beyond  biological  minimums  man  should  extend 
his  consumption  of  resources  to  assure  a meaning- 
ful existence. 

The  Third  Law  of  Ecology  is  “the  need  for 
diversity.”  The  student  of  ecology  is  immensely 
impressed  by  the  complexity  of  the  ecosystem. 
The  millions  of  species  of  biota  interact  with  the 
great  variability  in  physical  environments  to  form 
a system  so  diverse  and  complex  that  it  defies  the 
techniques  of  systems  analysis.  The  stability  of 
the  natural  system  depends  on  this  tremendous 
diversity.  Perhaps  the  health  of  man  is  also  con- 
tingent upon  the  degree  of  diversity  in  the  human 
experience?  In  man’s  efforts  to  manipulate  parts 
of  the  ecosystem,  he  continually  moves  toward 
simplifying  the  system,  as  evidenced  both  by  agri- 
cultural and  urban  development,  .^s  w'e  destroy 
the  natural  diversity,  we  inherit  instability  and 
subsequent  management  problems  that  often  are 
more  than  we  can  handle.  In  a most  significant 
book,  Dasmann  makes  a plea  for  diversity: 
“.  . . for  the  preservation  of  natural  diversity  and 
for  the  creation  of  man-made  diversity  in  the  hope 
that  the  prevailing  trend  toward  unformity  can  be 
arrested  and  the  world  kept  a fit  place  for  the 
greatest  possible  human  variety.” 

Harding;  Redefine  Progress 

The  solutions  to  our  environmental  ills  depend 
on  correctly  perceiving  the  environmental  prob- 
lems. Our  clear  perception  requires  understanding 
the  basic  ecological  principles  that  define  the 
functioning  of  our  ecosystem.  With  an  ecological 
viewpoint,  we  can  move  forward  in  collective  ac- 
tion directed  toward  maintaining  a functional  en- 
vironment capable  of  sustaining  our  species. 

I suggest  we  redefine  the  conventional  meaning 
of  progress  to  be:  those  acts  of  man  that  enhance 
the  quality  of  the  human  experience  without  im- 
pairing the  earth’s  life-support  systems.  We  must 
insist  on  an  ecological  input  in  the  planning  of  all 


programs  and  projects.  For  example,  how  ecolog- 
ically wise  is  it  for  man  to  lower  his  death  rates 
without  concomitantly  depressing  birth  rates?  .-\ 
major  factor  in  the  environmental  crisis  has  been 
medical  technology’s  success  in  achieving  the  one 
while  practically  ignoring  the  other.  We  must 
evaluate  each  human  action  in  terms  of  its  cost 
in  energy,  resources  consumed,  and  environmental 
degradation.  When  the  environmental  price  tag  is 
too  high,  the  action  must  be  abandoned.  As  Presi- 
dent Nixon  has  warned  us,  we  must  be  prepared  to 
pay  a heavy  price  for  our  past  abuses  and  mis- 
takes. We  must  gird  ourselves  for  abandonment 
of  many  of  the  basic  precepts  of  private  enter- 
prise, such  as  the  right  of  the  owner  to  do  with 
his  lands  as  he  wishes,  without  regard  to  the 
effects  of  his  action  on  the  health  of  the  ecosys- 
tem. We  must  identify  environmental  abuse  as 
antisocial  behavior,  even  when  profitable.  We 
must  be  prepared  to  lower  our  own  individual 
consumption  of  resources  and  the  affluence  that 
this  consumption  makes  possible.  We  must,  as 
responsible  citizens,  be  prepared  to  do  all  that  is 
necessary  to  restore  the  environment  to  at  least  a 
functional  level  of  health. 

Conclusion 

I am  sure  all  of  us  who  are  nearly  40,  or  older, 
can  recall  the  dramatic  sacrifices  we  made  as  a 
people  to  emerge  “victorious”  from  the  stresses  of 
World  War  II.  similar  enthusiastic  and  total 
commitment  as  a world  community  of  men  will 
be  necessary  if  we  are  to  avoid  being  the  victims 
of  our  gluttony. 

There  even  may  be  a bright  aspect  to  failure. 
Ecocatastrophe  is  the  word  u.sed  for  the  “dooms 
day”  type  of  event  which  many  environmentalists 
forecast.  If  a major,  world  ecocatastrophe  does 
occur,  it  is  highly  probable  that  some  humans 
would  survive,  even  in  a drastically  altered  en- 
vironment. These  surviving  hominoids  would  pro- 
vide a gene  pool  that  could  lead  to  the  evolution 
of  a “superior”  species  in  terms  of  its  relationship 
with  nature.  From  this,  w’e  may  regard  ourselves 
as  a mere  evolutionary  stage  like  many  another 
animal  species  who  has  rendered  its  environment 
unsuitable  for  itself  but  ideal  for  a newly-evolved 
species. 

,\s  a pragmatic,  problem-solving  species,  let’s 
employ  our  meager  talents  in  a search  for  a more 
harmonious  relationship  to  our  ecosystem.  This 
is  the  surest  prophylactic  for  ecocatastrophe. 
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Additional  Recommended  Readings 

1.  The  Population  Bulletin,  The  Population  Reference 
Bureau,  Inc.,  1755  Massachusetts  .\ve.,  N.W.,  Washing- 
ton, D.C.  2C036  ($5.  per  year). 

2.  Leopold,  .\ldo:  Sand  County  .Almanac,  Oxford  Uni- 

versity Press,  1949  (Paperback  $1.95). 

3.  litis,  Hugh:  Selected  Papers. 

4.  The  Progressive,  408  West  Gorham  St.,  Madison,  Wise. 
53703,  34:4  (.Apr.)  1970. 

5.  The  following  authors: 

Carson,  Rachel 
Balb'aith,  John  Kenneth 
Odom,  E. 

Hardin,  Garrett 
Boulding,  Kenneth 


Florida  Conservation  Organizations 


Florida  Defenders  of  the  Environment 
P.O.  Box  12063 
Gainesville,  Florida  32601 


Conservation  70’s,  Inc. 
Coring  Levell,  Ex.  Dir. 
Dorian  Building 
319  South  Monroe  St. 
Tallahassee,  Florida  32304 


National  Conservation  Organizations 


The  National  .Audubon  Society 
1130  Fifth  .Avenue 
New  York,  N.Y.  10028 

The  Nature  Conservancy 
1522  K Street,  N.\V. 
Washington,  D.C.  20005 

The  Wilderness  Society 
729  - 15th  Street,  N.W. 
Washington,  D.C.  20005 

Friends  of  the  Earth 
20  East  42nd  Street 
New  York,  N.A".  10017 


The  Sierra  Club 

1050  Alills  Tower 

San  Francisco,  Calif.  94104 

Zero  Population  Growth 

367  State  Street 

Los  .Altos,  Calif.  94022 

Planned  Parenthood/ World  Population 
515  Madison  .Avenue 
New  Y'ork,  N.Y.  10022 

Environmental  .Action,  Inc. 

2000  P Street 
Washington,  D.C.  20036 


Environmental  Defense  Fund 
Suite  3,  Post  Office  Bldg. 
Stonj'^  Brook,  N.Y^.  11790 
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Unwanted  Chemicals  in  Man  and  Environment 


Maurice  W.  Provost,  Ph.D. 


Whatever  the  semantics,  with  civilization  Homo 
sapiens  initiated  his  changing  of  the  face  of  the 
earth.  Uncivilized  protoman  was  an  integral  part 
of  a biosphere  which  his  instincts  told  him  was 
his  habitat  and  which  his  dawning  intelligence 
told  him  was  not  to  be  destroyed.  Civilization 
soon  brought  this  pristine  condition  to  an  end, 
and  as  it  advanced  on  its  inexorable  logarithmic 
path  toward  today’s  technology,  so  did  the  de- 
spoliation of  what  is  now  so  concernedly  and 
belatedly  referred  to  as  man’s  environment:  the 
earth’s  biosphere.  Laments,  griefs  and  frustrations 
notwithstanding,  our  problem  is  not  to  cast  a long 
lingering  glance  behind  but  to  stake  out  where  we 
are  today  and  take  off  from  there  toward  a recon- 
ciliation with  the  biosphere  we  have  violated. 
Unwanted  chemicals  are  only  part  of  the  picture 
but  are  nevertheless  so  numerous,  new  ones  being 
pumped  into  the  environment  at  the  rate  of  5000 
per  year,i  that  only  books^-^  can  do  the  subject 
justice  so  I intend  here  to  select  only  a few  glar- 
ing examples,  first  describing  them  as  problems 
and  later  commenting  on  hopeful  advances  to- 
ward solutions. 

Restoring  the  viability  of  our  environment 
must  be  predicated  on  the  answers  to  two  ques- 
tions: (1)  How  will  our  population  grow?  (2) 
Where  will  our  technology  go?  Our  discussions 
will  be  idle  without  answers  to  these  questions. 
The  natural  resources  of  the  world  can  sustain 
500  million  people  at  the  average  American  level 
of  affluence.  Since  the  world’s  population  is  al- 
ready seven  times  that  figure,  even  with  no  fur- 
ther growth,  dispersing  the  fine  emoluments  of  our 
technology  worldwide  would  demand  a drastic 
reduction  in  our  living  standards  (as  materially 
measured)  and,  obversely,  raising  our  standards 
would  mean  raising  the  percentage  of  the  world’s 
population  living  in  misery  above  the  presently 
estimated  80%.  It  is  a hard  choice  to  make,  but 
the  world’s  natural  resources  (of  which  we  7%, 
consume  45%),  especially  the  nonrenewable  ones, 
are  a fixed  quantity,  so  we  cannot  equivocate.  If 
advances  in  human  population  and  in  technologi- 
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cal  demands  were  in  equilibrium,  the  unwanted 
chemical  situation  would  not  be  so  difficult.  But 
in  America,  for  instance,  the  population  is  cur- 
rently doubling  every  63  years,^  while  consump- 
tion of  aluminum  is  doubling  every  ten  years,  elec- 
tricity every  12^  years,  petroleum  every  25 
years,  copper  and  zinc  every  75  years,  and  steel 
every  100  years. It  is  this  imbalance  which  has 
so  greatly  accelerated  the  environmental  crisis  in 
very  recent  years.  But  the  most  profound  im- 
balance of  all  is  a world  population  doubling 
every  35  years''^  while  food  production  per  capita 
has  been  decreasing  since  1963'^  with  no  hope  of 
it  turning  upward,  in  spite  of  panaceas  glibly 
believed  by  the  uninformed. 

Problems 

O.xygen  and  carbon  dioxide  are  not  unwanted 
chemicals,  but  their  proportions  in  the  earth’s 
atmosphere  are  obviously  of  tremendous  import 
to  man  and  were  involved  in  the  earliest  concerns 
over  the  quality  of  the  environment.  The  latter 
appeared  in  the  second  half  of  the  19th  century 
when  the  brutalizing  effects  of  the  industrial  revo- 
lution on  workers  became  rampantly  obvious.  But 
the  atmosphere  was  still  thought  to  have  un- 
limited capacity  to  furnish  oxygen  and  absorb 
carbon  dioxide.  Now  we  know  that  from  1860  to 
1955  the  atmosphere’s  CO2  content  has  risen 
from  .022  to  .032%,  an  18%  increase;  but  from 
1958  to  1962,  it  increased  1.13%8  indicating  a 
per  year  increase  14  times  what  it  averaged  in 
95  preceding  years.  This  accelerating  pollution  is 
due  largely  to  burning  fuel  at  the  mad  pace 
dictated  by  fast-developing  technology.  The  rise 
in  CO2  from  1860  to  1955  raised  worldwide 
temperatures  by  .9°F  (by  2.8°F  between  40° 
and  70°  N.  lat.)®  thanks  to  CO2  capacity  for 
absorbing  infrared  radiation.  If  this  continues,  it 
has  been  estimated  that  the  earth’s  temperature  by 
the  year  2000  will  reach  the  point  enabling  the 
antarctic  ice  cap  to  start  melting. Complete 
melting,  resulting  in  a sea  level  rise  of  400  feet, 
would  take  400  to  4000  years,  estimates 
varying,  but  even  at  1000  years  ocean  levels 
would  be  rising  four  feet  every  ten  years,  surely 
a catastrophic  development.  This  same  burning 
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of  fuel,  increasing  apace,  has  led  an  outstanding 
ecologist  to  wonder  about  the  decrease  of  oxygen 
in  the  atmosphere,  with  all  life  atuned  to  a con- 
tent unchanged  in  400  million  j'ears.^o  Dr.  Cole 
was  concerned  chiefly  about  the  fuel  burning  by 
power  plants,  home  space-heating,  automobiles, 
and  jet  planes.  But  as  a further  threat  to  this 
o.xygen  supply,  we  find  that  marine  phytoplank- 
ton, which  account  for  about  70%  of  Oo  recharge 
into  the  atmosphere,  reduce  their  photos\mthetic 
activity,  and  hence  o.xygen  production,  in  the 
presence  of  only  a few  parts  per  billion  of 
DDT. Many  estuaries  in  the  world,  where  these 
phytoplankters  are  concentrated,  are  rapidly  ap- 
proaching such  concentrations.!-  So  much  for 
technologically-induced  changes  in  two  of  the  most 
important  chemicals  in  our  environment. 

Unwanted  chemicals  have  occurred  in  man,  as 
indeed  in  any  animal,  since  time  immemorial 
through  accidental  ingestion.  .A.  timely  example 
relates  to  DDT.  It  is  postulatedi^  that  accidental 
ingestion  of  nonwater-soluble  substances  like 
waxes  and  resins  in  the  distant  past  caused  the 
liver  to  evolve  the  production  of  an  enz\Tne  which 
rendered  them  water  soluble  and  thus  e.xcretable 
by  the  kidneys.  DDT,  being  nonsoluble  in 
water,  brings  into  action  the  same  mechanism. 
However,  if  DDT  is  being  so  attacked  at  a time 
when  steroid  hormones  are  being  deployed,  the 
same  enzyme  produced  in  large  quantities  de- 
stroys them,  also,  denying  their  performance  of 
e.xpected  vital  tasks.n  Such  destruction  of  both 
estrogens  and  androgens  has  been  demonstrated 
in  rats,i3  while  in  several  birds  the  critical  role 
of  estrogen  in  mobilizing  calcium  for  deposit  in 
egg-shellsi®  has  been  shown  to  be  the  mechanism 
whereby  DDT  is  destronng  reproduction — the 
thin-shelled  eggs  do  not  survive  incubation. n 
Thus  in  1969,  the  last  remaining  nesting  rookery 
of  the  brown  pelican  in  California,  with  over  a 
thousand  pairs,  fledged  less  than  ten  young;  the 
other  thousands  of  eggs  were  crushed  and  eaten. 
.Ml  were  thin  shelled  and  loaded  with  DDT.i® 
This  method  of  bird  extermination  by  DDT  has 
been  demonstrated  for  several  species,  notably 
peregrine  falcon,  bald  eagle,  ospre\'.  cormorants, 
gulls  and  petrels.  It  has  recently  been  established 
that  polychlorinated  biphenyls  (PCBs),  a waste 
product  of  the  plasticizing  industries  now  ubiq- 
uitous in  waters  and  animal  tissues,  including 
man,i9  also  destroy  steroid  hormones  and  bird 
reproduction  through  the  shell-thinning  mech- 
anism.20  Thus  an  anciently-evolved  mech- 


anism for  ridding  the  body  of  unwanted  chemicals 
is  now  attempting  to  rid  the  body  of  unwanted 
products  of  our  technology,  whether  or  not  pur- 
posefully introduced  into  the  environment,  but  in 
so  doing  is  seriously  damaging  the  body,  as  has 
been  documented  in  the  iMrak  Report.^^ 

So  much  has  been  written  on  pesticide  damage 
to  nonhuman  life  forms  that  the  reader  may  best 
be  referred  to  the  fine  summarizations  now  avail- 
able.DDT,  for  example,  has  been  re- 
covered and  measured  in  soil,  air,  rainwater, 
ocean,  lakes,  rivers,  and  all  manner  of  plant  and 
animal  tissues, 2 3 and  from  reindeer  moss  and 
Eskimos  in  the  arctic  to  penguins  and  fish  in  the 
antarctic.  The  pathological  import  of  the  load  in 
man,  averaging  12  ppm  in  .Americans’  fat  tissues, 
is  under  extensive  study.  Whenever  broadcast, 
from  the  ground  or  by  airplane,  an  appreciable 
quantity  is  air-transported,  to  be  later  deposited 
by  rain  an\xvhere  in  the  world.  The  same  air- 
transport mechanism  of  distribution  has  been 
shown  to  be  identical,  whether  the  substance  be 
pollen,  DDT  or  radioactive  strontium. 21  The 
phenomenon  in  the  case  of  radioactive  chemicals 
is  instructive  to  review,  if  only  because  it  shared 
with  pesticides  the  same  initial  underestimate  and 
apathy,  followed  belatedly  by  great  concern. 

The  .Atomic  Energy  Commission  has  repeat- 
edly underestimated  the  radioactive  fallout  from 
atomic  bomb  testing.  A’et  by  1957,  a report  of 
its  Biological  and  Aledical  .Advisory  Committee 
had  concluded  that  “fallout  from  tests  completed 
to  that  date  would  probably  result  in  2,500  to 
13,000  cases  of  serious  genetic  defects  per  year 
throughout  the  world  population. ”22  Alore  re- 
cently fallout  from  the  plutonium  plant  at  Rocky 
Flats,  Colorado,  is  causing  concern,2  6 and  leakage 
from  the  Hanford  Works  in  Washington  resulted, 
among  other  things,  in  wild  duck,  feeding  on 
algae  in  “storage  basins,”  containing  0.1  micro- 
curie of  P®-.  .A  pound  of  this  meat  would  contain 
five  times  the  yearly  permissible  radiation  in 
human  beings.21  Incidentally,  the  wciste  burial 
grounds  at  the  Hanford  Works  have  been  aptly 
described  as  “the  most  costly  tombs  since  the 
days  of  the  pharaohs — and  hold  as  much  radio- 
activtity  as  would  be  released  in  a nuclear 
war.”2s  Geologists  are  concerned  over  what  earth- 
quakes might  do  to  these  burial  vaults. 2 s Dan- 
gers from  radioactive  fallout,  which  is  still  pro- 
duced from  underground  tests  and  “plowshare 
operations,”  are  insidious  in  many  ways,  from 
unpredictability  to  delayed  reactions.  Thus,  thy- 
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roid  nodules  in  Utah  children  detected  in  1963 
are  believed  to  have  been  the  result  of  iodine-131 
fallout  from  atomic  explosions  15  years  before  at 
the  Nevada  test  site. 2 s 

Automobile  exhausts  are  the  cause  of  notori- 
ous chemical  contamination  of  the  air,  the  un- 
controlled internal  combustion  engine  emitting  in 
exhaust  9,000  ppm  of  hydrocarbons,  1,500  ppm 
of  nitrogen  oxides,  3.5%  carbon  monoxide  (an 
exclusively  man-made  pollutant  which  has  now 
reached  a maximal  global  atmosphere  level  in  the 
range  of  0.1  ppm.! 3),  and  amounts  of  lead  vary- 
ing with  the  gasoline  used.^^  If  we  overlook  the 
smog  involvement  and  consider  only  the  lead,  a 
pretty  severe  poison,  we  find  that  since  its  intro- 
duction in  1923  into  “improved”  gasolines,  it  has 
increased  in  the  ocean,  in  food  crops,  and  ulti- 
mately in  human  blood,  where  in  some  areas  it 
is  approaching  toxic  levels. 2 ^ As  might  be  ex- 
pected, lead  in  the  air  increases  with  traffic  on 
the  road  and  decreases  with  distance  away  from 
the  road,  as  has  been  demonstrated  in  tests  on 
U.  S.  Highway  1 in  New  Jersey.^®  The  same 
distribution  of  lead  to  proximity  of  highways  has 
been  demonstrated  for  various  wild  plants,  vege- 
tables, oranges,  muscles  of  wild  animals  and 
human  blood.  But  lead  is  only  one  metallic  air 
contaminant.  Atmospheric  precipitation  has  been 
monitored  throughout  the  United  States  for  zinc, 
copper,  iron,  manganese  and  nickel,  for  instance, 
and  whenever  found  they  were  in  association  with 
human  activities.^i 

One  of  the  greatest  air  contaminants  is  sulfur 
dioxide  produced  mostly  by  fossil-fuel  electric  gen- 
erating plants.  The  earlier-mentioned  out-of-hand 
acceleration  of  demand  for  electricity  has  devel- 
oped this  into  an  acute  problem.  It  is  estimated 
that  in  1970,  37  million  tons  of  sulfur  o.xides  will 
be  emitted  into  the  atmosphere  over  the  United 
States. 3 2 This  contaminant  is  much  more  than  a 
respiratory  nuisance.  It  has  been  statistically 
demonstrated  that  when  sulfur  dioxide  reaches 
between  0.2  and  0.4  ppm  in  New  York  City, 
excess  deaths  over  expected  are  10  to  20  in  a 

day. 3 3 

Sewage  treatment  plants  are  turning  out  not 
to  be  unmixed  blessings.  Their  contribution  of 
nitrates  and  phosphates  to  eutrophication  or  over- 
enrichment of  natural  waters — turning  them  even- 
tually into  septic  waters — has  grown  to  crisis 
levels  throughout  the  world.*  These  compounds 
occur  naturally,  of  course,  but  between  sewage 
treatment  plants  and  fertilizer  run-off  from  crop 


fields,  they  are  increasing  to  hazardous  concentra- 
tions even  in  underground  waters.  Nitrates  in  ex- 
cess of  5 ppm  are  unsafe  for  domestic  animals  and 
at  8 to  9 ppm  cause  cyanosis  in  infants  by  inter- 
fering with  hemoglobin  function.  Yet  some  wells 
in  the  United  States  are  now  exceeding  3 ppm 
nitrates,-^  and  the  upward  trend  will  accelerate 
with  increasing  use  of  fertilizers  and  resort  to 
sewage  treatment  plants.  As  for  the  phosphates, 
which  contribute  so  significantly  to  eutrophica- 
tion, there  are  two  other  truly  major  sources  of 
contamination  besides  sewage  effluents — fertilizer 
run-off  and  detergents.  The  latter  became  mostly 
biologically  degradable  in  1965,  ending  an  era  of 
foaming  natural  waters,  but  they  are  still  over- 
loaded with  phosphates. 3 4 

Cures 

.-Mthough  the  same  laissez-faire  technology 
which  has  burdened  man’s  environment  with  all 
these  unwanted  chemicals  cannot  be  expected 
independently  to  clean  up  the  environment,  in- 
dustry is  already  doing  a lot  on  its  own  initiative, 
as  every  issue  of  the  relatively  new  journal  “En- 
vironmental Science  and  Technology”  abundantly 
attests.  The  three  major  car  manufacturers  start 
this  fall  to  make  cars  designed  to  run  on  lead 
free  gasoline. 3 5 Great  progress  is  being  made  in 
the  desulphurization  of  fuel,  one  plant  in  New 
York  investing  150  million  dollars  in  a facility  to 
reduce  the  sulfur  content  of  fuel  oils. 3®  Since 
most  pollution-control  programs  involve  disposal 
problems,  this  has  created  an  active  technological 
research  area.  Thus,  electrostatic  precipitators 
can  now  remove  99%  of  fly  ash  particles  from 
the  stack  gases  of  coal-fired  power  or  other 
plants,  and  already  17.4%  of  the  30  million  tons 
per  year  of  fly  ash  produced  by  power  plants  in 
the  United  States  is  recovered  for  byproduct 
reuse. 3 7 The  massive  use  of  pesticides  is  slowly 
being  replaced  by  “integrated  pest  control”  or 
what  is  increasingly  referred  to  as  pest  manage- 
ment,3  8 but  the  pace  of  this  change  will  surely 
increase  if  only  from  public  pressure.  Sewage 
treatment  technology  is  not  only  developing  fast 
but  disposal  of  effluents  on  forest  and  field  crop 
lands,  using  these  as  “living  filters”  of  nitrates 
and  phosphates  while  contributing  to  crop  produc- 
tion,3  9 is  offering  a way  out  for  the  major  cause 
of  eutrophication  of  waters.  The  detergent  phos- 
phate problem  is  headed  for  an  early  solution.*® 
The  shift  in  power  generation  to  atomic  fuel  is 
relieving  the  air  of  major  pollutants  while  posing 
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problems  of  radioactive  leakages  and  wastes.  Ra- 
dioactive fallout  is  probably  the  greatest  of  en- 
vironmental hazards,  but  progress  in  its  abate- 
ment or  prevention  is  disastrously  obstructed  by 
the  military  and  industrial  secrecy  which 
thoroughly  shackles  all  concerned  citizens. 

In  the  area  of  government,  ridding  the  en- 
vironment of  unwanted  chemicals  will  demand 
inducements  for  a reorientation  of  technology  and 
promotion  of  educational  goals  appropriate  to  the 
environmental  crisis  and  therefore  approaching 
crisis  dimensions.  The  fundamental  problem  is 
tracing  the  course  through  the  biosphere  of  those 
thousands  of  new  chemicals  being  released  into 
it  every  year.  This  will  be  a job  of  staggering 
magnitude  demanding,  for  certain,  a complete 
shift  in  chemical  engineering’s  emphasis  from  the 
s\Tithesizing  to  the  analytical  end  of  the  spectrum. 
Ultra-ultra-micro  techniques  for  detecting  these 
chemicals  at  the  minutest  levels  will  have  to  be 
developed,  as  has  been  done  for  DDT  with  its 
current  parts  per  billion  detection.  Developing 
and  using  these  procedures  in  a fantastically  elab- 
orate monitoring  program  in  man  and  environment 
will  put  a very  great  burden  on  industry'  to 
produce  the  required  apparatus  and  on  univer- 
sities to  produce  the  required  analytical  chemists. 
This  will  have  to  precede  the  acknowledged  even- 
tual solution:  automation  and  computerization. 
Xothing  more  certain  can  be  derived  from  a read- 
ing of  the  e.xtraordinarily  authoritative,  docu- 
mented, and  current  (December,  1969)  677-page 
“Mrak  Report. The  news  media,  printed 
and  visual,  should  accordingly  emphasize  that  it 
is  not  a case  of  Xo-Pollution  or  Jobs,  as  an 
unfortunate  T\'  program  recently  put  it,  in  spite 
of  otherwise  excellent  context,  but  a case  of  a 
superabundance  of  new  and  different  jobs  for  a 
retooled  economy.  Such  retooling  came  fast  after 
Pearl  Harbor  and  must  come  as  fast  in  this  en- 
vironmental crisis. 

Blaming  technology  for  all  the  ills  of  our 
environment  may  be  popular  but  there  are  re- 
sponsible people  doing  a tremendous  amount  of 
creative  thinking  about  the  problem.  Rep.  E.  Q. 
Daddario’s  Subcommittee  on  Science,  Research 
and  Development  has  contributed  notably  to  this 
effort.  It  has  proposed  a bill  to  establish  for 
congress  an  Office  of  Technological  Assessment. 
This  O.T.A.  idea  is  currently  under  stringent 
scrutiny  and  may  not  necessarily  be  the  answer. 
To  assess  the  eventual  impact  on  man  or  environ- 
ment of  a proposed  technological  development 


demands  prophetical  powers  which  may  not  be 
available  even  in  computers.  Yet  as  Rene  Dubos 
has  so  succinctly  written:  “technological  skill 
cannot  create  anything  worthwhile  if  it  does  not 
serve  a worthwhile  purpose.”*!  In  this  extraordi- 
nary book  (Pulitzer  Prize,  1969),  Professor  Du- 
bos makes  an  urgent  plea  for  the  development  of 
a “science  of  humanity,”  or  the  proper  study  of  the 
whole  man  in  a world  of  technologj^ — the  whole 
man  being  much  more  than  just  another  animal. 
This  plea  comes  to  mind  when  judging  the  puta- 
tive O.T.A.  It  would  appear  essential  that  man’s 
needs  and  tolerances  be  far  better  known  than 
they  are  today  before  any  O.T.A.  can  prophesy 
the  consequences  of  new  technology.  And  certain- 
ly central  to  this  new  learning  would  be  an  ex- 
pansion of  that  Environmental  Medicine  which 
Dr.  Paul  Kolin,  director  of  the  Xational  Institute 
of  Environmental  Health  Sciences,  has  defined  as 
“Recognizing  and  dealing  with  health  disturb- 
ances resulting  from  environmental  stress.”* 

The  polemics  of  scientists  decried  as  “prophets 
of  doom”  3.7.42-44  aj-g  actually  doing  a necessary 
job.  The  news  media  are  also  helping  them 
awaken  the  people  to  the  bona  fide  environmental 
crisis.  Xow,  technology  must  flip  over  and  heal 
the  earth’s  wounds  it  has  impersonally  created. 
One  can  be  cautiously  optimistic  but  certainly 
not  enthusiastically  or  smugly  sure  that  doom  can 
be  averted.  Action  now  is  the  key  criterion. 
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The  Status  of  the  Law  as  a Tool 
for  Protecting  the  Environment 

Joseph  W.  Little 


“Why,”  people  ask,  “can’t  the  law  do  some- 
thing about  polluters  and  exploiters  of  our  natural 
environment?”  One  answer  is  that  the  law  can  do 
something  if  the  people  will  vote  in  legislatures 
that  will  enact  the  necessary  statutes  and  spend 
the  money  needed  to  do  the  job.  But  something 
more  specific  is  meant  by  the  question.  Askers 
want  to  know  why  the  enforcement  power  of  the 
state  cannot  physically  move  in  under  the  direc- 
tion of  the  courts  to  stop  polluting  and  exploiting 
acts. 

Historical  Background 

Several  important  facts  prevail  against  that 
kind  of  direct  action  in  environmental  cases  under 
our  law  in  its  present  status.  In  the  first  place, 
the  law  has  evolved  with  a very  strong  propen- 
sity to  protect  rights  to  own  and  to  use  private 
property  and  to  make  it  freely  transferable  among 
individuals.  These  concepts  have  encouraged  the 
utilization  of  land  and  natural  resources  in  the 
aggrandizement  of  power  and  wealth.  One  ap- 
parent consequence  of  this,  when  coupled  with  a 
seemingly  inexhaustible  supply  of  natural  bounty 
and  a population  of  industrious  people,  has  been 
the  building  of  America’s  gigantic  economic  em- 
pire, bringing  unmatched  affluence  to  most  of  her 
people.  Another  consequence  has  been  the  slow 
buildup  of  by-products  that  seem  on  the  verge  of 
destroying  the  ecological  basis  of  life  as  w’e  know 
it  and  that  are  certainly  destroying  the  esthetic 
qualities  of  the  environment  that  have  great  mean- 
ing to  those  of  us  who  wish  man  to  live  in  har- 
mony with  his  natural  heritage.  The  processes  of 
pollution,  exploitation  of  natural  resources  and 
uglification  of  our  living  places  have  indeed  pro- 
duced an  environmental  crisis  of  proportions  un- 
thought of  scarcely  a decade  ago.  Suddenly  the 
urgency  of  immediate  control  over  these  processes 
has  become  evident  and  people  want  to  know  why 
the  law  has  not  and  is  not  doing  something 
about  it. 

That  is,  of  course,  a proper  question.  Offensive 
environmental  conditions  are  consequences  of  hu- 
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man  behavior  and  law  is  society’s  tool  for  regulat- 
ing human  behavior.  But  our  law  developed  his- 
torically inclined  to  favor  protection  of  property 
interests.  Hence,  we  are  loathe  to  tinker  with 
regulations  that  affect  a man’s  absolute  right  to  do 
with  his  property  as  he  will.  LTnfortunately,  the 
law  did  not  evolve  countervailing  doctrines 
fully  effective  in  protecting  the  public’s  interest 
against  giant  quantities  of  unwanted  wastes  that 
spew  out  of  modern  processes  into  public  domains. 

Protective  Regulations 

Owing  to  the  massive  scale  of  environmental 
abuse  in  our  land,  it  seems  apparent  that  the 
speediest  way  for  putting  a stop  to  it  will  be 
through  enactment  of  protective  regulations, 
policed  and  enforced  by  public  agencies  having 
authority  to  haul  offenders  into  court  without 
delay.  The  courts  in  turn  must  have  the  power 
to  levy  telling  penalties  and  to  issue  orders  to  halt 
polluting  activities.  In  this  fashion  the  police 
power  of  the  state  would  be  directly  responsive 
to  protecting  the  public’s  right  to  a pure  environ- 
ment. 

Some  antipollution  regulations  and  public 
authorities  exist,  but  they  are  too  few  and  too 
weak  to  master  the  job  that  waits  to  be  done. 
Moreover,  it  is  not  certain  that  the  public  is 
willing  to  take  the  needed  action  in  protecting 
the  environment  when  to  do  so  would  threaten 
some  other  public  interest.  .-\  typical  episode  illus- 
trates this  point. 

In  the  summer  of  1970  an  International  Paper 
Company  mill  located  on  the  lower  end  of  Lake 
Champlain  near  Ticonderoga,  New  York,  was 
dumping  industrial  sludge  into  the  lake.  The  state 
of  Vermont  asked  that  New  York  and  federal  au- 
thorities halt  the  flow  of  damaging  materials  into 
the  lake,  which  laps  the  Vermont  border  for  more 
than  100  miles.  The  paper  company  announced 
that  it  had  no  intention  of  stopping  the  pollution 
because  it  was  moving  to  a new  nonpolluting 
facility  in  a matter  of  months.  Governor  Rocke- 
feller of  New  York,  well  aware  that  closing  the 
plant  would  force  an  economic  crisis  in  the  vicin- 
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ity,  reportedly  expressed  a belief  that  the  situa- 
tion Avas  not  so  bad  as  the  \'ermonters  thought. 
Meantime,  \'ermont  officials  are  -waiting  to  see 
what  Interior  Secretary  Hickel  Avill  do  under  fed- 
eral authority  and  purportedly  are  deliberating  a 
lawsuit  against  the  state  of  Xew  York.  While  the 
buck  bounces  from  official  to  official,  the  pollu- 
tants continue  to  pour  into  Lake  Champlain. 

The  Lake  Champlain  situation,  although  a bit 
complex  in  the  division  of  responsibilities  among 
several  governmental  units,  shoAvs  that  effective 
public  regulation  Avill  not  come  easy  so  long  as 
costly  economic  repercussions  are  to  be  contended 
Avith.  “Why  is  the  laAv  so  sIoav?”  people  ask. 
The  problem  is  that  the  people  either  have  not 
knoAvn  enough  or  have  not  seen  fit  to  regulate 
themseh’es  properly.  Or,  if  you  prefer,  vested 
interests  have  been  able  to  hold  off  protective 
public  regulations  that  Avould  redound  to  their 
detriment.  In  the  absence  of  appropriate  regula- 
tions imposed  by  statute,  or  by  constitution,  or 
even  by  private  agreement,  environmentalists 
have  had  to  fall  back  on  private  laAVsuits  in  at- 
tempting to  protect  the  environment. 

Private  Lawsuits 

Under  the  present  laAv,  a person  Avishing  to 
abate  Avhat  he  perceives  to  be  an  umvarranted  en- 
vironmental insult  through  private  litigation  faces 
considerable  uncertainty  of  success.  Before  he 
may  maintain  a case  in  court  against  an  offender, 
the  complainant  must  have  Avhat  laAvyers  refer  to 
as  a cause  of  action.  Or,  putting  it  another  Avay, 
there  must  have  been  a breach  of  a legal  duty 
OAving  the  complaining  person  by  the  offender. 
.Although  legal  duties  may  arise  under  the  common 
laAv  (the  case  by  case  evolution  of  laAv  inherited 
from  England),  by  constitution^  or  by  agreements 
betAveen  individuals,  most  private  laAvsuits  involv- 
ing injuries  to  a plaintiff’s  body  or  property  fall 
under  the  common  laAV  of  torts. 

The  laAv  of  torts  embraces  a scheme  of  legal 
duties  Avith  regard  to  injury  caused  a person  by 
the  intentional  or  negligent  acts  of  another.  Such 
an  act  can  include  Avrongful  use  of  one’s  oAvn  prop- 
erty as,  for  example,  in  causing  an  automobile 
crash  through  dangerous  driving.  ^Moreover,  legal 
doctrines  or  nuisance  haA-e  evolved  in  situations 
Avhere  real  property  is  being  utilized  in  damaging 
Avays;  such  as  exhausting  dense  and  corrosive 
fumes  into  the  atmosphere,  resulting  in  damage 
to  surrounding  land  and  buildings  or  physical 
harm  to  the  nearby  population,  or  operating  an 


offensive  slaughterhouse  in  a residential  neighbor-  ' 
hood.  These  important  doctrines,^  AA’hich  in  effect 
limit  the  pervasive  concept  that  a man  may  do  ' 
Avith  his  property  as  he  pleases,  developed  in  situa- 
tions Avhere  clear  compensable  injury  Avas  being 
suffered  by  individuals  or  classes  of  individuals. 

Once  a person  has  Avon  a legal  argument  in 
court,  he  Avill  be  looking  for  judicial  relief;  a 
remedy  for  the  Avrong  done  him.  The  most  com-  ' 
mon  remedy  is  monetary,  computed  under  a sort  i 
of  jurisprudential  arithmetic  equating  harm  with 
dollars  and  cents.  Obviously,  the  payment  of 
money  for  harm  already  done  Avill  not  be 
an  effective  remedy  in  environmental  situations 
in  Avhich  the  offender  finds  it  more  economical  to 
pay  damages  than  to  mend  his  Avays.  If  that  be 
the  case  and  if  the  plaintiff  can  shoAv  that  his  legal 
remedy  (meaning  money)  is  not  adequate  relief, 
a court  may  order  the  defendant  to  cease  his 
harmful  course  of  action.  These  orders  the  state 
Avill  enforce  through  its  police  poAvers. 

In  deciding  Avhether  to  issue  injunctions  in 
nuisance  cases,  hoAvever,  courts  ha\’e  attempted 
to  strike  a balance  betAveen  the  economic  losses 
resulting  to  one  group  of  people  as  an  effect  of 
stopping  the  activity  against  the  economic  damage  ' 
resulting  to  others  by  its  continuation.  The  side  | 
shoAving  the  greatest  good  for  the  greatest  num-  I 
ber  theoretically  Avins  the  argument.  L^nfortunate-  ' 
ly,  courts  so  far  seem  to  have  considered  only  the 
short-term  injuries  being  complained  about  in 
Aveighing  the  balance  Avithout  concerning  them- 
seh'es  Avith  long-term  ecological  effects.  On  that 
basis,  it  frequently  can  be  made  to  appear  that 
the  most  good  for  the  most  people  Avill  be  served 
by  alloAving  the  pollution  to  continue.  This  kind 
of  reasoning  is  specious,  of  course,  since  it  allows 
the  continuing  aggregation  of  many  small  sources 
of  pollution  until  they  eventually  reach  damaging 
totals. 

This  scheme  Avorks  Avell  enough  to  handle  most 
private  legal  disputes  and  is  applicable  in  those 
feAv  environmental  cases  Avhere  an  individual  can 
shoAv  that  he  has  suffered  compensable  injury  by 
the  polluting  acts  of  another.  But  ev'en  apart 
from  the  remedial  shortcoming  previously  men- 
tioned, the  common  laAv  is  not  an  apt  tool  for  pro- 
tecting the  public  interest.  The  common  laAv  in 
the  main  has  been  forged  in  the  fires  of  one- 
against-one  encounters  betAveen  competing  individ- 
ual litigants.  It  has  fostered  a one-to-one  legal 
morality  and  meets  the  needs  of  settling  disputes 
betAveen  individuals.  But  environmental  insults 
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frequently  do  not  render  immediate  compensable 
harm  to  anyone  or,  if  clear  harm  is  caused,  attrib- 
uting it  to  any  specific  person  or  even  any  spe- 
cific group  of  persons  may  be  impossible. 

To  illustrate  the  former  point,  when  the  hot 
discharges  from  a nuclear  power  plant  threaten 
to  destroy  the  life  of  a public  salt  water  marsh, ^ 
but  with  no  direct  damage  to  any  private  individ- 
ual’s person  or  property,  how  is  the  common  law 
to  apply?  Surely  damage  accrues  to  the  public 
in  the  loss  of  a bit  of  the  natural  environment 
held  in  the  public  domain,  but  the  injury  does 
not  fall  into  the  one-to-one  context  of  the  com- 
mon law. 

To  illustrate  the  latter  point,  each  particle  of 
pollution  spouted  into  the  atmosphere  carries 
potential  for  damaging  human  and  animal  life. 
Accumulate  small  doses  of  wastes  from  thousands 
of  smoke  stacks  and  tens  of  thousands  of  motor 
vehicle  exhaust  pipes  and  a great  number  of  per- 
sons will  suffer  definite  physical  injury — injury 
of  a compensable  kind  had  it  been  caused  by  a 
single  person  or  even  by  an  identifiable  group. 
Yet  when  there  can  be  no  substantial  attribution 
of  culpability  to  specifically  identifiable  offenders, 
private  lawsuits  will  fail  for  want  of  a proper 
defendant.  In  both  these  situations  significant 
harm  is  being  done,  harm  that  the  law  needs  to 
provide  remedies  for  righting  and  preventing. 
Yet  they  do  not  fit  the  common  law  mold.  This 
demonstrates  one  great  need  if  the  law  is  to  ade- 
quately defend  the  public  interest  in  crowded, 
complex  cultures.  In  short,  it  needs  to  develop 
more  precise  concepts  of  statistical  morality. 

Changes  in  Laws 

Nowhere  is  it  more  evident  than  in  environ- 
mental issues  that  the  law  should  be  a servant  of 
the  public.  It  is  a servant  that  can  be  employed 
to  preserve  a healthful  environment  if  the  people 
provide  the  proper  instruments  for  its  use  or, 
if  left  unchanged,  it  may  serve  to  protect  the  hand 
of  exploiters  in  quest  of  economic  gain.  As  ob- 
served earlier,  our  private  law  has  come  historical- 
ly to  favor  utilization  of  private  property  with 
restrictions  imposed  only  in  the  classic  nuisance 
situations  previously  discussed.  Hence,  left  un- 
changed the  law  appears  to  have  a bias  toward 
protecting  the  right  to  engage  in  exploiting  and 
polluting  behavior  rather  than  toward  inhibiting  it. 

This  status  suggests  two  important  proposi- 
tions. The  first  is  that  the  law  cannot  be  left 
unchanged.  The  second  is  that  lawyers,  who  are 
merely  the  wielders  of  the  legal  instruments,  can- 


not by  themselves  make  the  changes.  The  first 
point  is  obvious  and  needs  no  further  bolstering 
here.  The  second,  however,  deserves  careful  at- 
tention because  it  indicates  the  opportunity  and 
desirability,  indeed  the  necessity,  for  lay  individ- 
uals to  participate  in  tooling  up  the  law  to  regu- 
late behavior  so  as  to  conserve  the  healthful 
qualities  of  our  environment. 

The  environmentalist  movement  could  not 
start  until  someone  got  worked  up.  Perhaps  the 
conservationists  and  outdoors  people  were  first 
with  their  cries  of  alarm  about  the  ravages  of 
America’s  remaining  natural  areas.  But  that  was 
not  enough.  “Somebody  had  to  sue  somebody 
before  the  legislature — in  enlightened  self-interest 
took  long  overdue  action,”  said  Victor  Yannacone, 
fiery  lawyer  who  with  his  legal  actions  brought 
the  DDT  perils  to  the  attention  of  the  nation.  In 
putting  the  prod  to  the  legislators,  Yannacone  has 
triggered  the  key  to  obtaining  effective  legal  regu- 
lations and,  in  his  protracted  legal  maneuverings, 
has  demonstrated  the  bluntness  of  litigation  as  the 
sole  legal  tool  for  controlling  abuse  of  the  environ- 
ment. 

.Although  many  lawyers  are  bringing  innova- 
tive lawsuits^  and  courts  are  beginning  to  accom- 
modate their  procedures  and  remedies  to  relieve 
environmental  wrongs,  the  case-by-case  evolution 
is  tediously  slow  in  altering  its  philosophy  of  be- 
havior regulation.  This  is  not  a damning  criticism, 
however,  because  the  courts  have  neither  the  func- 
tion nor  the  resources  to  sift  reams  of  scientific 
data  in  order  to  make  scientific  conclusions  about 
the  ecological  effects  of  various  practices.  Despite 
protestations  by  them  that  they  were  merely  ap- 
plying the  law,  not  making  it,  lawyers  and  judges 
employed  the  judicial  process  in  earlier  times  and 
with  simpler  issues  to  mold  law  to  produce  be- 
havior conforming  to  standards  divined  by  them 
as  representative  of  public  mores.  But  courts 
cannot  decide  how  human  behavior  ought  to  be 
regulated  in  preserving  the  environment  nor  what 
form  the  law  ought  to  take  in  achieving  regula- 
tion. The  very  diffuseness  of  the  ancient  process, 
spread  over  thousands  of  unrelated  lawsuits  and 
extended  periods  of  time,  makes  it  too  slow  and 
inexact  in  responding  to  issues  needing  rapid  and 
precise  resolutions. 

By  contrast  to  the  plodding  common  law  proc- 
ess, except  where  constitutional  guarantees  inter- 
cede, legislatures  have  the  pow’er  to  produce  new 
regulations  at  their  pleasure.  Moreover,  they  can 
conduct  extensive  legislative  investigations  into 
controversial  issues  and  deliberate  the  possible 
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effects  of  legislation  on  the  interests  of  all  the 
people.  Therefore,  it  is  the  legislatures  that  must 
be  called  upon  to  make  fundamental  changes  in 
laws  affecting  the  state  of  the  environment,  if 
changes  are  to  be  made  in  time  for  the  law  to 
have  significant  effect  on  what  happens  to  it  in 
this  critical  period. 

Vocal  People 

Needless  to  say,  in  deciding  what  laws  to  enact 
legislatures  will  be  responsive  to  the  wishes  of  the 
vocal  people.  Therefore,  professional  people  have 
both  unusual  opportunities  and  special  responsibil- 
ities to  raise  their  voices  in  waging  environmental 
battles  in  the  legislatures.  They  are  equipped  to 
understand  the  basic  ecological  arguments  being 
advanced;  they  are  accustomed  to  making  deci- 
sions that  require  a trade-off  of  one  set  of  goals 
against  another;  they  are  members  of  professional 
organizations  that  can  multiply  the  voices  of  indi- 
vidual members  in  speaking  for  or  against  the 
various  sides  of  any  issue;  they  have  unusually 
heavy  vested  interests  that  may  be  affected  by  the 
direction  society  goes  in  regulating  itself;  they  are 
prepared  better  than  most  to  be  spokesman  for 
the  people  of  their  communities,  and  they  have 
the  resources  to  support  principles  they  believe  in. 

Any  professional  layman  can  make  it  his  busi- 
ness to  become  fully  informed  and  take  a stand 
on  environmental  issues.  He  can  encourage  his 
governmental  representatives  to  vote  for  needed 
legislation  and  he  can  support  candidates  that 
espouse  an  enlightened  concern  in  that  regard, 
.^nd,  especially,  he  can  oppose  political  incum- 
bents and  aspirants  who  are  tied  to  vested  inter- 
ests that  seem  intent  upon  unabated  pollution 
and  exploitation.  Professional  laymen  can  also 
join  with  other  citizens  in  bringing  lawsuits  that 
will  publicize  misuse  of  the  environment  by  pri- 
vate, industrial,  and  governmental  offenders  and 
in  doing  so  will  help  create  the  necessary  social 
state  of  mind  that  foreshadows  change.  Or,  as  a 
minimum,  professional  laymen  can  join  and  en- 
courage groups  and  organizations  that  are  at- 
tempting to  detect  ill  uses  of  the  environment  and 
to  do  something  about  them. 

Blind  adherence  to  a doctrinaire  viewpoint  will 
not  suffice,  however.  Not  every  proposal  for 
“environmental  legislation”  will  be  sound.  Failure 
to  discriminate  will  obviously  undermine  the 
repute  of  any  person  or  organization.  Moreover, 
trade-offs  in  goals  will  continue  to  be  made,  and 
proponents  of  environmental  regulations  must  be 
able  to  convince  the  majority  that  exchanging 


short-term  costs  of  control  for  long-term  bene- 
fits of  a continuing  healthful  environment  is  a 
good  investment.  5 


Florida,  blessed  with  unusual  bounty  in  its 
natural  beauty  and  pleasing  climate,  is  beset  with 
desperate  environmental  ills  as  exploiters  continue 
to  defile  and  obliterate  the  very  attractions  that 
make  the  state  a desirable  place  to  live.  Fortunate- 
ly, however,  the  state  also  harbors  a great  many  I 
people  and  organizations  that  are  fighting  to  delay 
the  degrading  processes  until  the  rest  of  the  popu- 
lation  becomes  energized  to  stop  it.  .“\mong  the  , 
organizations,  the  National  Audubon  Society  has  j 
been  especially  effective  in  stopping  the  jetport  in  | 
the  Everglades  and  the  .\lachua  Audubon  Society  | 
has  been  the  leader  in  opposition  to  cutting  the  i 
Cross  Florida  Barge  Canal  through  the  course  of 
the  Oklawaha  River.  Furthermore,  Conservation 
70’s,  an  organization  devoted  to  legislative  change, 
is  working  throughout  the  state  to  encourage  the 
adoption  of  environmental  legislation.  In  addi- 
tion, many  other  private  organizations,  govern- 
mental agencies  and  individuals,  including  many 
members  of  the  Florida  legislature,  have  taken 
strong  stands  in  favor  of  pro-environmental  pro- 
tection. 


When  and  if  legislatures  provide  effective  legal 
tools  for  controlling  pollution,  for  regulating  the 
exploitation  of  natural  resources,  and  for  outlaw- 
ing the  rampant  uglification  of  the  places  we  live 
in,  then  much  of  the  burden  of  keeping  the  legal 
tools  honed  and  sharpened  for  effective  use  will 
fall  again  to  the  legal  profession.  Nonetheless,  the 
lay  persons’  job  will  not  be  done.  With  evergrow- 
ing populations  and  rapidly  expanding  cities  new 
sources  of  environmental  abuse  will  erupt  and  old 
ones  will  escape  official  detection.  Concerned  citi- 
zens have  proven  to  be  the  best  sensors  of  this 
offensive  behavior  and  will  continue  to  be.  Mean- 
while, the  encrusting  processes  of  the  law  will 
begin  to  place  deposits  on  its  joints,  making  it 
less  flexible  in  application  to  new  situations. 
Hence,  the  people  must  take  a greater  interest 
than  ever  before  in  watching  over  the  legal  tools 
they  provide  for  regulating  behavior.  Above  all, 
the  people  must  realize  that  what  is  or  what  is 
not  a proper  mode  of  behavior  in  a complex  mod- 
ern society  is  not  a subject  to  be  left  solely  to 
lawyers  and  judges.  The  vocal  people  will  decide 
what  is  appropriate  behavior  with  regard  to  en- 
vironmental issues,  as  with  many  others,  and 
through  their  legislatures  the  vocal  people  will 
influence  it  one  way  or  the  other.  What  the  influ- 
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ence  will  be  is  of  vital  importance.  The  wielding 
of  it  falls  as  an  heavy  responsibility  upon  those 
among  us  who  are  suited  to  shoulder  it. 

Footnotes 

1.  Although  most  legal  scholars  would  probably  view  it  as 

a strained  interpretation,  some  lawyers  are  urging  that  the  ninth 
amendment  to  the  U.  S.  Constitution  guarantees  the  people  a 
right  to  a healthful  environment.  (“The  enumeration  in  the 
Constitution  of  certain  rights  shall  not  be  construed  to  deny  or 
disparage  others  retained  by  the  people.”)  Others  like  Senator 
Gaylord  Nelson  of  Wisconsin  are  urging  the  adoption  of  a new 
amendment  for  that  purpose.  State  constitutions  may  also  pro- 
vide a basis  for  environmental  rights.  For  example,  the  Florida 
Constitution  states  that:  "It  shall  be  the  policy  of  the  State 

to  conserve  and  protect  its  natural  resources  and  scenic  beauty.” 
-\ct  III,  Sec.  7,  19o8  Fla.  Const.)  Already  that  provision  has 
been  argued  in  a private  lawsuit. 

2.  Two  nuisance  doctrines  developed  in  the  common  law: 
private  and  public.  The  discussion  in  the  text  applies  to  private 
nuisance.  Public  nuisance  is  an  offense  against  the  public  and 
is  generally  treated  under  criminal  law  with  abatement  being 
a responsibility  of  public,  not  private,  action.  See,  generally. 
Harper  and  James,  The  Law  of  Torts,  Sec.  1.23  et.  seq.,  1956. 

3.  At  least  two  cases  involving  fact  situations  similar  to  this 
have  been  litigated  in  federal  courts.  The  tactic  has  been  to  at- 
tack the  administrative  deeision  of  the  Atomic  Energy  Commis- 
sion in  approving  the  nuclear  installation  without  considering 
the  ecological  effects.  (Suing  the  government  or  its  agencies 
presents  a complex  of  technical  legal  issues,  which  space  does 
not  allow  covering  here.)  The  trial  court  results  of  the  two 
cases  have  been  disappointing  for  environmentalists.  A federal 
judge  in  a New  Hampshire  case  concerning  thermal  pollution 
of  the  Connecticut  River  ruled  that  the  -AEC  had  made  no 


error  when  it  ruled  that  consideration  of  ecological  effects  was 
outside  its  regulatory  jurisdiction  because  the  AEC’s  enabling 
legislation  did  not  call  for  it.  New  Hampshire  v.  AEC.,  406  F. 
2d  170  (1969).  A Florida  federal  court  allowed  the  issue  of 
thermal  pollution  to  be  debated  on  the  merits  in  a Biscayne  Bay 
reactor  case  and  then  ruled  that  the  environmentalists  had  failed 
to  prove  their  case. 

4.  Many  suits  have  been  filed  in  Florida.  The  ones  I am 
most  familiar  with  are  the  Environmental  Defense  Fund’s  suit 
against  the  U.  S.  Army  Corps  of  Engineers  in  the  Cross  Florida 
Barge  Canal  Controversy  and  the  suit  of  Robert  B.  Ragland 
against  the  Florida  Department  of  Transportation  in  a case 
challenging  the  public  taking  of  private  property  for  building 
roads.  The  original  petition  in  the  former  case  made  use  of  the 
ninth  amendment  argument;  the  latter  employed  the  Art.  Ill, 
Sec.  7 of  the  Florida  Constitution.  (Refer  to  note  1.)  So  far 
suits  of  this  natu.-e  have  been  unavailing  from  a legal  point  of 
view.  But  they  have  created  great  public  interest  that  may 
eventually  impel  the  desired  results. 

5.  Consider  this  typical  situation.  Mohawk  Airlines  increased 
its  service  to  Burlington,  Vt.  by  having  four  airplanes  overnight 
at  the  local  airport  This  required  the  expansion  of  the  local 
maintenance  operation  with  a $150,000  per  year  increase  in  local 
payroll.  However,  it  also  required  nighttime  maintenance  of 
jet  engines  with  great  disturbance  to  the  community  surround- 
ing the  airport.  Which  is  more  important,  the  added  $150,000 
per  year  in  the  local  economy  plus  better  air  service,  or  the 
sanctity  of  a quiet  night  by  the  community?  See  Burlington 
Free  Press,  July  8,  1970,  p.  15  col.  6. 

6.  Two  recent  treatments  of  this  phenomenon  are  worth 
reading.  See  H.  Sutton,  “The  Erosion  of  Eden,”  Saturday 
Review,  June  6,  1970,  p.  58,  and  G.  Laycock,  “Trouble  in 
Paradise,”  Audubon,  May  1970,  p.  24. 

^ ]\Ir.  Little,  L^niversity  of  Florida  College  of  Law, 
Gainesville  32601. 


At  the  annual  meeting  of  the  American  Medical  Association  in  Chicago  last  June,  the  House  of 
Delegates  resolved  that  the  AiMA  continue  its  efforts  “to  alert  the  American  people  ...  to  the  ever- 
increasing  health  hazards  of  environmental  pollution  and  to  the  urgent  need  for  expanded  research 
and  effective  control  measures”  and  that  the  AM.\  “further  extend  and  intensify  its  present  activ- 
ities in  pollution  control  and  improvement  of  environmental  health.” 
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Population  and  the  Social,  Political 
and  Environmental  Crisis 

Robert  B.  Ragland,  M.D. 


The  most  important  and  pressing  problem  now 
facing  man  is  how  not  to  destroy  himself.  The 
danger  lurks  on  all  sides:  in  the  population-food 
crisis  produced  by  lowered  death  rates;  in  the 
arms  race  and  nuclear  warheads;  in  social,  eco- 
nomic, racial  and  religious  tensions,  and  in  man’s 
effort  to  subdue  nature.  Man  runs  a high  risk  of 
destroying  ecological  balance,  nature,  his  environ- 
ment and,  with  it  all,  himself. 

Which  of  these  dangers  is  of  paramount  im- 
portance, or  are  they  more  exaggerated  than  real? 
In  each  preceding  generation,  it  is  said  that  there 
have  been  crises,  that  man  survived  and  that  he 
will  assuredly  surmount  these  present  dangers. 
The  people  in  their  “collective  wisdom”  will  halt 
the  nation’s  growth  at  some  point,  we  are  told. 

Earliest  Judeo-Christian  tradition  gives  man 
dominion  over  all  nature  and  many  people  see 
him  as  the  center  of  the  universe,  all  powerful  and 
all  important.  But  a moment’s  reflection  brings 
to  mind  a precept  we  use  with  our  children,  name- 
ly, that  with  power  and  authority  goes  responsi- 
bility. We  ourselves  must  show  responsibility  and 
caring  for  all  of  life  and  all  of  nature. 

Biological  Aspects 

Man  is  not  independent  of  biological  laws;  he 
is  subject  to  them.  His  failure  to  understand  him- 
self, recognizing  biological  laws  as  laws  he  must 
obey,  constitutes  one  of  his  central  problems.  We 
have  flown  to  the  moon  but  according  to  the 
natural  law. 

Our  civilization  is  at  a crossroads  and  we  are 
now  faced  with  a reduced  quality  of  life  and  the 
possibility  of  the  loss  of  our  humanity.  We  have 
a clear  choice.  Either  we  provide  ourselves  with 
more  reliable  biological  and  psychological  informa- 
tion on  which  to  base  our  estimates  of  man  or, 
when  the  final  moment  of  truth  arrives,  find  that 
we  have  destroyed  life’s  highest  values,  perhaps 
even  that  we  have  been  “selected  out”  along  with 
the  American  Bald  Eagle,  pelican,  orangutan, 
gorilla,  chimpanzee,  dinosaur  and  dodo  bird.  We 
are  all  animals,  but  we  are  also  men.  What  im- 
portant choices  will  mankind  make? 


Several  billion  years  ago  our  earth  was  formed. 
The  first  life  began  a billion  or  so  years  ago  as  a 
simple,  self-limited,  temporary,  straight-line  form 
which  utilized  a finite  unreplenished  source  of  sup- 
plies which  it  converted  into  its  own  waste  prod- 
ucts. We,  and  all  other  subsequent  forms  of  life, 
owe  our  existence  to  the  creation  of  another  life- 
form  which  utilized  those  waste  products  and  re- 
plenished the  original  source  of  supplies,  thereby 
converting  the  original  straight-line  system  into  a 
circular  one,  interdependent,  more  complex,  more 
stable  and  with  an  air  of  permanence.  Erom  this 
original  substrate,  man  emerged  from  his  primate 
backgrodnd  only  1 or  2 million  years  ago.  It 
took  until  the  middle  of  the  19th  century,  a 
million  or  so  years,  for  his  numbers  to  reach  a 
billion  but  by  1930  a second  billion  was  added; 
the  population  doubled.  A third  billion  has  al- 
ready been  added  and  we  are  working  on  the 
fourth  billion.  Eive  to  8 billion  are  expected  by 
the  year  2000  if  present  birth  and  death  rates 
continue. 

In  the  United  States  we  did  not  have  a popula- 
tion of  100  million  until  about  1920  but  in  less 
than  50  years  we  have  added  another  100  million 
and  a third  100  million  is  anticipated  by  the  year 
2000,  only  30  years  hence! 

In  Elorida  there  was  a population  of  140,424 
in  1860,  150,000  in  1865,  391,422  in  1890,  1,488,- 
211  in  1930,  4,951,460  in  1960  and  6.6  million  in 
1970,  an  increase  of  35%  this  past  decade.  A 
population  of  8 to  10^  million  is  expected  by 
2000  if  present  apparent  trends  continue. 

In  Elorida  much  of  the  population  increase 
comes  from  in-migration  but  for  the  world  the  in- 
crease represents  the  excess  of  births  over  deaths. 
Some  of  these  births  are  the  result  of  unwanted 
pregnancies  but  far  too  many  represent  wanted 
children — in  America,  the  third  or  fourth  child  in 
middle  class  families.* 

In  America,  Elorida  and  Jacksonville,  we  have 
a great  penchant  for  progress  and  growth  and  de- 

*Special  tabulations  by  the  Bureau  of  the  Census  from  the 
Cu  rent  i’opulation  Survey,  March  1966,  show  that  in  the 
period  1960-1965,  68.2%  of  U.S.  births  were  classified  as  “non- 
poo-,”  31.8%  as  “poor,  near  poor,”  contrary  to  the  popular 
belief  that  the  poor  are  overpopulating  this  country. 
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velopment.  It’s  understandable,  for  man  is  a 
creature  of  habit  and  tends  to  indulge  in  repetitive 
behavior,  in  behavior  patterns,  whether  it  is  profit- 
able or  not.  We  come  by  it  quite  naturally.  “In 
nature  animals  prosper  best,  survive  in  largest 
numbers,  live  longest,  reproduce  most  abundantly 
where  they  are  expanding  to  fill  a vacant  environ- 
ment such  as  our  forefathers  found  here  in  .Amer- 
ica a few  hundred  years  ago.”^  This  mania  for 
growth  and  size  is  then  not  surprising.  It  has 
increasingly  been  brought  to  my  attention  that 
the  same  thing  applies  to  societies,  to  our  .Ameri- 
can society,  for  example. 

Population  and  Problems 

But  our  country  is  no  longer  vacant,  it  is  over- 
flowing now.  It  is  no  longer  prudent  to  try  to 
bring  in  new  industry  and  new  people  to  a metro- 
politan area  to  share  the  tax  load  because  of  an- 
other biological  principle.  The  rate  of  growth  of 
problems  is  geometric  though  population  increases 
arithmetically.  But  this  is  something  we  already 
know.  The  man  in  the  city  demands  more  services 
and  he  is  more  dependent  than  the  solitary  farmer. 
The  problems  of  the  cities  are  well  known  and 
they  are  unsolved.  There  are  shortages  of  doctors, 
nurses,  schools,  teachers,  and  every  kind  of  serv- 
ice; we  complain  about  the  quality  of  the  services 
we  do  receive.  “.  . . . transportation  planners  con- 
tend that  most  of  our  cities  are  too  large  to  man- 
age— and  that  it  is  from  their  size  that  traffic  con- 
gestion, air  pollution,  high  crime  rates,  and  other 
social  ills  flow.  They  advocate  urban  dispersal — 
breaking  our  big  cities  into  smaller,  workable  units 
able  to  satisfy  within  their  borders  most  of  the 
resident’s  daily  wants.”-  Yet  many  of  our  leaders 
are  exhorting  industry  and  people  to  move  to  our 
particular  city,  and  we  think  the  underdeveloped 
countries  should  enjoy  our  industrialization, 
urbanization  and  large  scale  mechanized  agricul- 
ture. Regarding  density,  “no  one  ever  takes  the 
trouble  to  ascertain  the  average  or  modal  attitude 
of  any  community  in  this  respect.  The  control  of 
a community’s  development  passes  automatically 
into  the  hands  of  those  who  profit  materially  by 
its  expansion  (those)  who  chiefly  control  the 
press. 

It  is  clear  that  one  aspect  of  the  population 
crisis  is  the  present  distribution  of  people,  the 
concentration  of  so  many  in  such  a small  space, 
e.g.,  on  our  eastern  seaboard,  and  the  problems 
that  spring  from  this  concentration. 

.A  taxicab  driver  in  Xew  A’ork  proclaimed  to 
Dr.  Rene  Dubos  of  Rockefeller  University  that  in 


.America  we  all  have  much  leisure  time  and  plenty 
of  automobiles  and  that  we  all  live  like  kings. 
Even  while  he  boasted,  the  two  kings  spent  hours 
waiting  for  the  traffic  jam  to  subside  between  Idle- 
wild  and  Xew  York  City,  all  the  while  enjoying 
the  fragrance  emitted  by  thousands  of  closely 
packed  internal  combustion  engines. 

The  highest  concentration  of  kings,  saviors  and 
millionaires  I know  of  are  gathered  together  under 
the  auspices  of  our  state  hospitals.  \Ve  are  a world 
gone  mad.  Our  values  are  insane  but  no  asylum, 
no  place  of  retreat  and  rest  is  in  store  for  us  unless 
we  change  our  ways.  Don’t  we  really  want  more 
knowledge,  culture,  quiet  and  rest,  more  fair  play 
and  real  happiness,  and  not  more  business,  pollu- 
tion and  people? 

Dangers  in  Adjustment 

.A  very  significant  book,  “So  Human  an  .Ani- 
mal” by  Dr.  Dubos,  reminds  us  that  man  is  earth- 
bound,  notwithstanding  the  Aloon  or  Mars.  Man 
is  highly  adjustable  and  we  have  adjusted  to  pol- 
lution and  overcrowding,  though  we  are  and  will 
remain  earthbound.  But  our  very  adjustability  is 
dangerous  for  man’s  welfare  and  future.  .Adjust- 
ments to  the  environment  through  blunting  of 
awarene.ss  may  interfere  with  recognition  of  hu- 
man values.  Indeed,  in  our  search  for  power, 
wealth,  mobility  and  speed,  what  has  happened 
to  man’s  humanity? 

Alost  of  us  since  the  advent  of  the  automobile 
and  airplane,  television,  air-conditioning  and  the 
population  e.xplosion  have  more  acquaintances 
than  ever  before.  But  we  have  proportionately 
(if  not  absolutely)  fewer  friends  and  there  is  less 
depth  to  our  relationships.  .As  we  insulate  our- 
selves from  the  world  do  we  not  lose  something 
of  vital  importance? 

Dr.  Dubos,  a biologist,  tells  us  that  population 
pressures  constitute  the  most  important  single 
handicap  to  creating  urban  environment  with 
proper  biological  qualities.  He  notes  that  we  shape 
our  environment  which  in  turn  shapes  us  and  he 
describes  the  sterilizing  effect  of  modern  housing 
developments  as  “disposable  cubicles  for  dispensa- 
ble people.” 

Dr.  Dubos  points  out  that  a highly  specialized 
society  is  rarely  adaptable  and  he  emphasizes  a 
variety  of  challenges  plus  soils  for  the  germination 
of  seeds  now  dormant  in  man’s  nature. 

\Ve  are  using  the  earth  as  if  we  were  the  last 
generation.  Is  it  not  so?  Look  at  the  auto  grave- 
yards, at  the  Everglades,  at  the  Oklawaha.  What 
we  have  not  already  destroyed  is  threatened. 
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If  we  are  to  save  anjthing — -and  save  ourselves 
— then  population  must  be  rapidly  stabilized. 
Primitive  people  generally  succeeded  in  stabilizing 
their  population  level.  Dr.  Dubos  concludes  that 
careful  husbandry  rather  than  exploitation  is  our 
key  to  survival.  Our  economy  must  be  based  on 
strict  ecological  principles  which  by  no  means  im- 
plies a completely  static  system.  We  must  em- 
phasize the  study  of  ecological  systems,  the  science 
of  humanity,  and  the  idea  that  speed  is  less  im- 
portant than  direction.  The  problem  is  more  acute 
in  the  United  States  than  cmpvhere  else  because 
we  probably  produce  more  pollution  and  cause 
more  destruction  of  the  environment  than  any 
other  country,  and  more  per  capita. 

Crowds  and  Cars 

Daily  I see  men  and  the  other  animals  and 
plants  dying  and  being  destroyed  partly  by  the 
sheer  weight  of  large  numbers  of  the  species,  self- 
named  and,  it  seems,  misnamed  Homo  sapiens — 
thinking  man — and  as  John  Donne  said  I am 
diminished  because  I am  involved  in  mankind. 

“Aluminum  beer  cans  and  corn  fields  inherit 
the  good  earth.  We  stand  ankle  deep  in  garbage, 
aiming  for  the  moon.”^  ....  and  Mars.  My  first 
complaint  is  subjective,  related  to  mere  enjoxTnent 
of  life,  to  love  and  feelings — what  I regard  as  the 
sine  qua  non  for  life  that  is  not  death,  for  me  and 
all  men.  What  is  more  important  than  the  quality 
of  life? 

Secondly  I am  concerned  about  the  biological 
effect  on  man  and  all  of  nature  of  large  numbers 
of  people  and  increasingly  impersonal  technologj'. 
It  is  not  necessary  or  within  the  scope  of  this 
paper  for  me  to  go  deeply  into  the  matter  of  pol- 


lution though  we  must  all  wonder  what  are  the 
long  range  effects  of  pollution  on  the  human  body. 
But  what  about  other  biological  effects? 

Wherever  man  goes  he  degrades;  he  simplifies 
ecological  systems  which  then  are  less  stable  than 
complex  ones.  A pure  forest  of  balsam,  mimosa, 
chestnut  or  elm  ma\'  be  destroyed  by  a single 
specific  disease  agent  but  a mixed  forest  will  show 
relatively  little  damage.  Man  is  an  architect  of 
monotony,  straight  highways,  planted  pines,  wheat 
fields,  ad  infinitum.  What  is  the  effect  of  monot- 
ony on  the  human  animal?  What  important 
secrets  applicable  to  man  will  be  lost  with  the  last 
alligator,  gorilla  or  mountain  lion?  How  much 
space  does  man  need?  How  much  solitude  and 
stillness?  What  does  displacement  from  a home, 
job  and  familiar  surroundings  do  to  a man?  ^\^lo 
knows?  .And  for  many  of  these  questions,  who 
cares? 

It  would  seem  wise  to  pause  in  our  head- 
long rush  into  “progress,”  into  “growth  and  de- 
velopment” to  study  and  research  and  understand 
what  we  are  doing  or  considering  doing.  Is  prog- 
ress our  most  important  product?  Or  does  it  in- 
volve quality,  variety,  brotherhood  and  love? 

^Miat  about  the  automobile?  Let  me  tell  you 
what  we  are  doing  with  our  cars  and  highways  in 
order  to  ser\  e more  people.  In  Florida  there  were 
985,000  cars  registered  in  1950  and  3,628,000  in 
1968  (compare  table  1).  .A  glance  at  the  table 
provides  graphic  information  regarding  the  prolif- 
eration of  automobiles,  mileage  traveled  and  fuel 
consumption.*  The  National  .Association  of  Rail- 

* Visitor  days  at  our  national  parks  were  3 million  in  1930,  33 
million  in  1950,  79  million  in  1960,  and  they  are  expected  to 
reach  150  million  in  1970.  (Rene  Dubos,  Accent  Program,  Uni- 
versity of  Florida,  1970) 


T.-UBLE  1. — S.AGA  OF  THE  U,S,  PASSENGER  C.AR, 

Year 

1940 


U.S.  Passenger  Cars  and  Taxis 
Registered  (thousands) 

Total  Mileage  U.S.  Passenger 
Cars  (millions) 

Total  Fuel  Consumption  U.S. 
Passenger  Cars  (million  gallons) 
Pollutants  Emitted  by 
U.S.  Passenger  Cars  (tons) 
carbon  monoxide 
hydrocarbons 
nitrogen  oxides 
lead 

World  Registration 
Cars,  Trucks,  Buses 
U.S.  Registration 
Cars,  Trucks,  Buses 
U.S.  Share  World  Registradon 
Cars,  Trucks,  Buses 


27,466 

249,600 

16,323 


n.a. 

n.a. 

n.a. 

n.a. 


1950 


40,339 

363,613 

24,305 


n.a. 

n.a. 

n.a. 

n.a. 

70,424 

49,529 

70% 


1960 

61,682 

588,083 

41,169 


46.000. 000 

14.000. 000 
5,000,000 

160,000 

126,908 
73,869 
58% 


1967 


80,414 

788,708 

55,323 


61,000,000 

16,000,000 

6,000,000 

210,000 

200,582 

96,945 

48% 


The  automobile  is  the  means  by  which  .-Xmericans  have  achieved  unprecedent^  mobility.  .\s  more  .\mericans 
drive  more  passenger  cars  which  consume  more  and  more  fuel,  the  deleterious  impact  on  air  quahty  rises 
markedly.  Meanwhile,  other  parts  of  the  world  are  increasing  their  share  of  motor  vehicle  traffic. 

Sources:  National  .■\ir  Po'lution  Control  .Administration;  Statistical  Abstract  of  the  United  States  1969,  U.S. 

Department  of  Commerce. 
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road  Passengers  states  that  “based  on  U.  S.  Gov- 
ernment estimates,  an  area  exceeding  that  of  the 
six  northeastern  states  of  Massachusetts,  New 
Hampshire,  Vermont,  Rhode  Island,  Connecticut 
and  Delaware  is  dedicated  to  motor  traffic.  This 
does  not  take  into  account  the  considerable  amount 
of  land  devoted  to  parking  lots.  It  is  estimated 
that  nearly  70%  of  downtown  Los  Angeles  is  now 
devoted  to  streets,  freeways  and  parking  areas.” 

The  February  1968  issue  of  the  National 
Geographic  asks,  “Does  the  nation  actually  need 
new  highways  on  so  mammoth  a scale?”  Francis 
G.  Turner,  then  director  of  the  Bureau  of  Public 
Roads  in  the  new  Department  of  Transportation 
answered:  “Today,  .'Vmericans  drive  97  million 

cars,  buses  and  trucks.  Ten  years  from  now  we’ll 
be  operating  120  million  vehicles — and  the  num- 
ber goes  up  from  there.  . . . Better  roads  and 
highways  are  vital  to  our  social  and  economic  wel- 
fare and  to  national  defense.”  Are  they?  The  Na- 
tional Geographic  tells  us  in  the  September  1969 
issue  that  “to  cope  with  the  proliferation  (of  traf- 
fic) federal  and  state  governments  construct  the 
Interstate  Highway  System,  adding  42,500  miles 
to  a nation  whose  paving  rights-of-way  now  oc- 
cupy as  much  land  as  the  State  of  Kentucky.” 
“The  super-roads  are  gobbling  up  1.6  million  acres 
for  right-of-way,  an  area  larger  than  the  State  of 
Delaware.  Enough  material  is  being  excavated  to 
bury  Connecticut  knee  deep.”^  “But  new  roads 
often  become  clogged  the  instant  they  open,  and 
proposed  freeways  threaten  parklands  and  displace 
city  residents.  Social  planners  grow  ever  more  ap- 
palled at  the  auto’s  insatiable  demands.  We  have 
been  operating  on  a mistaken  principle — that  the 
transportation  routes  should  go  where  the  people 
are.  It’s  wrong.  People  tend  to  go  where  the 
transportation  is.  . . . There  are  two  basic  ap- 
proaches to  the  transportation  problem:  increase 
the  capacity  of  the  system  or  reduce  the  require- 
ments.”® 

It  is  suggested  that  the  latter  can  be  accom- 
plished by  shortening  “the  desire  lines  of  the  peo- 
ple to  provide  for  almost  all  their  needs  in  a more 
concentrated  area.”  similar  effect  can  be  had 
through  a different  standard  of  living,  by  the  prac- 
tice of  frugality  and  the  avoidance  of  waste,  and 
by  reducing  the  number  of  people,  preferably  by 
population  control. 

Food  and  Famine 

Some  few  very  personal  events  and  a greater 
number  of  happenings  affecting  the  public  at  large 


focused  my  attention  on  subjects  such  as  waste 
disposal,  pollution,  destruction  of  our  natural  re- 
sources, highways,  and  the  power  of  eminent 
domain.  I plead  guilty  to  wanting  to  save  the 
Oklawaha,  Redwoods,  Marshes,  Everglades,  live 
oaks  in  front  of  Duval  Medical  Center,  open 
space,  local  forests,  springs,  beaches  and  the  like. 

I tried  for  a while,  only  to  find  that  the  dikes 
being  built  to  protect  them  were  being  threatened 
by  higher  levels  of  water  on  the  outside.  I realized 
that  the  dikes,  though  temporarily  useful,  were 
of  no  real  avail  unless  someone  turned  off  the 
spigot  of  a burgeoning  population.  My  interests 
turned  to  population  statistics,  to  birth  and  death 
rates,  and  to  food  production  and  to  ecological 
systems.  In  the  light  of  what  I learned  my  previ- 
ous victories  and  defeats  seemed  inconsequential. 
What  I had  been  doing,  what  was  then  featured 
in  the  press  and  in  Congress  all  seemed  at  best 
trivial,  at  worst  harmful  and  counter  to  mankind’s 
best  interests.  I did  not  discover  anything  new; 
I just  read  the  facts  and  figures  already  collected, 
studied  the  interpretations  of  them  and  quit  using 
denial  as  a mechanism  of  defense.  What  are  the 
facts  I allude  to? 

The  Earth  is  a relatively  closed  system  with 
certain  fixed  natural  resources,  the  Moon  and 
Mars  notwithstanding.  Man  is  an  animal  and  be- 
haves like  other  animals  in  many  ways.  However, 
he  hcis  awareness  of  himself,  and  has  evolved  as 
“Man”  for  some  2 million  years  to  his  present 
state  in  which  he  has  vast  powers  unknown  to  the 
rest  of  the  animal  kingdom.  About  30  years  ago 
the  medical  profession  came  into  possession  of  new 
weapons  against  disease  which  have  produced 
death  control  such  as  man  never  before  had. 
Death  rates  have  plummeted,  particularly  in  the 
underdeveloped  nations,  but  birth  rates  have  not 
altered  significantly.  The  demographic  transition 
from  high  birth  and  death  rates  to  low  birth  and 
death  rates  has  not  occurred.  The  result  has  been 
an  unprecedented  increeise  in  population,  especially 
in  the  underdeveloped  world.  Food  production  has 
increased  but  not  enough.  Significant  reduction  in 
birth  rates  is  such  a complex  problem  that  many 
think  this  cannot  be  accomplished  in  time  to  avert 
a worldwide  famine  in  the  70’s  or  80’s. 

Though  we  do  not  expect  mass  famine  in  this 
land,  what  will  be  the  results,  here  as  well  as 
worldwide,  of  millions  of  starvation  deaths?  Then 
what  raw  materials  will  be  supplied  to  the  6%  to 
7%  of  the  world’s  population  which  consumes 
30%  to  50%  of  the  yearly  resources  produced? 
Will  we  “import”  nuclear  bombs  rather  than  tin? 
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After  the  world  population  stabilizes  at  a figure 
less  than  the  present  population,  by  means  of  war, 
pestilence,  famine  or  birth  control,  it  may  be  pos- 
sible to  reap  the  benefits  of  new  agricultural  re- 
search and  feed  adequately  more  than  2 billion 
people.  However,  we  can’t  have  our  cake  and  eat 
it  too.  In  the  United  States,  which  is  relatively 
uncrowded  by  comparison  with  the  rest  of  the 
world,  we  are  already  reaping  the  benefits  and 
results  of  using  the  lion’s  share  of  the  world’s  \neld 
of  basic  resources,  while  consuming  the  fertility 
of  Iowa’s  wheat  fields  at  the  rate  of  1%  a year. 
VVe  are  having  trouble  with  pollution  problems 
and  life  just  isn’t  quite  as  pleasant  in  many  ways 
as  it  used  to  be.  Knowledgeable  scientists  such  as 
Dr.  Dubos  and  Wayne  H.  Davis  (New  Republic, 
Jan.  10,  1970,  “Overpopulated  America”)  make  it 
plain  that  there  are  two  important  variables  which 
determine  our  destructive  impact  on  the  earth. 
They  are  population  density  and  affluence;  the 
more  affluence  the  more  destruction.  It  is  esti- 
mated conservatively  that  an  .American  is  25  to  30 
times  as  destructive  as  an  Indian  and  the  wealthy 
.American  is  more  destructive  than  the  poor  black 
American  who  is  on  a par  with  the  Indian.  Though 
millions  in  India  may  starve  it  is  thought  that 
their  land  will  come  back.  But  what  of  ours?  Will 
it  survive  the  spreading  concrete,  the  high  concen- 
trations of  pesticides,  herbicides,  fungicides  and 
other  pollutants  and  toxic  substances?  We  are 
already  running  out  of  space.  Our  national  parks 
and  vacation  lands  are  so  crowded  that  a Septem- 
ber vacation  is  much  to  be  preferred  over  August ; 
yet  the  forest  products  industries  are  pressing  for 
higher  utilization  of  public  forest  lands.  We  don’t 
really  have  enough  trees  and  if  we  grow  them 
ever>nvhere  as  a crop  what  will  happen  to  our 
ecology — and  to  man?  That  vacant  land  is  keep- 
ing us  alive  physically  and  emotionally  and  prob- 
ably doing  all  it  can. 

What  about  the  arm’s  race?  I read  that  the 
United  States  and  Russia  have  stockpiled  together 
the  equivalent  in  nuclear  weapons  of  15  tons  of 
TXT  for  every  human  being  on  earth  and  further 
that  we  are  trying  to  devise  new  ways  to  deploy 
or  defend  against  these  weapons.  I do  not  believe 
that  there  is  either  defense  or  victory  possible  in 
this  area  of  nuclear  weapons’  use,  but  there  is  the 
problem.  Japan  invaded  IManchuria  and  partici- 
pated in  World  War  II,  at  least  in  part,  in  search 
of  new  living  space  for  her  crowded  people;  Hitler 
sought  lebensraum.  What  are  the  effects  of  popu- 
lation pressures  on  the  arms  race?  X'othing  is 


more  destructive  of  the  environment  and  human 
values  than  war  and  preparation  for  Avar. 

The  drama  unfolding  around  us  is  the  cataclys- 
mic tragedy  of  too  many  people,  many  of  whom 
are  using  our  resources  as  though  there  Avere  no 
future.  .\nd  because  of  a lack  of  interest,  tomor- 
roAv  may  be  cancelled. 

PreA'entive  Measures 

Perhaps  you  will  be  interested  in  AA’hat  is  being 
done  about  it.  The  Population  Reference  Bureau, 
a private  organization,  has  been  collecting  and 
disseminating  information  regarding  local  and 
AA'orld  population  for  some  40  years.  There  are  a 
number  of  good  books  AA’ritten  on  the  subject  by 
agronomists,  statisticians  and  biologists.  President 
Eisenhower  expressed  his  concern  about  popula- 
tion groAvth  in  1963  and  in  1965  President  Johnson 
said,  “I  Avill  seek  neAv  Avays  to  use  our  knoAA’ledge 
to  help  deal  Avith  the  e.xplosion  in  world  population 
and  the  groAA'ing  scarcity  in  AA'orld  resources.” 
private  organization  under  the  name  of  Zero  Popu- 
lation GroAvth  Avith  headquarters  in  Los  .\ltos, 
California,  has  been  formed  Avith  self-evident  aims. 

The  environmental  crisis  e.xploded  in  the  mass 
media  in  early  1970  but  only  a continuing  effort 
Avill  convert  “chatter”  and  AA'hat  seems  to  be  “all 
AA'ind  and  no  rain”  into  something  of  real  and  du- 
rable value. 

On  the  negatu’e  side:  In  1966,  $154  billion 
Avas  the  figure  given  for  global  military  e.xpendi- 
tures.  Our  OAvn  military  budget  is  about  $80  bil- 
lion a year. 

In  1968  the  Ford  Foundation  reported  the 
grand  total  of  $80  million  Avas  devoted  to  the 
population  crisis  outside  the  United  States.  In 
1969  the  federal  population  budget  AAas  $116 
million,  though  in  July  1969  President  Xixon  ask- 
ed for  $150  million  for  famiW  planning  and  rec- 
ommended the  formation  of  a tAvo-year  X'ational 
Study  Commission.  Tragically,  President  Xixon 
did  not  suggest  steps  to  avert  the  catastrophic 
increase  in  population  e.xpected  before  the  turn 
of  the  century,  but  only  steps  to  accommodate  the 
deluge. 

Lord  C.  P.  SnoAv  and  Dr.  .\ndrei  D.  Sakharov 
have  suggested  herculean  measures  that  Avill  be 
necessary  AvorldAA’ide  to  cope  Avith  the  current  prob- 
lems.~ Solution  of  these  problems  Avill  cost  more 
than  billions  of  dollars  and  Avill  not  avert  the 
starvation  deaths  of  hundreds  of  millions.  Re- 
member for  each  neAv  birth  there  must  be  a death 
and,  at  this  time,  it  Avill  likely  be  a premature 
death. 
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Earlier  I suggested  that  the  biological  sciences 
have  knowledge  to  offer  which  might  benefit  us. 
We  know  that  “Rapid  growth  is  regarded  as  an 
indication  of  health,  cessation  of  growth  as  an 
indication  of  stagnation  or  decay.  But  this  is  not 
the  lesson  which  biology  teaches.  Reference  to 
the  life  history  of  almost  every  organism  including 
man  shows  us  that  the  most  important  functions 
are  performed  after  growth  ceases.  If  the  biologi- 
cal analogy  suggests  anything  it  is  that  the  stabi- 
lized condition  of  a mature  community,  having  a 
stationary  population,  should  be  more  favorable 
to  higher  human  activities  than  the  adolescent 
period  of  rapid  growth.”* 

If  what  we  want  is  more  knowledge  and  more 
culture,  more  fair  play  and  more  real  happiness, 
not  more  business  or  more  people,  what  are  we 
going  to  do  about  it? 

“Our  institutions  are  not  designed  to  help 
develop  the  good  life  but  rather  to  make  human 
beings  more  productive  and  more  efficient  tools 
of  industry  and  commerce.  Scientific  technology 
is-  taking  modern  civilization  on  a course — suicidal 
— if  not  reversed  in  time.”** 

“It  would  require  a geological  epoch  to  heal 
some  of  the  worst  scars  which  man  has  already 
inflicted  upon  the  face  of  the  earth,  while  an 
infinite  future  will  never  restore  a single  lost 
species.  The  forces  of  destruction  are  at  present 
increasingly  active,”  and,  though  they  meet  with 
increasing  opposition,  positive  results  have  been 
.-mall.  “The  mass  of  the  people  are  indifferent,  do 
not  understand  the  issues — or  have  settled  down 
into  a state  of  hopeless  resignation. 

Conservation  of  Man 

.America  as  well  as  the  world  is  largely  un- 
aware, indifferent,  resigned.  But  I am  not,  and 
I hope  you  are  not.  We  will  stand  or  fall  as  edu- 
cation, formal  and  informal,  succeeds  or  fails  in 
getting  across  the  message  I am  trying  to  deliver 
here.  Up  to  now  our  failures  dwarf  our  successes. 
Let’s  change  that. 

I ask  you  individually  and  as  a group  to  spread 
the  word  to  your  friends,  your  school  boards,  your 
teachers,  your  children,  your  community,  your 
legislators,  your  governor,  and  your  president. 
Finance  teachers  of  ecology  and  conservation  and 
the  integration  of  population  education  into  each 
course  in  your  schools.  Advertise  in  newspapers 
and  periodicals.  Support  family  planning  and 
especially  family  limitations.  Be  critical  of  adver- 
tising promoting  on  increased  consumption  of 
goods,  power,  or  transportation.  Be  slow  to  vote 


for  financing  of  additional  water  supplies  and  road 
improvements — to  bring  more  people,  more  busi- 
ness. Promote  scientific  investigation  to  reveal 
the  actual  effects  of  population  growth  upon  all 
phases  of  human  welfare  and  work  to  have  the 
findings  incorporated  in  public  policies.  We  must 
begin  to  live  in  harmony  with  our  environment; 
we  must  learn  how  to  recycle  everything  for  every- 
thing must  go  somewhere.  We  must  halt  the  de- 
struction of  our  land  which  we  have  used  in  the 
past  as  though  it  were  a commodity.  It  is  a na- 
tional and  international  resource  and  must  be  hus- 
banded along  with  our  minerals  which  now  grow 
scarce.  We  must  learn  a new  life  style  if  we  are 
to  continue  with  a life  of  quality  and  variety. 
Our  task  is  to  produce  less  but  spread  our  prod- 
ucts over  a larger  population. 

Groundswell  of  Discontent 

The  alterations  in  my  environment,  the  degra- 
dation of  nature  around  me  and  the  limitations  put 
on  my  enjoyment  of  nature  have  passed  the  thres- 
hold of  my  tolerance.  I am  not  alone.  There  is  a 
great  groundswell  of  discontent  evident  in  so  much 
of  what  I hear  and  see  and  read.  Many  of  our 
youth  see  no  future  and  some  are  copping  out. 
Many  protest  and  some  violently.  They  believe 
the  conventional  wisdom  no  longer  applies  and 
that  new  thinking  is  necessary;  they  do  not  be- 
lieve that  we  should  be  doing  better  what  we  are 
already  doing. 

Here  in  America  we  prate  of  setting  limits  for 
our  children  but  we  set  no  limits  for  ourselves. 
We  worship  growth  and  expansion  apparently  un- 
aware that  this  will  inevitably  end  in  racial  suicide 
at  best  or  in  cataclysmic  dislocations  in  the  quality 
of  life  at  worst.  To  continue  to  build  schools, 
roads  and  other  public  works  for  an  expanding 
population  solves  no  problem.  It  only  prolongs  the 
unsuccessful  attempt  to  catch  up  and  tacitly  en- 
courages the  onslaught  of  a larger  population  and 
further  destruction  of  the  environment.  Setting 
limits  on  our  numbers  will  not  solve  all  our  prob- 
lems but  it  is  a necessary  beginning.  Only  when 
families  are  limited  to  one  or  two  children  will 
population  trends  be  reversed  in  an  orderly 
manner. 

Can  we  accomplish  population  stabilization  by 
popular  consensus  and  voluntarily?  If  not,  then 
we  must  do  it  some  other  way  or  find  out  later 
that  nature  bats  last.  The  “tragedy  of  the  com- 
mons” consists  in  the  fact  that  each  of  us  tends 
to  exploit  our  biosphere,  our  living  space,  by  hav- 
ing an  e.xtra  child  or  a higher  standard  of  “hav- 
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Ing*’  tilings  on  the  theory  that  the  personal  bene- 
fit far  outweighs  our  minute  share  of  the  environ- 
mental cost.  Unfortunately  when  200  million  or 
3.5  billion  others  are  doing  the  same  thing  the 
minute  shares  add  up  to  a markedly  lower  quality 
of  life.  Perhaps  it  will  require  a political  decision 
but  sooner  or  later  the  population  must  stabilize. 
The  resolution  of  the  problem  will  require  social 
and  political  action  on  a broad  front.  Perhaps  we 
must  make  a value  judgment  as  to  whether  hav- 
ing is  more  important  than  being  or  becoming.  In 
our  country  we  give  lip  service  to  being  and  be- 
coming and  to  the  product  itself  but  we  act  as 
though  having  is  all  important  and  labels  such 
as  democratic,  socialistic  and  communistic  are 
crucial. 

Some  of  the  lights  already  have  gone  out,  some 
are  flickering.  Will  enough  people  see  and  take 
action? 

We  must  seek  a destination  and  we  must  rec- 
ognize that  there  is  no  destination  of  value  on  the 
plane  where  we  now  are.  We  are  on  the  wrong 
level.  This  one  is  polluted  b\’  man,  it  is  polluted 
with  people,  tainted  with  war,  burdened  by  over- 
population and  permeated  by  man’s  inhumanity 
to  man.  We  are  in  a time  of  revolutionary  change. 


We  must  face  that  fact  and  design  purposefully 
and  peacefully — “humane  and  reasoned” — revolu- 
tionary solutions  because  they  are  right. 

We  must  begin  to  think  and  work  at  conserva- 
tion, not  just  conservation  of  the  streams  and  trees 
and  birds — but  conservation  of  man  himself.  The 
conservation  of  man  where  it  intersects  the  broth- 
erhood of  men — that  must  be  our  destination. 
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The  wise  caring  and  respect  for  all  of  life  will 
lead  us  in  the  direction  of  peace  and  harmony,  but 
will  require  new  thinking,  sharing,  frugality,  real 
brotherhood;  in  short,  a new  life  style. 
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There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal  ^ . 

and,  it’s  made  by  vtunpOal 


CALORIES  / 7 oz  Serving* 


Beef  Broth 

22 

Consomm6 

29 

Chicken  with  Rice 

43 

Chicken  Gumbo 

48 

Chicken  Noodle 

54 

Cream  of  Potato 

58 

Chicken  Vegetable 

60 

Vegetable  Beef 

66 

Vegetable  68 

Tomato  69 

Cream  of  Asparagus  70 

Cream  of  Chicken  76 

Cream  of  Mushroom  115 

Green  Pea  116 

Cream  of  Shrimp  (Frozen)  132 
Bean  with  Bacon  133 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 536,  Camden,  New  Jersey  08101. 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIH’ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


The  pain 
of  arthritis 


reiieved  with 

MEASURiN  q.  8h.  dosage 


Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


^REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRir 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEI  j' 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 

For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


His  makeup  is  unique  by  tradition. 

His  ulcer  trea^ent  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthihe 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary  , 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic. 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 


SEARLK 


Research  in  the  service  of  medicine. 
G.  D.  Searle  & Co..  Chicago.  111.  60680 


Pro*Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-BanthTne  1 5 mg. 

propantheline  bromide 


Pro-BanthTne  1 5 mg. 
propantheline  bromide 
with 

Dartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-BanthTne  15  mg. 
propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning; 

may  be  habit  forming 


Pro-BanthTne  P.A.  30  mg. 
propantheline  bromide 
in  time-release  form 


Pro-BanthTne  7V5  mg. 
propantheline  bromide 
Half  Strength 


Pro'Banthine 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 
PrO'Banthine®  15  mg. 

(propantheline  bromide) 
with 

Dartal®  5 mg. 

(thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthine  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 
A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

PrO'Banthine®  15  mg. 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau- 
tions, Side  Effects  and  Dosage  see  Pro-Ban- 
thine. In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

PrO'Banthine  P.  A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthine. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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Research  tn  the  service  of  medicine. 
G.  D.  Scarle  & Co.,  Chicago,  HI.  60680 
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Gone  with  the  wind 


The  gas/acid  group  of  disorders 
“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 


Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with  — 
in  comfort  and  without  complaint. 


Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 


Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times ;>./:i5o  (Feb.)  1966. 


Announcing  the“Antgasid” 

Silain-Gef 

Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas ...  neutralizes  free  acid 


>1'H'[^0BINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


Drip  stopped,  Congestion  oleared 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  does  an  outstanding  job  of  helping  to  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered.  yl-|-|'DOBINS 
DOSAGE:1  Extentab  morning  and  eve-  l\ 

A.  H RobiRS  Company 

ning.SUPPLIED:Bottlesof  100  and  500.  Richmond,  va.  23220 


Dimetapp 

Extentaos 

Oimetane®  (brompheniramine  ma(eate),  12  mg.;  phenyl- 
ephrine HCl,  15  mg.;  phenylpropanolamine  HCI.  15  mg. 


A 

BUILDING  BLOCK 
TO  RECOVERY 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtairred  in*. 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  rr^easures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  try  pslnorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hep>atic  or  renal  di^ase.  Safe  use  in 
pregnancy  has  r>ot  been  established. 

Mverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestir^al  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  n>edication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMMNY 

I DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILADELPHIA.  PENNSYLVANIA  19t44 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


CI5ne  Pcrialef  c|.  i.d. 


therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


T>«».n  lOOOOON.f  UnitvChymotiypsin  S.OOON.F.Unils; 
cqUfVjIfnt  in  tryptic  activity  to  40  me. of  N. F.  trypsin 

Reduces  swelling 
Hastens  healing 


The  causes  of  vaginitis 
ore  multiple 


lindications:  Known  sensitivity  to  suifonomides. 
jtions/ Adverse  Reactions:  The  usual  precautions  for  topical 
'Stemic  suKonomides  should  be  observed  because  of  the  pos- 
’ of  obsorption.  Burning,  increased  local  discomfort,  skin 
jrticario  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  introvagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  opplicotor. 

TRADEMARK : AVC  AV-007A  7/70  Y.U9 

THE  NATIONAL  DRUG  COMPANY 

I DIVISION  OF  RICHARDSON  MERRELL  INC 
PHILADELFUIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  con  depend  on  AVC  — comprehei 
therapy  that  combats  all  three  major  va 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1 .05  Gm.,  allantoin  0.14  Gm.) 


A/C 

The  treatment  is  singular 


Are  they 
too  old  to  swing? 


% 


EACH  TESTAND-B  TABLET  CONTAINS: 


Ethinyl  Estradiol 

Methyltestosterone 

L-lysine 

Ferrous  Nicotinate 

Equivalent  to  Nicotinic  Acid 
Ferrous  Iron 
Vitamin  A 
Vitamin  D 
Thiamine  Mononitrate 
Riboflavin 
Ascorbic  Acid 
Folic  Acid 
Vitamin  B-12 
Methionine 
Choline  Bitartrate 
Inositol 

Calcium  Pantothenate 
Pyridoxine 

Copper  (from  Copper  Sulfate) 
Zinc  (from  Zinc  Oxide) 

Iodine  (from  Potassium  Iodide) 
Calcium  (from  Dicalcium 
Phosphate) 

Phosphorus  (from  Dicalcium 
Phosphate) 

Potassium  (from  Potassium 
Sulfate) 

Manganese  (from  Manganese 
Sulfate) 

Magnesium  (from  Magnesium 
Sulfate) 


0.005  mg 
1.25  mg 
100  mg 
17.85  mg 
12.5  mg 
2.82  mg 
2,500  U.S.P.  Units 
250  U.S.P.  Units 
2.5  mg. 
2.5  mg. 


25.0  mg. 
0.125  mg. 

1.5  meg. 
12  mg. 
15  mg. 
10  mg. 

2.5  mg. 
0.25  mg. 
0.25  mg. 
0.25  mg. 
0.25  mg. 

72.5  mg. 
55  mg. 
2.5  mg. 
0.5  mg. 
0.5  mg. 


As  the  "mi<ddle  years”  exact  their  metabolic  toll,  com- 
plaints are  vague,  but  therapy  can  be  specific. 
Testan(d-B,  as  an  anabolic  stimulant  in  male  an(d  female 
climacteric,  senile  vaginitis,  decreaseid  muscle  tone,  pro- 
tein depletion  states,  osteoporosis  and  loss  of  body 
mass,  helps  compensate  for  the  metabolic  changes  of 

aging.  The  androgen/estrogen  combination  plus  the  com- 
prehensive nutritional  complex  provided  by  Testand-B, 
helps  patients  feel  better  physically  and  emotionally. 

action  AND  USES-DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as 
required  In  females,  3-week  courses  of  therapy  are  recommended 
Inwpri  bv  a 1-week  rest  period.  Withdrawal  bleeding  may  occur  during  the 
rest  per?^d  PRECAUTIONS:  Administer  cautiously  to  female  patients  who 
tend^to  develop  excessive  hair  growth  or  other  signs  of  ,, 

CONTRAINDICATIONS:  Patients  in  whom  estrogen  or 
should  not  be  used,  as  in  carcinoma  of  the  breast,  genital  tract,  or  P • 

and  in  patients  with  a familial  tendency  to  these  types  of  malignancy. 
AVAILABLE:  Bottles  of  30,  100,  and  500  tablets. 


tablets 


Testand-B 

A hormonsi , nutritionsi  supplsmont 
Geriatric  Pharmaceutical  Corp. 

Floral  Park,  New  York  11001 
Pioneers  in  Geriatric  Research 
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Survival 
of  the 
fittest 


After  30  years  most  drugs  are  obsolete. 

Only  a select  few  survive. 

Take,  for  example, 

Butisol  Sodium®(sodium  butabarbital). 


The  discoveries  of  the  past  few  decades  have 
volutionized  pharmacology.  Not  least  the  treat- 
ent  of  anxiety.  Yet  in  the  face  of  pyramiding 
langes,  Butisol  Sodium  consistently  remains 
nong  the  100  medications  most  frequently  pre- 
ribed— clear  evidence  of  physicians'  continued 
liance  on  its  relaxing  sedative  effect. 

But  perhaps  that  should  come  as  no  surprise. 

1.  Butisol  Sodium  is  highly  predictable: 

inor  dosage  adjustments  are  usually  all  that's 
seded  to  produce  the  desired  degree  of  relaxa- 
>n.  (With  3 dosage  forms  and  4 strengths  to 
3ke  adjustments  easy.) 

2.  Its  action  is  prompt,  smooth,  relatively 
mcumulative:  Butisol  Sodium  begins  to  work 
thin  30  minutes. . .yet,  because  of  its  interme- 
ate  rate  of  metabolism,  there  is  generally 
sither  a "roller-coaster"  nor  a "hangover"  effect. 

3.  It  is  remarkably  well  tolerated. 

4.  It  saves  your  patients  money:  costs  less 
Dn  half  as  much  as  they  would  pay  for  most 
mmonly  used  sedative  tranquilizers.* 


It  is  advantages  like  these  that  lead  thousands 
of  physicians,  year  after  year,  to  depend  on 
Butisol  Sodium  for  many  of  their  clinical  needs-, 
to  help  the  usually  well-adjusted  patient  cope 
with  temporary  stress... or  to  relieve  anxiety  as- 
sociated with  hypertension,  coronary  disorders, 
premenstrual  tension,  surgical  procedures,  func- 
tional Gl  disorders,  and  the  stresses  of  aging. 

And  that's  a range  of  applications  not  likely 
to  go  out  of  date  either. 

*Based  on  surveys  of  average  daily  prescription  costs. 


Contraindications;  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  dis- 
ease. Elderly  or  debilitated  patients  may  react  with  marked 
excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances  are 
seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg. 
t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg.  Available  as: 
Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.,-  Elixir,  30  mg.  per 
5 cc.  (alcohol  7%).  Buticaps®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


the  Rx  that  says  “Relax” 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM® 


( McNEIl  I 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Po.  19034 
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Editorial 


Pollution’s  Many  Faces 


Staring  loathsomely  at  my  stack  of  delinquent 
hospital  charts  and  doubting  the  worth  or  reason 
for  completing  them  solely  for  the  purpose  of  ac- 
creditation, there  came  to  mind  an  editorial  on 
paper  pollution  in  which  is  described  reams  of 
medical  records  King  tier  upon  tier  in  hospital 
after  hospital  where,  day  by  day,  physicians  toil 
to  maintain  a constant  flow.  And  to  what  end? 
So  that  the  profession  can  sink  deeper  and  deeper 
into  a morass  of  medical  documentation.  Hospital 
chimneys  could  intervene  to  reduce  the  storage  of 
medical  records  but  paper,  soot  and  ink  spreading 
across  the  sky  would  incite  officers  to  rush  to  the 
.^cene  with  warrants  for  violations  of  some  new 
antipollution  law.  Instead  of  composing  two  pages 
of  flawless  rhetoric  on  an  evanescent  episode  of 
Tourista  Trots,  such  paper  putrescence  could  be 
stopped  by  reducing  the  size  of  medical  records, 
omitting  unnecessary  tables,  siraphs  and  charts 
and  simply  stating  the  true  quality  of  medical 
care.  If,  on  the  other  hand,  this  ecological  prob- 
lem is  in  one’s  own  office  and  one’s  desk  is  a di- 
>heveled,  disorderly  pigsty  of  paper,  one  trickle  of 
the  inundation  could  be  turned  off  by  writing  to 
the  circulation  department  of  the  .\M.A  and  re- 
questing that  your  name  be  placed  on  the  “no  pro- 
motional mail”  list. 

.\t  its  annual  meeting  last  May,  the  Hou."e  of 
Delegates  of  the  Florida  Medical  Association  call- 
ed for  legislative  action  on  air  and  water  pollution 
and  recognized  environmental  danger,'  of  toxic 
pesticides  which  prompted  one  delegate  to  mum- 
ble, “Yea,  verily,  the  atmosphere  around  us  doth 
contain  many  of  the  ills  man  is  aired  to.”  But 
perhaps,  the  time  may  be  not  far  off  when  garbage 


can  be  rocketed  out  into  space,  to  be  disposed  of 
by  people  on  some  other  planet.  Yet  since  no  self- 
respecting  town,  however  poor,  remote  or  little 
wants  to  take  in  city  garbage,  the  same  principle 
may  apply  to  neighboring  planets.  Still,  the  sun 
might  make  an  ideal  incinerator. 

Recently  someone  proved  that  ASA  is  a medi- 
cal pollutant,  so  it’s  likely  that  just  treating  a 
headache  could  be  hazardous  to  your  health. 
Xoise,  too,  can  be  a pollutant  as  dangerous  as  any 
other  but  it  fciils  to  stir  our  youth  who  point  out 
that  you  can  always  get  rid  of  it  by  turning  up 
the  high-fi.  .Actually,  the  crux  of  the  ecological 
crisis  may  be  simply  put:  “Man,  the  thinker, 

began  to  tinker,  the  stinker.” 

Seriously,  the  world  environmental  crisis  is 
sufficiently  worrisome  to  make  bed  fellows  of  men 
normally  divided  by  the  deepest  political  differ- 
ences. This  was  vividly  demonstrated  recently  at 
the  Fifth  International  Water  Pollution  Research 
Conference  where  1,200  scientists  and  officials  from 
communistic  and  capitalistic  countries  with  coun- 
tenances of  yellow,  black  and  white  mingled  freely 
to  exchange  ideas  and  experiences.  Dramatic 
proof  of  the  delegates’  determination  to  keep  poli- 
tics out  of  their  work  came  when  an  effort  was 
made  to  change  the  location  of  the  next  confer- 
ence, originally  scheduled  for  Israel  in  1972.  Dele- 
gates from  the  communist  block  joined  with  an 
overwhelming  majority  to  defeat  the  re.^olution  to 
change  the  site. 

We  are  indebted  to  Dr.  Robert  B.  Ragland 
and  his  colleagues  for  this  timely,  interesting  and 
challenging  issue  of  the  Journal. 

C.M.C. 
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Achrocidin®  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

I iach  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


VCHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
>f  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
ipper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
latients  you  may  prefer  calfeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
iomponent. 

yVaming:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions;  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gasiroiniestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  5/cm— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  X/rfney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— orlicaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
S/oocf— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  L/vcr— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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^ ARMOCK 
^PPROACh^' 
TO  TREATINdil 


BALANCED  ^ 

SYNTHETIC 

THYROID 

REPLACEMENT 

THERAPY 


^ COMBINES 
COMPLETENESS 
OF  NATURAL 
THYROID  WITH 
PREDICTABILITY 
OF  SYNTHETIC 


[hyrolar®  completeness  . . . 

-ovides  both  thyroactive  fractions, 
, (sodium  levothyroxine)  and  T3 
odium  liothyronine)  in  a 4:1  ratio 
lat  simulates  the  effects  of 
ndogenous  thyroid  secretion. 


THYROLAR®  PREDICTABILITY  . . . 

Pure  and  chemically  precise  for 
predictable  results.  Uniformly  potent 
for  a smooth  response,  comfortable 
adjustment  to  therapy. 


4 POTENCIES 

• • 

• 

• 

Va 

1 

2 

3 

(Peach  and 

(Pink  and 

(Green  and 

(Yellow 

White) 

White) 

White) 

and  White) 

Armacoded  for  fast  identification 
and  patient  safety. 


EQUIVALENCY  TABLE 


New 

Thyrolar® 

Approx.  Equiv. 
in  Desiccated 
Thyroid 

Approx.  Equiv. 
in  Sodium 
Levothyroxine 

Approx.  Equiv. 
in  Sodium 
Liothyronine 

Thyrolar-Va 

V2  gr. 

0.05  mg. 

12.5  meg. 

Thyrolar-1 

1 gr. 

0.1  mg. 

25  meg. 

Thyrolar-2 

2gr. 

0.2  mg. 

50  meg. 

Thyrolar-3 

3gr. 

0.3  mg. 

75  meg. 

Each  Thyrolar-1  contains  50  meg.  sodium  levothyroxine  and  12.5  meg.  sodium  liothyronine. 


"OMPOSITION:  Thyrolar®  (Liotrix,  Armour)  tab- 
lets provide  a combination  of  the  synthetic  active 
thyroid  hormones,  sodium  levothyroxine  (T4)  and 
sodium  liothyronine  (T3),  in  a ratio  of  4 to  1 by 
A^eight.  Available  in  4 potencies  approximately 
equivalent  in  therapeutic  effect  to  V2  gr.,  1 gr.,  2 
gr.  or  3 gr.  desiccated  thyroid.  Each  Thyrolar-1 
contains  50  meg.  sodium  levothyroxine  and  12.5 
meg.  sodium  liothyronine. 

CONTRAINDICATIONS:  Thyrolar®  administration 
is  contraindicated  in  thyrotoxicosis  and  in  acute 
myocardial  infarction. 

Thyrolar®  is  contraindicated  in  the  presence  of 
uncorrected  adrenal  insufficiency  because  it  in- 
creases the  tissue  demands  for  adrenocortical  hor- 
mones and  may  cause  an  acute  adrenal  crisis  in 
such  patients.  (See  Warnings) 

WARNINGS:  Thyrolar*  should  be  used  with  cau- 
tion in  patients  with  cardiovascular  disease,  in- 
cluding hypertension.  The  development  of  chest 
pain  or  other  aggravation  of  cardiovascular  disease 
will  require  a decrease  in  dosage. 

Injection  of  epinephrine  in  patients  with  cor- 
onary artery  disease  may  precipitate  an  episode  of 
coronary  insufficiency.  This  may  be  enhanced  in 
patients  receiving  thyroid  preparations.  Careful 
observation  is  required  if  catecholamines  are  ad- 
ministered to  patients  in  this  category.  Thyrolar®- 
treated  patients  with  concomitant  coronary  artery 
disease  should  be  carefully  observed  during  sur- 
gery since  the  possibility  of  precipitating  cardiac 
arrhythmias  may  be  greater  in  patients  treated 
with  thyroid  hormones. 

The  institution  of  thyroid  replacement  therapy 
may  potentiate  anticoagulant  effects  with  agents 


such  as  warfarin  or  bishydroxycoumarin  and  re- 
duction of  one-third  in  anticoagulant  dosage 
should  be  undertaken  upon  initiation  of  Thyrolar® 
therapy.  Subsequent  anticoagulant  dosage  adjust- 
ment should  be  made  on  the  basis  of  frequent 
prothrombin  determinations. 

In  patients  whose  hypothyroidism  is  secondary 
to  hypopituitarism,  adrenal  insufficiency  will  prob- 
ably also'be  present.  When  the  adrenal  insufficien- 
cy and  hypothyroidism  coexist,  the  adrenal  insuf- 
ficiency should  be  corrected  by  corticosteroids  be- 
fore administering  thyroid  hormones. 
PRECAUTIONS:  Patients  with  hypothyroidism  and 
especially  myxedema  are  particularly  sensitive  to 
thyroid  preparations  so  that  treatment  should  be- 
gin with  small  doses  and  increments  should  be 
gradual.  In  patients  with  diabetes  mellitus,  addi- 
tion of  thyroid  hormone  therapy  may  cause  an  in- 
crease in'the  required  dosage  of  insulin  or  oral 
hypoglycemic  agents.  Conversely,  decreasing  the 
dose  of  thyroid  hormone  may  possibly  cause  hy- 
poglycemic reactions  if  the  dosage  of  insulin  or 
oral  agents  is  not  adjusted. 

ADVERSE  REACTIONS:  Excessive  dosage  of  thy- 
roid medication  may  result  in  symptoms  of  hy-. 
perthyroidism.  Since,  however,  the  effects  do  not 
appear  at  once,  the  symptoms  may  not  appear  for 
'il  to  3 weeks  after  the  dosage  regimen  is  begun. 
The  most  common  signs  and  symptoms  of  over- 
dosage are  weight  loss,  palpitation,  nervousness, 
diarrhea  or  abdominal  cramps,  sweating,  tachy- 
cardia, cardiac  arrhythmias,  angina  pectoris,  trem- 
ors, headache,  insomnia,  intolerance  to  heat,  fever. 
If  symptoms  of  overdosage  appear,  discontinue 
medication  for  several  days  and  reinstitute  treat- 


ment at  a lower  dosage  level. 

In  a few  individuals  who  are  euthyroid  on  Thy- 
rolar®, headache  may  appear.  Dosage  should  be 
decreased.  If  headache  persists  or  the  patient  de- 
velops signs  of  hypothyroidism  on  the  lower  dos- 
age, another  thyroid  preparation  should  be  sub- 
stituted. 

DOSAGE:  Generally,  the  initial  adult  dosage  in 
untreated  hypothyroid  individuals  is  1 tablet  of 
Thyrolar-Vs  daily;  increased  in  increments  of  1 
tablet  of  Thyrolar-Vi  every  1 or  2 weeks  until  pa- 
tient is  euthyroid.  In  children,  increments  in  dos- 
age should  be  made  every  2 weeks.  In  patients 
previously  rendered  euthyroid  with  desiccated 
thyroid,  sodium  levothyroxine  or  sodium  liothyro- 
nine, each  Thyrolar-1  tablet  will  usually  replace 
1 grain  of  desiccated  thyroid. 

AVAILABLE:  Bottles  of  100  two-layered,  com- 
pressed tablets  in  4 potencies: 

Each  Tablet  Armacode''"  Approx. 
Contains:  Markings  Equiv.  in 

Desiccated 

T4*  Ta**  Thyroid 

Thyrolar-Vj  25  meg.  6.25  meg.  YD  '/»  gr. 

Thyrolar-1  50  meg.  12.5  meg.  YE  " 1 gr. 

Thyrolar-2  100  meg.  25  meg.  YF  2 gr. 

Thyrolar-3  150  meg.  37.5  meg.  YH  3 gr. 

’sodium  levothyroxine  ’’sodium  liothyronine 


Armour  Pharmaceutical  Company 
Chicago,  Illinois  60690 


When  you  choose  a tetracycline... 

Your  first  concern: 

Integrity  of  product. 


Effectiveness:  ACHROMYCIN  Tetracycline  is  a crystalline  broad- 
spectrum  antibiotic  which  provides  effective  therapeutic  activity 
against  susceptible  microorganisms. 

Contraindication:  History  of  hypersensitivity  to  tetracycline. 
Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum 
level  determinations  may  be  advisable.  Some  patients  may  develop 
a photodynamic  reaction  to  natural  or  artificial  sunlight.  Those 
with  a history  of  photosensitivity  reactions  should  avoid  direct  ex- 
posure to  sunlight  while  under  treatment.  Discontinue  drug  at 
first  evidence  of  skin  discomfort. 


Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible  or1 
ganisms.  Constant  observation  is  essential.  If  new  infections  ap-1 
pear,  take  appropriate  measures.  Use  of  tetracycline  during  teeth  j 
development  may  cause  discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting.1 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin -I 
maculopapular  and  erythematous  rashes  (a  case  of  exfoliative  der-l 
matitis  has  been  reported);  photosensitivity  reaction,  onycholysis] 
and  discoloration  of  nails  (rare).  Kidney  — rise  in  BUN,  apparently! 
dose-related.  Hypersensitivity  reactions  — urticaria,  angioneurotic] 
edema,  anaphylaxis.  In  young  infants,  bulging  fontanels  have  been] 
reported  following  full  therapeutic  dosage.  This  symptom  has  dis-j 


Your  second  concern: 


HNow  you  can  feel  as  comfortable  about  its  cost 
as  you  always  have  about  its  quality. 

AchrOnWCin  Vxetracydine  HCl 

capsules 


:ippeared  rapidly  when  drug  is  discontinued.  Teeth  — dental  staining 
I yellow-brown)  in  children  of  mothers  given  tetracycline  during 
I he  latter  half  of  pregnancy,  and  in  children  given  the  drug  during 
he  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  Blood  — anemia,  thrombo- 
cytopenic purpura,  neutropenia,  eosinophilia.  Liver  — cholestasis 
(rare),  usually  at  high  dosage.  Tetracycline  may  form  a stable  cal- 
cium complex  in  bone-forming  tissue.  If  adverse  reaction  or  idio- 
syncrasy occurs,  discontinue  medication  and  institute  appropriate 
therapy. 

Average  Adult  Daily  Dosage:  One  Gm.  per  day,  in  4 divided  doses 
of  250  mg.  each.  Should  be  given  1 hour  before  or  2 hours  after 


meals,  since  absorption  is  impaired  by  the  concomitant  administra- 
tion of  high  calcium  content  drugs,  foods  and  some  dairy  products. 
Treatment  of  streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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Doctor  Needs  in  Florida 

An  Updated  Report  from  the  FMA  Physician  Placement  Service 


Eugene  L.  Xixox 


Florida  for  the  first  time  has  reached  the  point 
at  which  there  are  more  physicians  seeking  loca- 
tions than  there  are  openings  for  them  to  fill. 

This  is  the  most  significant  finding  in  a new 
analysis  of  registrations  with  the  Florida  Medical 
Association's  Physician  Placement  Ser\ice  (see 
"Doctor  Needs  in  Florida.”  J.  Florida  M.A.,  No- 
vember 1969.  page  877).  As  of  September  1, 
1970,  there  were  259  medical  doctors  registered 
with  the  service  as  activeh*  seeking  locations  for 
practice  in  the  state.  This  represents  a 2 7 per  cent 
increase  over  the  figure  for  about  a year  ago.  The 
number  of  medical  opportunities  registered,  224, 
is  almost  identical. 

Detailed  analysis  of  the  physicians  and  open- 
ings registered  reveals  that  the  state’s  greatest 
current  needs  appear  to  be  in  the  fields  of  general 
practice,  otolaryngologv',  internal  medicine  and 
emergency  room  practice.  A favorable  trend,  how- 
ever, may  be  in  the  making  in  that  the  number 
of  general  practitioners  registered  is  up  1 7 per  cent 
over  a year  ago,  while  the  number  of  opportu- 
nities in  that  field  is  approximately  the  same. 

The  number  of  opportunities  for  internists  is 
significantly  lower  than  a year  ago,  while  the  num- 
ber of  internists  registered  is  greater,  but  this  spe- 
cialty still  remains  as  one  of  those  most  needed. 
.\mong  the  internists  registered,  there  is  a notice- 
able increase  in  subspecialties.  Ten  such  fields  are 
listed  among  the  45  specialists  registered  in  inter- 
nal medicine. 

.\s  has  been  the  case  for  a number  of  years, 
otolarv-ngologv'  continues  as  a specialty  in  short 
supply.  Judging  by  current  placement  service 
registrations,  its  formerly  closely-related  compan- 
ion specialty  of  ophthalmolog\-  does  not  appear 
to  be  in  great  need  in  Florida  (13  ophthalmol- 
ogists and  only  eight  openings),  but  in  the  experi- 
ence of  the  placement  service,  few  ophthalmol- 

Mr.  Nixon  is  Director,  Scienutic  and  Medical  SerWces  De- 
partment, Florida  Medical  Association,  Jacksonville. 


ogists  have  difficulty  in  finding  suitable  locations. 

The  most  oversupplied  specicilties  appear  to  be 
radiologv’,  orthopedics,  general  surgery  and  urol- 
og\%  in  that  order,  and  to  a lesser  extent,  psychia- 
try, obstetrics  and  gynecology,  and  anesthesiology. 
This  represents  little  change  from  a year  ago. 

While  physician  needs  are  fairly  evenly  dis- 
tributed throughout  the  state,  the  need  for  general 
practitioners  (indeed,  for  physicians  in  general) 
appears  most  acute  in  rural  inland  areas,  a situa- 
tion which  has  existed  and  worsened  steadily  since 
the  Second  World  War.  .\n  especially  concen- 
trated need  for  internists  may  be  observed  in 
heavily  populated  Dade,  Broward  and  Palm  Beach 
counties. 

.\s  might  be  expected,  a significant  number 
(77)  of  the  physicians  registered  as  seeking  Flor- 
ida locations  is  already  in  the  state.  The  re- 
mainder is  scattered  throughout  34  other  states 
and  .-ieven  foreign  countries.  Leading  states  in 
registrants  are  New  York  (27),  Illinois  (18), 
Georgia  (15),  Pennsylvania  (12),  Maryland  and 
Virginia  (9  each),  and  California  and  Texas  (7 
each). 

The  FM.\  Physician  Placement  Service  was 
established  in  the  1940’s  to  help  doctors  returning 
from  military  service  to  resume  civilian  practice. 
It  has  grown  with  the  years  and  now  serves  .Asso- 
ciation members,  groups  and  clinics,  hospitals, 
governmental  agencies,  business  and  industry, 
communities  and  others  seeking  the  services  of 
medical  doctors.  .All  services  are  without  charge 
and  information  is  kept  confidential  upon  request. 

Doctors  knowing  of  phj^sician  needs  or 
wishing  to  change  their  practice  locations  are 
invited  to  contact  the  Physician  Placement  Serv- 
ice at  P.  O.  Box  2411,  Jacksonville,  Florida  32203, 
telephone  (904)356-1571. 

The  following  table  shows  registration  by  spe- 
cialty with  the  placement  service  as  of  September 
1,  1970. 
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Type  of  Practice 

Physicians  Seeking 
Locations 

Opportunities 

Florida 

-\llergy 

0 

3 

.■\nesthesiology 

5 

1 

Cardiologj’ 

2 

0 

Colon  & Rectal  Surgerv 

0 

1 

Dermatolog>’ 

4 

4 

Emergency  Room 

1 

8 

General  Practice 

48 

79 

General  Surgers- 

36 

10 

Governmental 



5 

Industrial 
Internal  Medicine 

— 

3 

General 

29 

36 

Cardiology 

6 

3 

Diabetes 

0 

1 

Endocrinology 

1 

0 

Gastroenterology 

3 

1 

Geriatrics 

1 

1 

Physical  Medicine 

1 

0 

Psychiatry 

1 

0 

Pulmonarj-  Disease 

1 

1 

Pulmonary  Dis./.-Mlergv 

1 

0 

Rheumatolog>- 

1 

0 

Xeurologj- 

S 

2 

Neurosurgery 

1 

2 

Obstetrics  & Gynecolog\- 

IS 

10 

Occupational  Medicine 

1 

0 

Ophthalmology 

13 

8 

Orthopedics 

12 

3 

Otolarj-ngology 

S 

9 

Pathology 

3 

3 

Pediatrics 

14 

14 

Pediatric  .\llerg>- 

1 

0 

Physical  Medicine  & Rehabilitation 

1 

0 

Plastic  Surgery 

0 

1 

PsychiatiT 

9 

5 

Public  Health 

1 

0 

Radiology 

17 

1 

Thoracic  Surgery 

2 

2 

Urology 

16 

6 

Miscellaneous 

2 

1 

Totals 

2S9 

224 

The  Florida  Medical  Librarians  will  meet  at  the  Health  Center  Library,  University  of  Florida, 
Gainesville,  Florida,  on  Fridaj',  November  6.  For  early  birds  there  will  be  a social  get  together  the 
night  before.  Anyone  who  has  the  responsibility  for  a hospital  or  health  sciences  library  is  invited 
to  attend.  For  further  information  write  to  Jeanette  Sands,  Secretary,  Florida  Medical  Librarians, 
Health  Center  Library,  Gainesville,  Florida  32601. 
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A COMPLETE  BUSINESS  SERVICE 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFTSSIONS 


PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


YOUR  PATRONAGE 
HAS  MAOE  OUR  GROWTH  POSSIBLE 

Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 


I 


V 

h 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


JACKSONVILLE 

4111  Carmichael  Ave.  32207 
(904)  359-2191 

ORUNDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N.  Armenia  Ave.  33603 
(813)  877-7541 

St.  Petersburg  call  862-0332  direct  line 
to  Tampa  office 

Clearwater  call  446-0487  direct  line 
to  Tampa  office 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


ica 

SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  0.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 

Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 
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and  alone 


lome 


SINGLE-USE 


PLASTIPAK 


INSULIN  SYRINGE/NEEDLE  UNIT 


as  specific  as  insulin  itself 


Jow  you  can  lower  the  risk  of 
nsulin  error  when  your  patient  is 


Postage 
will  be  paid 
by 

Addressee 


BUSINESS  REPLY  MAIL 

First  Class  Permit  No.  134,  Fairview,  N.J. 


jSl 


No 

postage  stamp 
necessary 
if  mailed  in  the 
United  States 


Becton-Dickinson  and  Company 
Consumer  Products  Division 
P.O.  Box  183 

Fairview,  New  Jersey  07022 


Clip  coupon  on  dotted  line  . . . fill  out  other  tide 
send  for  physician's  free  samples 


THE  LEADING  MANUFACTUI 
OF  INSULIN  SYRINI 


BECTON,  DICKINSON  AND  COMMl 
RUTHERFORD,  NEW  JERSEY  d| 


color-coded  caps  and  numbers- 
red  for  U40,  green  for  U80 


easy-to-hold.  easy-to-handle— 
even  for  child  diabetics  with 
small  hands  or  adults  with  stiff 
fingers 


pocket-or-purse  portable- 


low  cost-barely  pennies  higher 
than  old-fashioned  disposable 
needles  without  syringe  . . . 
about  as  low  as  a cup  of  coffee 


sturdy  from  tip  to  top 

!l 

S 

single-scale 

10^ 

20^ 

PLASTIPAK 

30E 

insulin  syringe 

•0^ 

needle  units 

50^ 

eliminate 

60^1 

the  hazard 

7g| 

of  reading 
the  wrong 
scale 

iG — 

WITS 

8G^ 

.NITS 

1 

f 


I 


presterilized— consistently  li 

dependable,  and  sterility  is  i 

assured  until  cap  is  opened  i 

t 


the  sharpest  needle  your  patient 
can  buy— far  sharper  than  any 
reusable  needle 


integral  cannula  reduces  air 
bubbles 

the  first 
insulin  syringe 
so  low  in  cost 
your  patient 
can  use 
a new  one 
every  time 


its  single-scale— U40  or  U80— 
minimizes  the  risk  of  measure- 
ment errors.  Your  patient  can't 
read  the  wrong  scale. 


big  numbers,  wide  spaces  for 
easy  reading 


BECTON lU 
DICKINSON 

Consumer  Products  Division 
liecton,  Dickinson  and  Company 
lutherford,  New  Jersey  07070 


U40 


U80 


Supplied:  in  packages  of  10— 
PLASTIPAK  syringe  U-40  (red)  or 
PLASTIPAK  syringe  U-80  (green) 
Prescription  required  in  most  states. 


1 and  PLASTIPAK  are  trademarks. 


Print 


Franz  H.  Stewart,  M.D. 

Editor  Emeritus 
Journal  of  the  FMA 

Dear  Dr,  Stewart: 

The  House  of  Delegates  in  May  1970  approved 
a recommendation  of  the  Council  on  Scientific 
Activities  which  reads  as  follows: 

“That  the  Association  give  its  highest  com- 
mendation to  Dr.  Franz  H.  Stewart  and 
his  staff  for  their  outstanding  efforts  in 
producing  and  improving  the  Journal.” 

It  is  a real  pleasure  to  transmit  this  commenda- 
tion to  you  on  behalf  of  the  Association,  and  to 
add  my  personal  thanks  and  best  wishes. 

James  T.  Cook,  M.D. 

President 


James  T.  Cook,  M.D.,  President 
Florida  Medical  Association,  Inc. 

Dear  Jim: 

It  is  a good  feeling  to  know  that  you  are 
now  President  of  our  medical  association.  Your 
venturesomeness  and  your  demonstrated  ability 
to  look  through  the  massive  detail  and  grab  firmly 
at  the  basic  fundamentals  will  serve  you  and  us 
very  well. 

Thank  you  so  much  for  sending  me  the  letter 
telling  that  the  House  of  Delegates  in  May  were 
kind  enough  to  praise  the  efforts  of  the  staff  of 
the  Journal.  It  wais  a real  privilege  for  me  to  work 
with  these  people. 

Dr.  Richard  C.  Dever  was  of  such  help  while 
he  was  Chairman  of  Scientific  Activities,  that  I 
am  sending  him  a copy  of  the  letter. 

Franz  H.  Stewart,  M.D. 


Dear  Dr.  Collins: 

Through  the  courtesy  of  Drs.  John  M.  Gun- 
solus  and  John  M.  Powers  of  Stuart,  I have  just 
seen  a copy  of  your  August  edition  with  cover 
by  Jim  Hutchinson  and  articles  on  the  Seminoles 
by  Drs.  Straight  and  Mendez. 

This  is  an  invaluable  contribution  to  knowl- 
edge of  the  Seminoles  and  I am  reviewing  it  in  my 
column  of  August  20.  I will  send  you  a copy. 

Meanwhile,  I would  appreciate  your  sending 
me  a copy  for  my  Florida  library  since  I must 
return  the  one  loaned  to  me. 

Ernest  F.  Lyons,  Editor 
The  Stuart  News 
Stuart 


Mr.  Ernest  F.  Lyons,  Editor 
The  Stuart  News 
Stuart,  Florida 

Dear  Mr.  Lyons: 

Dr.  Gunsolus  has  called  to  my  attention  your 
editorial  of  August  20,  1970,  concerning  the  his- 
torical issue  of  the  Journal  of  the  Florida  Medical 
Association.  Your  remarks  are  greatly  appreciated 
concerning  this  issue. 

Most  of  the  credit  for  this  issue  of  the  Journal 
goes  to  the  principal  author.  Dr.  William  iM. 
Straight,  of  Miami,  who  I am  certain  will  also  ap- 
preciate your  editorial. 

We  are  pleased  to  forward  you  a complimen- 
tary copy  of  this  issue  of  our  Journal. 

Clyde  M.  Collins.  ^I.D. 
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others  Are  Saying 


Medicine  of  Seminoles  is  Issue  Theme 


Florida  history  buffs  would  be  smart  to  send 
SI  to  the  Journal  of  the  Florida  Medical  Associa- 
tion, P.  O.  Box  2411,  Jacksonville,  Fla.  32203, 
and  request  a copy  of  the  August  issue  of  the 
magazine.  It  sells  for  70  cents  and  the  extra  30 
cents  should  cover  postage. 

My  copy  is  “on  loan”  from  Dr.  John  M.  Gun- 
solus  and  Dr.  John  F.  Powers,  and  they  want  it 
back,  so  I’m  among  the  first  to  send  my  buck  to 
Jacksonville. 

The  cover  is  a four-color  painting  of  a Seminole 
Medicine  iVIan  preparing  the  Black  Drinks  for  the 
annual  Green  Corn  Dance  in  the  Everglades.  The 
realistic  painting  is  by  Jim  Hutchinson,  the  na- 
tion’s foremost  painter  of  the  Seminoles. 

Jim  has  faithfully  reconstructed  the  scene  from 
the  description  of  the  Cow  Creek  Seminole  Green 
Corn  Dance  by  Louis  Capron:  “The  Medicine 
Bundles  of  the  Florida  Seminole  and  the  Green 
Corn  Dance,  Anthropological  Paper  35,  Bureau  of 
American  Ethnology  Bulletin  151,  1953.”  The 
painting  is  authentic  down  to  the  last  detail,  one 
more  of  Hutchinson’s  priceless  contributions  to  his 
lifetime  goal  of  depicting  the  Seminoles  as  they 
really  are. 

Dr.  William  M.  Straight,  instructor  in  the  His- 
tory of  IMedicine  at  the  L’niversity  of  IMiami 
School  of  IMedicine,  contributes  two  deeply  re- 
searched and  sympathetic  articles,  “Seminole  In- 
dian ^Medicine,”  and  “Josie  Billie,  Seminole  Doc- 
tor, Medicine  IMan  and  Baptist  Preacher.” 

While  those  treat  with  the  “old  medicine,”  Dr. 
.Alfredo  F.  Alendez,  who  is  director  of  the  Indian 
Health  Service  for  the  State  of  Florida  under  the 
Department  of  Health,  Education  and  Welfare  of 
the  U.  S.,  writes  of  “Government  Medical  Ser\’ice 
to  the  Seminole  Indians,”  telling  of  clinics  and  the 
gradual  acceptance  of  “the  white  man’s  medicine.” 

The  old  “doctors”  of  the  Seminoles  treated 
their  patients  with  herbs  and  songs,  but  the 
“Aledicine  Alan”  held  a higher  role  affecting  the 
welfare  of  the  entire  tribe.  He  was  in  charge  of 
the  “Aledicine  Bundle,”  a collection  of  sacred 
objects  only  unveiled  ritualistically  at  the  cere- 


Reprinted  from  Ernest  Lyons’  column,  The  Stuart  News. 
.\ug.  20,  1970. 


mony  of  the  Green  Corn  Dance.  The  significance 
of  the  Medicine  Bundle  to  the  Seminoles  has  been 
compared  to  the  significance  of  the  .Ark  of  the 
Covenant  to  the  Jews.  It  is  believed  to  have  a 
direct  connection  with  the  Great  Spirit,  and  the 
Indians  feel  that  its  power  to  help  the  tribe  will 
die  if  several  years  are  allowed  to  pass  without 
a Green  Corn  Dance. 

Dr.  Mendez  writes;  “For  the  last  10  years, 
more  and  more  has  been  done  toward  a better 
relationship  and  communication  between  the  In- 
dians and  the  white  doctor.  The  day  of  the  Indian 
medicine  m.an  is  fast  disappearing.  The  people 
are  getting  more  accustomed  to  the  ways  of  white 
medicine  and  even  the  few  medicine  men  left 
come  to  see  the  white  doctor  when  they  are  sick.” 

This  issue  of  the  Journal  of  the  Florida  Medi- 
cal .Association  is  an  invaluable  contribution  to 
Seminole  history.  We  urge  you  to  get  a copy 
now’ — if  you  still  can,  since  it  will  soon  become 
a valued  “Floridiana”  item. 


Taste! 


Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it  Specify 
DICARBOSIL  144s-144tab- 
lets  in  12  rolls. 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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PUBLICATIONS  BROCHURES 
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HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205  - 836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  45 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 

HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
Commissian  on  Accreditation  of  Hospitals  and 
is  also  approved  for  Medicare  patients. 

C/iest 

HOSPITAL 

BIRMINGHAM,  ALABAMA 
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CalDhosan^ 


calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient.  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  "Calcium;  The  Ubiquitous 
and  Essential  Element”  and  for  samples. 


THE  CARLTON  coRp 


9 EASTERN 

INDUSTRIAL  PHYSICIAN 

Eastern  Airlines  has  a challenging  and 
rewarding  full  time  position  for  an  industrial 
physician  under  the  direction  of  our  medical 
director  at  our  12,500  employee  operations 
and  maintenance  complex  in  Miami,  Florida. 

The  individual  we  seek  will  have  several 
years  experience  as  an  industrial  physician  in 
a heavy  machine  shop,  manufacturing  fac- 
tory or  related  industry;  a desire  to  get  the 
man  back  on  the  job  as  soon  as  possible;  an 
interest  in  accident  prevention,  as  well  as  a 
familiarity  with  Workmen’s  Compensation. 
This  physician  we  seek  is  administrative  and 
business-oriented.  A Florida  license  is 
required. 

Eastern  offers  a full  array  of  fringe  bene- 
fits including  paid  hospital,  life,  retirement 
and  unlimited  travel  privileges  for  the  em- 
ployee and  dependent  members  of  his  imme- 
diate family. 

Please  send  complete  resume  including 
salary  history  and  requirements  in  confi- 
dence to: 

Management  Recruitment — Dept.  I 504 
Eastern  Airlines 
Miami  International  Airport 
Miami,  Florida  33148 

Equal  opportunity  employer. 
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Breathes  there  a man,  with  soul  so  dead. 

Who  never  to  himself  hath  said,  \ 

This  is  my  owm,  my  native  land!  \ 

Whose  heart  hath  ne’er  within  him  burn’d  ; 
.\s  home  his  footsteps  he  hath  turn’d,  j 

From  wandering  on  a foreign  strand?  * 

If  such  there  breathe,  go,  mark  him  well;  • 

For  him  no  minstrel  raptures  swell; 

High  though  his  titles,  proud  his  name. 

Boundless  his  wealth  as  wish  can  claim. 

Despite  those  titles,  power,  and  pelf, 

The  wretch,  concentrated  all  in  self. 

Living,  shall  forfeit  fair  renown, 

.\nd,  doubly  d>nng,  shall  go  down 
To  the  vile  dust,  from  whence  he  sprung, 

Unwept,  unhonour’d,  and  unsung. 

The  Lay  of  the  Last  Minstrel 


Tenafly,  New  Jersey  07670 
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Woman’s  Auxiliary 


Woman’s  Auxiliary  1970  Fall  Board 
Meeting  and  Conference 

Mrs.  Arnold  J.  Spanjers 


The  summer  months  have  not  been  idle  ones 
for  the  auxiliary  president  and  her  fall  conference 
chairman.  Plans  have  been  completed  and  at  the 
end  of  October,  the  ‘Age  of  Aquarius’  1970  Fall 
Board  Meeting  and  Conference  will  be  a reality. 
New  ideas  and  their  implementation  will  be 
brought  to  county  officers  and  chairmen  by  their 
state  counterparts.  Problems  will  be  discussed, 
projects  evaluated,  and  hopefully  a smoother, 
more  effective  auxiliary  year  will  evolve. 

The  two  day,  power-packed  conference  will 
begin  with  early  registration  on  October  26th. 
That  evening  the  Executive  Committee  will  meet 
with  Dr.  James  T.  Cook,  President  of  the  Florida 
Medical  Association,  Mr.  W.  Harold  Parham, 
Executive  Vice  President  of  the  FMA,  and  Dr. 
Robert  Williams,  Chairman  of  the  Advisory  Com- 
mittee to  the  Auxiliary. 

The  Board  Meeting  is  scheduled  for  9 a.m. 
Tuesday.  Greetings  will  be  brought  from  the  na- 
tional auxiliary  by  Mrs.  Russell  L.  Deter.  Mrs. 
Deter  is  currently  chairman  of  the  national  auxil- 
iary’s Committee  on  Health  Careers  and  has  for 
a number  of  years  been  active  on  the  national 
scene. 

Luncheon  featuring  “Two  New  Auxiliary 
Stars”— Charlotte  and  Collier  counties  will  have 
as  dessert,  Mrs.  G.  Edward  Kappler,  President, 
Woman’s  Auxiliary  to  the  Student  American 
Medical  Association.  Her  husband.  Captain  Kap- 
pler, is  a surgeon,  now  on  duty  with  the  Armed 
Forces  in  Viet  Nam.  During  the  year  he  is  away, 
Robin  hopes  to  put  WA/SAMA  on  the  map  in  all 
fifty  states.  At  present,  Florida  does  not  have  a 
WA/SAMA  chapter. 

The  Tuesday  afternoon  session  will  be  high- 
lighted by  Dr.  Russell  L.  Deter  of  El  Paso,  Texcis. 
“Teenagers  are  my  hobby,”  says  Dr.  Deter,  and  he 
has  worked  with  them  for  the  past  thirty  years. 


Mrs.  Spanjers  is  president  of  the  Woman’s  Auxiliary  to  the 
Florida  Medical  Association. 


His  topic  “Teenagers  and  Drugs”  is  in  keeping 
with  the  FM.A  Auxiliary’s  number  one  project, 
Drug  Abuse  Education. 

All  work  and  no  play  could  produce  a dull 
auxiliary  and  the  Polk  County  hostesses  will  not 
have  it  so.  Winter  Haven  and  especially  Cypress 
Gardens  are  delighted  to  have  the  FMA  Auxiliary 
and  will  welcome  the  group  at  a planned  ski  show 
and  tour  of  the  gardens.  The  Polk  County  Medi- 
cal Association  is  hosting  a poolside  cocktail  par- 
ty, followed  by  dinner,  with  Dr.  Joseph  C.  Von 
Thron  speaking  on  “How  to  be  a Good  Doctor’s 
Wife.” 

The  Wednesday  luncheon  will  be  legislative 
in  flavor  and  will  feature  Mr.  Donald  S.  (Scotty) 
Fraser,  Director,  Public  Affairs,  FM.^  Capitol  of- 
fice. Legislation  is  of  great  interest  to  the  women 
and  they  welcome  the  opportunity  to  discuss  legis- 
lation pertinent  to  medicine.  At  this  time  they  are 
informed  of  the  role  the  auxiliary  can  play  in 
legislative  matters. 

A portion  of  the  conference  eagerly  looked 
forward  to  is  the  International  Health  Activities 
Bazaar.  Last  year  over  $600  was  raised  and 
sent  to  Care-Medico.  All  members  are  invited  to 
contribute  handcrafts,  food,  art  works  that  in  turn 
are  sold  to  other  members. 

This  fall  meeting  is  usually  well  attended  by 
the  state  and  county  officers  and  chairmen.  It  is 
a wonderful  place  to  meet  other  doctors’  wives 
from  around  the  state  and  to  promote  those  good 
relations  among  physicians’  families.  We  welcome 
all  our  auxiliary  members  even  though  they  hold 
no  office  or  chairmanship.  We  hope  that  you  will 
urge  your  wives  to  join  us  October  26-28,  1970, 
Sheraton-Cypress  Gardens  IMotor  Inn.  It’s  a time 
to  get  together,  a time  to  learn  what’s  new,  what’s 
been  tried  and  true,  and  what  we  need  to  know 
from  you — our  state  and  local  medical  societies. 

^ Mrs.  Spanjers,  1700  - 15th  Street,  N.  W.,  Winter 
Haven  33880. 


J.  FLORIDA  M.A. /OCTOBER  1970 


51 


BREAKUP— symbol  of  the  impact  of  emotional  stresi 
But  when  the  stress  exceeds  transient  rage  or 
depression — and  settles  into  a chronic  mixed  anxietv 
depression  state— combined  trapquilizer- 
antidepressant  therapy  could  be  indicated. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 

TRIAVIL 

TRANQUILIZER- 

ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 

For  prescribing  information,  including  indica- 
tions, contraindications,  warnings,  precautions, 
and  side  effects,  please  see  following  page. 


FOR  MODERATE  TO 
SEVERE  ANXIETY 
WITH  COEXISTING 
DEPRESSION 


TRANQUILIZER- 

ANTIDEPRESSANT 

Containing  perphenazine  and  amitriptyline  HCI 


TRIAVIL®2-10:  Each  tablet  contains  2 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAViL*2-25:  Each  tablet  contains  2 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL*4-10:  Each  tablet  contains  4 mg.  of  perphenazine 
and  10  mg.  of  amitriptyline  hydrochloride. 

TRIAVIL®4-25:  Each  tablet  contains  4 mg.  of  perphenazine 
and  25  mg.  of  amitriptyline  hydrochloride. 


INDICATIONS:  Patients  with  moderate  to  severe  anxiety 
and/or  agitation  and  depressed  mood;  patients  with  de- 
pression in  whom  anxiety  and/or  agitation  are  severe; 
patients  with  depression  and  anxiety  in  association  with 
chronic  physical  disease;  schizophrenics  with  associated 
depressive  symptoms. 

CONTRAINDICATIONS:  Central  nervous  system  depression 
from  drugs  (barbiturates,  alcohol,  narcotics,  analgesics, 
antihistamines);  bone  marrow  depression;  pregnancy;  and 
in  patients  with  known  hypersensitivity  to  phenothiazines 
or  amitriptyline.  Do  not  give  in  combination  with  MAOl 
drugs  because  of  possible  potentiation  that  may  even  cause 
death.  Allow  at  least  two  weeks  between  therapies.  In  such 
patients  therapy  with  TRIAVIL  should  be  initiated  cau- 
tiously, with  gradual  increase  in  the  dosage  required  to 
obtain  a satisfactory  response.  Do  not  give  concomitantly 
with  guanethidine  or  similarly  acting  compounds  since  it 
may  block  the  antihypertensive  effect. 

WARNINGS:  Patients  should  be  warned  against  driving  a 
car  or  operating  machinery  or  apparatus  requiring  alert 
attention,  and  that  response  to  alcohol  may  be  increased. 
PRECAUTIONS:  Suicide  is  always  a possibility  in  mental 
depression  and  may  remain  until  significant  remission  oc- 
curs. Supervise  patients  closely  in  case  they  may  require 
hospitalization  or  concomitant  electroshock  therapy.  Un- 
toward reactions  have  been  reported  after  the  combined 
use  of  antidepressant  agents  having  various  modes  of 
activity.  Accordingly,  consider  possibility  of  potentiation 
in  combined  use  of  antidepressants.  Use  with  caution  in 
patients  with  glaucoma  and  those  with  problems  of  urinary 
retention.  Perphenazine  can  lower  the  convulsive  thresh- 
old in  susceptible  individuals.  It  should  be  given  with  cau- 
tion to  patients  with  convulsive  disorders.  Dosage  of  the 
anticonvulsive  agent  may  have  to  be  increased.  Not  rec- 
ommended for  use  in  children.  Mania  or  hypomania  may 
be  precipitated  in  manic-depressives  (perphenazine  in 
TRIAVIL  seems  to  reduce  likelihood  of  this  effect).  If  hypo- 
tension develops,  epinephrine  should  not  be  employed,  as 


its  action  is  blocked  and  partially  reversed  by  perphen; 
zine.  Caution  patients  about  errors  of  judgment  due  t 
change  in  mood. 

ADVERSE  REACTIONS:  Similar  to  those  reported  wit 
either  constituent  alone. 

Perphenazine:  Should  not  be  used  indiscriminately.  Us 
caution  in  patients  who  have  previously  exhibited  sever 
reactions  to  other  phenothiazines.  Likelihood  of  untowar 
actions  greater  with  high  doses.  Closely  supervise  wit 
any  dosage.  Side  effects  may  be  any  of  those  reporte 
with  phenothiazine  drugs:  extrapyramidal  symptom 
(opisthotonos,  oculogyric  crisis,  hyperreflexia,  dystonie 
akathisia,  dyskinesia,  parkinsonism)  usually  controlled  b 
the  concomitant  use  of  effective  antiparkinsonian  drug 
and/or  by  reduction  in  dosage,  but  sometimes  persis 
after  discontinuation  of  the  phenothiazine,-  skin  disorder 
(photosensitivity,  itching,  erythema,  urticaria,  eczema,  u 
to  exfoliative  dermatitis);  other  allergic  reactions  (asthma 
laryngeal  edema,  angioneurotic  edema,  anaphylactoid  re 
actions);  peripheral  edema;  reversed  epinephrine  effect 
hyperglycemia;  endocrine  disturbances  (lactation,  galac 
torrhea,  disturbances  of  menstrual  cycle);  altered  cere 
brospinal  fluid  proteins;  paradoxical  excitement;  EK( 
abnormalities  (quinidine-like  effect);  reactivation  of  psy 
chotic  processes;  catatonic-like  states;  autonomic  reac 
tions,  such  as  dryness  of  the  mouth,  headache,  nausea 
vomiting,  constipation,  obstipation,  urinary  frequency 
blurred  vision,  nasal  congestion,  and  a change  in  the  puls< 
rate;  hypnotic  effects;  pigmentary  retinopathy;  cornea  i 
and  lenticular  pigmentation;  occasional  lassitude;  muscle ^ 
weakness;  mild  insomnia.  Other  adverse  reactions  re 
ported  with  various  phenothiazine  compounds,  but  nol 
with  perphenazine,  include  blood  dyscrasias  (pancyto- 
penia, thrombocytopenic  purpura,  leukopenia,  agranulocy- 
tosis, eosinophilia);  liver  damage  (jaundice,  biliary  stasis); 
grand  mal  convulsions;  cerebral  edema;  polyphagia;  pho- 
tophobia; skin  pigmentation;  and  failure  of  ejaculation. 
Significant  unexplained  rise  in  body  temperature  may  sug- 
gest intolerance  to  perphenazine,  in  which  case  discon- 
tinue. Antiemetic  effect  may  obscure  signs  of  toxicity  due 
to  overdosage  of  other  drugs  or  make  diagnosis  of  other 
disorders  such  as  brain  tumors  or  intestinal  obstruction 
difficult.  May  potentiate  the  action  of  central  nervous 
system  depressants  (opiates,  analgesics,  antihistamines, 
barbiturates,  alcohol)  and  atropine.  In  concurrent  ther- 
apy with  any  of  these,  TRIAVIL  should  be  given  in  reduced 
dosage.  May  also  potentiate  the  action  of  heat  and  phos- 
phorous insecticides. 

Amitriptyline:  Careful  observation  of  all  patients  recom- 
mended. Side  effects  include  drowsiness  (may  occur 
within  the  first  few  days  of  therapy);  dizziness;  nausea; 
excitement;  hypertension;  fainting;  fine  tremor;  jitteri- 
ness;  weakness;  headache;  heartburn;  anorexia;  in- 
creased perspiration;  incoordination;  impotence; 
increased  appetite  and  weight  gain;  allergic-type  reac- 
tions manifested  by  skin  rash,  swelling  of  face  and  tongue, 
itching;  numbness  and  tingling  of  limbs,  including  pe- 
ripheral neuropathy;  activation  of  latent  schizophrenia 
(however,  the  perphenazine  content  may  prevent  this  re- 
action in  some  cases);  epileptiform  seizures;  temporary 
confusion,  disturbed  concentration,  or  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic 
activity,  such  as  tachycardia,  dryness  of  mouth,  stomatitis, 
blurring  of  vision,  reversible  dilatation  of  the  urinary  tract, 
urinary  retention,  constipation,  paralytic  ileus;  agranu- 
locytosis; jaundice.  Elderly  patients  and  adolescents  can 
often  be  managed  on  lower  dosage  levels. 

For  more  detailed  information,  consult  your  MSD  Represen- 
tative or  see  the  package  circular.  Merck  Sharp  & Dohme, 
Division  of  Merck  & Co.,  Inc.,  IVesf  Point,  Pa.  19486. 

MSD  MERCK  SHARP  & DOHME 


That’s  why  we  invented  the  UNITEST  SYSTEM. 


What  the  doctors  in  this  country 
need  is  a simple,  accurate 
lab  system  for  under  $600. 


Physicians  can’t  operate  their  offices 
like  doctors  did  in  the  old  days. 

That’s  when  the  patient  load  was 
lower  and  so  was  the  overhead,  in 
case  you  wanted  to  have  lab  tests 
performed  right  on  the  premises. 
There  were  a lot  more  qualified  tech- 
nicians for  hire,  too.  Or  if  you  didn’t 
want  the  bother  and  payroll  of  a big- 
ger staff,  you  sent  specimens  out  to 
a local  lab  or  a nearby  hospital.  Then 
you  waited  for  results  to  return  and 
added  the  charge  to  the  bill. 

Problem  is,  that  way  isn’t  econom- 
ically feasible  any  longer.  More  so- 
phisticated lab  tests  have  been  de- 
veloped to  aid  your  diagnosis.  Fewer 
skilled  personnel  are  available.  The 
complex  equipment  required  is  more 
expensive.  And  the  cost  of  space  is 
premium. 

Somebody  had  to  solve  this  king- 
sized  problem.  We  did. 

Bio-Dynamics,  Inc. 

The  Simplifiers 

91 15  Hague  Road 
Indianapolis,  Indiana  46250 


We  perfected  the  compact 
UNITEST  SYSTEM.  You  start  with  the 
heart  and  brains,  the  Unimeter.  It 
sells  for  below  $600.  Far  below,  in 
fact.  Then,  you  add-on  components 
you  don’t  already  own.  When  you’re 
done,  any  qualified  person  in  your 
office  can  run  14  tests  for  the  most 
commonly-needed  determinations. 
That  includes  Blood  Glucose,  He- 
moglobin, B.U.N.,  Uric  Acid  and 
Cholesterol. 


And  you  get  accurate  test  results 
faster,  often  before  the  patient  leaves. 

Yes,  the  compact  UNITEST 
SYSTEM  is  a lot  smaller  than  you’d 
expect  for  equipment  that  does  so 
much.  And  there  are  so  many  func- 
tions it  does  so  well,  you  really  owe 
it  to  yourself  to  get  more  information. 
Some  is  on  the  following  page.  The 
card  below  will  bring  you  all  of  it. 
Just  complete,  detach  and  mail. 


Gentlemen: 

I am  interested  in  receiving  more  information  about  use  of  the 
UNITEST  SYSTEM  in  my  office. 


Name 


The  UNITEST  SYSTEM  provides 
these  important  features: 


The  Unimeter— The  Unimeter  250  is 
a precisely -calibrated,  solid  state 
colorimeter.  Rugged  in  design  and 
simple  to  operate,  it  has  only  three 
controls:  on-off  switch,  calibration 
control  dial  and  temperature  control 
button. 


The  Select-a-Fuge  24  — The  most 
advanced  centrifuge  in  its  category 
ever  developed  ...  a single  unit 
capable  of  performing  three  centrif- 
ugated preparations  where  at  least 
two  units  were  previously  required 
. . . and  in  the  shortest  possible  time 
for  each  specimen  involved.  The  Se- 
lect-a-Fuge  24  can  prepare  urine 
specimens  at  the  low  speed  of  4000 
rpm  ...  or  perform  uniformly  con- 


Built-in Incubator  — The  Unimeter 
has  a convenient  built-in  incubator 
which  holds  twelve  tubes  at  a con- 
stant temperature  of  37°C.  There  is 
an  instant  push-button  temperature 
check. 


Interchangeable  Meter  Faces— The 

slip-in  meter  face  cards  with  color- 
coded  test  scales  allow  the  operator 
to  adapt  this  unit  to  a variety  of  tests 
and  to  incorporate  any  new  tests 
which  may  be  added  in  the  future. 


First  Class 
Permit  No.  4810 
Indianapolis,  Ind. 


BUSINESS  REPLY  MAIL 

No  postage  necessary  if  mailed  in  the  United  States 


Postage  will  be  paid  by 


Bio-Dynamics,  Inc. 

Box  50100 

Indianapolis,  Indiana  46250 


I 


Unitube — The  optically  correct, 
glass  Unitube  contains  reagent  ma- 
terials. It  also  contains  the  reaction 
and  is  used  as  a cuvette,  when  the 
reaction  is  complete.  After  the  result 
is  recorded  the  Unitube  is  discarded. 
Unitube  caps  are  color-coded  for 
each  test. 


Unitest  Kits  — Each  kit  contains 
everything  necessary  to  perform  the 
tests.  Everything  is  pre-measured, 
color-coded,  sealed  against  con- 
tamination and  disposable.  Simple, 
step-by-step  illustrated  instructions 
are  enclosed  in  every  kit.  Kits  are 
available  in  a variety  of  sizes. 

For  full  details, 
mail  this  card  today! 


Bio-Dynamics,  Inc. 

The  Simplifiers 


sistent  serum,  plasma  and  hemato- 
crit results  at  10,000  rpm.  Other 
preparations  requiring  graduating  in- 
termediate speeds  may  also  be  con- 
ducted. Select-a-Fuge  24  does  all 
this  without  changing  equipment, 
without  adding  or  removing  parts. 


Push  Button  Pipetting— Automatic 
Pipette  controls  critical  measure- 
ments precisely  with  remarkable 
ease  and  speed.  Assures  depend- 
able results  between  operators,  re- 
gardless of  their  individual  skills. 


(continuous  release  tornn) 


(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  tor  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generolty  sofer  than  the  omphetamines,  use  with  greet  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  charocteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increose  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
voscu/or  effects  reported  include  ones  such  as  tochycardia,  precordial  poln, 
arrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Ai/ergic  phenomena  reported  include  such  conditions  as  rash, 
urticorio,  ecchymosis,  and  erythema.  Gosfroinfesfino/  effects  such  os  diarrheo, 
constipation,  nauseo,  vomiting,  and  obdominoi  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  agronuiocytosls,  and  leukopenia.  A variety  of  miscelloneous  odverse 
reactions  have  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  headache,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets;  One  75  mg.  tablet 
doily,  swollowed  whole,  in  midmorning  {10  a.m.};  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  odditionaf  tablet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 
recommended.  t.ooca  / i/7o  / u.s.  patent  ho.  s.ooi.sio 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed toblef  contains:  Quinine  sulfate,  260  mg.,  Aminophylllne,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cromps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  controlndi- 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinol  cramps  in 
some  instonces,  ond  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  ond  gostrointestinol  disturbonce.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rosh,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increosed  to  one  toblet  following  the  evening  meal 
ond  one  tablet  up>on  retirino.  Supplied:  Bottles  of  ICX)  and  500  toblets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  ominophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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MEETINGS 


Approved  by  FMA 

Committee  on  Postgraduate  Education 
OCTOBER 

16-17  Fourth  Florida  Industrial  Health  Confer- 
ence, Palm  Beach  Towers,  Palm  Beach. 
For  information:  Joseph  A.  Baird,  M.D., 
c/o  American  Cyanamid  Co.,  Bradley,  Fla. 
33835. 

NOVEMBER 

2-  7 Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.,  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

11-14  Today’s  Hospital  Problems:  An  Interdis- 
ciplinary Approach — Fourth  Annual  Con- 
ference, Tides  Hotel  and  Bath  Club,  Red- 
ington  Beach.  For  information:  M.  A. 
Barton,  M.D.,  Mound  Park  Hospital,  St. 
Petersburg  33701. 

13-14  ENT  for  the  Family  Practitioner,  Sheraton 
Four-Ambassadors  Hotel,  Miami.  For  in- 
formation: Frederic  W.  Pullen  II,  M.D., 
University  of  Miami  School  of  Medicine, 
Box  875,  Biscayne  .‘\nnex,  Miami  33152. 

14  Ninth  Annual  Physician’s  Seminar  on  Res- 
piratory Diseases,  J.  Hillis  Miller  Health 
Center,  Gainesville.  For  information:  Ed- 
ward W.  Swenson,  M.D.,  P.O.  Box  8127, 
Jacksonville  32211. 

21-22  Joint  meeting  of  American  College  of  Phy- 
sicians and  the  Florida  Society  of  Internal 
Medicine,  Langford  Hotel,  Winter  Park. 
For  information:  A.  M.  Ziffer,  M.D.,  22  W. 
Lake  Beauty  Dr.,  Orlando  32806. 

19-20  Seminar  in  Obstetrics  and  Gynecology,  J. 
Hillis  Miller  Health  Center,  Gainesville. 
For  information:  Div.  of  Postgraduate 

Education,  Box  758,  J.  Hillis  Miller  Health 
Center,  Gainesville  32601. 

30-Dec.  5 Comprehensive  Training  in  Coronary 
Care  for  Physicians,  Jackson  Memorial 
Hospital,  Miami.  For  information:  Louis 
Lemberg,  M.D.,  c/o  Heart  Association,  Box 
10100,  St.  Petersburg  33733. 


National  and  Regional 
Meetings  Held  in  Florida 

OCTOBER 

25-28  American  Clinical  and  Climatological  Asso- 
ciation, Ponte  Vedra  Club,  Ponte  Vedra. 
Sec.:  J.  Edwin  Wood,  M.D.,  Box  157,  Uni- 
versity of  Virginia  Hospital,  Charlottesville, 
Va.  22901. 

NOVEMBER 

3-  8 American  Society  of  Clinical  Hypno.sis, 
Eden  Roc  Hotel,  Miami  Beach.  Ex.  Sec.: 
F.  D.  Nowlin,  800  Washington  Ave.,  S.E., 
Minneapolis,  Minn.  55414. 

17-22  Pan  American  Medical  Association,  Holly- 
wood Beach  Hotel,  Hollywood  Beach.  Dir.: 
Joseph  J.  Eller,  M.D.,  745  Fifth  Ave.,  New 
York,  N.  Y.  10022. 

DECEMBER 

7-10  Southern  Surgical  Association,  Boca  Raton 
Hotel,  Boca  Raton.  Ex.  Sec.:  D.  C.  Sabis- 
ton  Jr.,  M.D.,  Duke  University  Medical 
Center,  Durham,  N.C.  27706. 

10-12  Cardiovascular  Seminar  on  Coronary  Dis- 
ease, Sheraton  Four  Ambassadors  Hotel, 
Miami.  Pgm.  Dir.:  Mrs.  Jo  Baxter,  5080 
Biscayne  Blvd.,  Miami  33137. 

1971 

MARCH 

1-5  Society  for  Cryosurgery,  Diplomat  Hotel 
and  Country  Club,  Hollywood.  Sec.:  So- 
ciety for  Cryosurgery,  30  N.  Michigan  Ave., 
Chicago  60602. 

24-26  .American  Surgical  Association,  Boca  Raton 
Hotel  and  Club,  Boca  Raton,  Sec.:  G. 
Thomas  Shires,  5323  Harry  Hines  Blvd., 
Dallas  75235. 

14-18  International  Anesthesia  Research  Society, 
Americana  Hotel,  Miami  Beach.  Ex.  Sec.: 
B.  B.  Sankey,  M.D,  3645  Warrensville  Cen- 
ter Rd.,  Cleveland  44122, 
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Book  Review 


Morris  Fishbein,  M.D.,  An  Autobiogrraphy  by 

Morris  Fishbein,  M.D.  Pp.  505.  Price  SIO.OO.  24  illus- 
trations. New  York,  Doubleday  & Company,  Inc.,  1969. 

Morris  Fishbein’s  autobiographj’  is  more  than 
a personal  memoir.  While  the  hundreds  of  per- 
sonal anecdotes  that  make  up  the  book  provide 
interesting  and  often  amusing  reading,  there  is 
woven  through  the  story  the  history  of  the  Ameri- 
can Medical  Association  and  organized  medicine 
in  the  United  States. 

Although  Dr.  Fishbein  never  held  a major 
elective  office  in  that  association,  he  was  consider- 
ed by  most  people  to  be  its  official  voice,  occa- 
sionally to  the  dismay  of  some  of  its  elected  of- 
ficials. While  never  in  practice  himself,  Dr.  Fish- 
bein fought  long  and  hard  for  the  preservation  of 
the  private  practice  of  medicine.  Less  well  known 
to  the  general  public,  but  of  comparable  impor- 
tance, was  his  involvement  in  the  cause  of  improv- 
ing and  furthering  medical  education  and  the 
never  ending  fight  against  medical  quackery. 

While  there  are  more  comprehensive  books 
about  the  history  of  twentieth  century  .\merican 
medicine,  none  make  for  such  enjoyable  reading, 
or  give  such  a warm,  personal  account  of  “the 
voice  of  the  .\M.\.” 

Lawrence  H.  J.acobsox,  M.D. 

PoMP.ANO  Beach 


Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


How  to  Live  With  Hypoglycemia  by  Charles  Weller, 
M.D.  and  Brian  Richard  Boylan.  Pp.  130.  Price  S4.50. 
New  York,  Doubleday  & Company,  Inc.,  1968. 


Spare-Part  Surgery,  Tbe  Surgical  Practice  of  tbe 
Future  by  Donald  Longmore,  M.D.,  edited  and  illus- 
trated by  M.  Ross-MacDonald.  Pp.  192.  Illustrated.  Price 
S5.95.  New  York,  Doubleday  & Company,  Inc.,  1968. 


Medical  Pharmacology  by  Andres  Goth,  M.D.  Pp. 
749.  4th  ed.  Illustrated.  Price  $13.50.  St.  Louis.  The  C. 
V’.  Mosby  Company,  1968. 


Paediatric  Cardiology  edited  by  Hamish  Watson, 
M.D.  Pp.  996.  lUustrated.  Price  $36.50.  St.  Louis,  The 
C.  V.  Mosby  Company,  1968. 


A Manual  of  Simple  Burial  by  Ernest  Morgan.  Pp. 
64.  Price  $1.00.  Burnsville,  N.C.,  The  Celo  Press,  1968. 


Appraisal  of  Current  Concepts  in  Anesthesiology 
(Vol.  4)  by  John  .\driani,  M.D.  Pp.  464.  Price  $12.00. 
St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


Water  and  Electrolyte  IVIetabolism  and  Acid-Base 
Balance  by  Edward  Muntwyler,  Ph.D.  Pp.  169.  33 
illustrations.  Price  $5.85.  St.  Louis,  The  C.  V.  Mosby 
Company,  1968. 


Cooking  For  Your  Celiac  Child  by  Charlotte  Baum 
Sheedy  and  Norman  Keifetz.  Pp.  244.  Price  $5.95.  New 
York.  The  Dial  Press,  Inc.,  1969. 


The  Evolution  of  Preventive  Medicine  in  the 
Cnited  States  Army  1607-1939  by  Stanhope  Bayne- 
Jones,  M.D.  Pp.  255.  Price  $2.50.  Washington,  D.C., 
Superintendent  of  Documents,  Government  Printing  Office, 
1969. 


Introduction  to  Medical  Science  by  Clara  Gene 
Young  and  James  D.  Barger,  M.D.  Pp.  295.  Price  $7.95. 
Illustrated.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  1- 
Natality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  2- 
Mortality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


.Atlas  of  Human  Electron  Microscopy  by  Ruben  P. 
Laguens  and  Cesar  L..\.  Gomez  Dumm.  Pp.  180.  Illus- 
trated. Price  $20.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 
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Infectious  Diseases  and  General  Medicine,  Vol. 
III.  Prepared  and  published  under  the  direction  of  Lieut. 
General  Leonard  D.  Heaton.  The  Surgeon  General,  United 
States  Army.  Pp.  712.  123  illustrations.  Price  $8.25. 

Washington,  D.C.,  Government  Printing  Office,  1969. 


Personnel  Administration  and  Labor  Relations 
in  Health  Care  Facilities  by  James  O.  Hepner,  Ph.D., 
John  M.  Boyer,  M..\.  and  Carl  L.  Westerhaus,  M.S. 
Pp.  391.  Price  $15.00.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 


Cardiovascular  Surgery,  Current  Practice.  Vol.  I. 

edited  by  Thomas  H.  Burford,  M.D.  and  Thomas  B.  Fer- 
guson. M.D.  Pp.  273.  134  illustrations.  Price  $18.00. 

St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Davison’s  Compleat  Pediatrician  edited  by  Jay 
M.  Arena,  M.D.  9th  ed.  Pp.  792.  Price  $19.50.  Phila- 
delphia, Lea  & Febiger,  1969. 


Arrows  of  Mercy  by  Philip  Smith.  Pp.  244.  Price 
$5.95.  New  York,  Doubleday  & Company,  Inc.,  1969. 


Tobacco  and  Your  Health:  The  Smoking  Contro- 
versy by  Harold  S.  Diehl,  M.D.  Pp.  271.  Illustrated. 
Price  $2.95.  New  York,  McGraw-Hill  Book  Company, 
1969. 


War  Surgery  by  Camp  H.  M.  Smith.  Pp.  97.  Depart- 
ment of  Defense,  Pacific  Command,  United  States  of 
America,  1969. 


Synopsis  of  Obstetrics  by  Charles  E.  McLennan, 
M.D.  and  Eugene  C.  Sandberg,  M.D.  Pp.  496.  212  illus- 
trations. Price  $9.50.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1970. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  American  Medical  Association,  1970. 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
Alfred  Petschow,  Administrator 

Staff  Psychiatrists 

August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 
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TUCKER  HOSPITAL  INC 

212  West  Franklin  Street 

Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,’  M.D. 

Catherine  T.  Ray,  M.D. 


Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 
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Yes,  KolantyF. 

Kolantyl  Gel/ Wafers  contain 
antacids,  and  Bentyl®  (dicyclomine 
hydrochloride)  too. 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


O-2)O2(1032) 


Wtea01iiMjin  -pharmaceuticals  created  for  your  specialized  clinical  needs 


V, 


new  10%  sdut|on . . . 
particularly  convenient  for  home  use 

mugomyst-io 


(ACETYLCYSTEINEl 

liquefies  thick,  viscid  mucus 
in  chronic  bronchitis  and  emphysema 


' Mucomyst,  as  20%  acetylcysteine,  has  been  used  with  safety  and  effectiveness  in 
hospitals  for  over  five  years. 

Now  a new  10%  solution,  Mucomyst-10,  offers  you  the  choice  of  prescribing  a lesser 
\ concentration  whenever  you  feel  this  is  desirable.  It  provides  added  convenience  and 
t simplicity,  particularly  for  your  patients  using  nebulizing  units  at  home. 

^ By  including  Mucomyst-10  in  the  home  management  regimen,  you  can  provide  full 
mucolytic  benefits  for  many  of  your  patients  with  chronic  bronchitis  and  emphysema 
complicated  by  tenacious  secretions. 

Indications:  Mucomyst  has  been  demonstrated  to  be 
clinically  effective  as  adjuvant  therapy  in  a \wide  range 
of  conditions  in  which  thick,  viscous  mucus  is  a problem, 
including:  postoperative  atelectasis  and  pneumonia; 

‘ chronic  bronchopulmonary  disease  (emphysema, 
chronic  bronchitis,  asthma,  and  bronchiectasis);  acute 
bronchopulmonary  disease  (pneumonia,  bronchitis,  and 
tracheobronchitis);  tracheostomy  care;  facilitation  of 
bronchial  studies;  maintenance  of  an  open  airway  during 
anesthesia;  and  to  help  control  pulmonary  complications 
of  cystic  fibrosis.  Contraindications:  Mucomyst  is  con- 
traindicated in  those  patients  who  are  sensitive  or  who 
^ have  developed  a sensitivity  to  it.  Warnings:  After  proper 
administration  of  acetylcysteine,  an  increased  volume 
of  liquefied  bronchial  secretions  may  occur.  When  cough 
is  inadequate,  the  open  airway  must  be  maintained  by 
mechanical  suction  if  necessary.  When  there  is  a large 
mechanical  block  due  to  foreign  body  or  local  accumula- 
^ tion,  the  airway  should  be  cleared  by  endotracheal  as- 
piration, with  or  without  bronchoscopy.  Asthmatics 
*■  under  treatment  with  Mucomyst  should  be  watched  care- 


fully. If  bronchospasm  progresses,  this  medication 
should  be  immediately  discontinued.  Adverse  Effects: 

Adverse  effects  have  included  stomatitis,  nausea  and 
rhinorrhea.  Sensitivity  and  sensitization  to  Mucomyst 
have  been  reported  very  rarely.  A few  susceptible  pa- 
tients, particularly  asthmatics  (see  Warnings),  may  ex- 
perience varying  degrees  of  bronchospasm  associated 
with  the  administration  of  nebulized  acetylcysteine.  Most 
patients  with  bronchospasm  are  quickly  relieved  by  the 
use  of  a bronchodilator  given  by  nebulization.  Adminis- 
tration & Dosage:  Mucomyst  may  be  administered  by 
nebulization  into  a tent,  Croupette,  face  mask,  or  mouth- 
piece; or  by  direct  instillation.  Mucomyst  should  not  be 
placed  directly  into  the  chamber  of  a heated  (hot-pot) 
nebulizer.  Complete  details  on  dosage,  administration, 
and  compatibility  are  included  in  the  package  insert. 
Additional  information  may  be  obtained  from  Mead 
Johnson  Laboratories.  Supplied:  Mucomyst-10  (acetyl- 
cysteine), a sterile  10%  solution,  in  vials  of  10  ml.  and 
30  ml.;  Mucomyst  (acetylcysteine),  a sterile  20%  solu- 
tion, in  vials  of  10  ml.  and  30  ml. 


LABORATORI ES 


1969  MEAD  JOHNSON  a COMPANY  • EVANSVILLE,  INDIANA  47721 


70469 


in  cekrdiac  edema 


gets  the  wacter  out 
spekres  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


Smith  Kline  & French  Laboratories 


Baker,  Archie  J.,  Jacksonville;  born  1910; 
Tulane  University,  1935;  died  September  6,  1970. 


Batell,  Leo,  Tampa;  born  1898;  New  York 
University,  1923;  died  March  25,  1970. 

Bell,  Alan  E.,  Pensacola;  born  1921;  Johns 
Hopkins  University,  1945;  member  AMA;  died 
June  23,  1970. 

Chunn,  Charles  F.,  Tampa;  born  1912;  Duke 
University,  1935;  member  AMA;  died  April  16, 
1970. 


Creekmore,  George  R.,  Brooksville;  born  1879; 
University  of  Georgia,  1906;  member  AMA;  died 
May  21,  1970. 

Eldridge,  Marion  W.,  Blountstown;  born  1891; 
Georgia  Eclectic  Medicine  and  Surgery,  1912; 
member  AMA;  died  March  10,  1970. 

Giles,  Robert  E.,  Jacksonville;  born  1930; 
Medical  College  of  Georgia,  1961;  member  AMA; 
died  August  21,  1970. 


Kirkpatrick,  Charles  Harry,  Arcadia;  born 
1893;  Tulane  University,  1919;  member  AMA; 
died  August  8,  1970. 

Lapinsohn,  Leonard  L,  South  Miami;  born 
1919;  Hahnemann  University,  1945;  member 
AMA;  died  April  22,  1970. 

Lithgow,  William  D.,  Miami;  born  1880;  Tem- 
ple University,  1908;  member  AMA;  died  June 
14,  1970. 


Mayer,  Francis  Ronald,  Jacksonville;  born 
1937;  University  of  Miami,  1965;  died  August 
10,  1970. 


Nichol,  E,  Sterling,  Miami;  born  1894;  North- 
western University,  1924;  member  AMA;  died 
June  24,  1970. 

Packer,  Marvin  S.,  Miami  Beach;  born  1921; 
Chicago  Medical  School,  1950;  member  AMA; 
died  April  8,  1970. 


Parsons,  Hugh  Earle,  Tampa;  born  1908;  Tu- 
lane University,  1936;  member  AMA;  died  July 
24,  1970. 


Peek,  Eugene  G.  Sr.,  Ocala;  born  1882;  Uni- 
versity of  South  Carolina,  1910;  member  AMA; 
died  July  14,  1970. 

Robinson,  James  E.  Jr.,  West  Palm  Beach; 
born  1921;  Washington  University,  1944;  mem- 
ber AMA;  died  June  6,  1970. 


Schaeffer,  Oden  A.,  Miami;  born  1907;  Tem- 
ple University,  1932;  member  AMA;  died  May 
19,  1970. 


Skaggs,  Thomas  Wayne,  Miami;  born  1920; 
University  of  Maryland,  1953;  member  AMA; 
died  July  2,  1970. 


Smith,  Patrick  H.,  Monticello;  born  1899; 
Georgia  University,  1924;  died  May  8,  1970. 


Stebbins,  Alvin  Lloyd,  Pensacola;  born  1903; 
Emory  University,  1928;  died  July  19,  1970. 


White,  Bradford  C.,  Fernandina  Beach;  born 
1929;  Hahnemann  Medical  College,  1953;  mem- 
ber AMA;  died  August  27,  1970. 


Woodhouse,  George  A.,  Miami;  born  1899; 
Cincinnati  University,  1924;  died  April  21,  1970. 
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Classified  Ads 


physicians  wanred 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  R.  C. 
Thompson,  Bartow  Memorial  Hospital,  Bartow,  Fla. 


GENERAL  PRACTITIONER  WANTED;  For 
private  practice,  pleasant  surroundings  in  Jacksonville 
area.  Seventy-five  bed  county  hospital  adjacent  to 
modern  office  building  with  two  colleagues.  Write 
C-842,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


GENER,\L  PHYSICL\N  to  join  established  family 
physician  in  lovely  suburban  community  with  excellent 
professional  atmosphere.  Pediatrics  only  financial 
details  open.  Plan  to  form  P..\.  if  compatible.  Con- 
tact: Fred  O.  Smith,  M.D.,  1015  Bartelt  Road,  Tarpon 
Springs,  Florida  33589  (937-5104). 


W.\NTED:  GP  as  third  man  in  partnership.  Gen- 

eral practice  including  some  Ob.  Boynton  Beach  area, 
lower  East  coast.  Phone  (305)  732-2701. 


GENERAL  PRACTITIONER;  Excellent  oppor- 
tunity to  associate  with  6 man  group  in  Greater  Miami 
area.  Percentage  with  minimum  of  $23,000.  Send  all 
replies  to  P.  O.  Box  3190,  Hialeah,  Florida  33013. 


Specialists 


INTERNIST  WANTED:  For  private  practice 

netting  $24,000  yearly.  Pleasant  surroundings  in  Jack- 
sonville area.  Seventy-five  bed  county  hospital  ad- 
jacent to  modern  office  building  with  two  colleagues. 
Write  C-871,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


W.ANTED:  Florida  licensed  anesthesiologist  to 

join  six  man  group  immediately.  Have  salarx',  profit- 
sharing,  pension  plan.  Anesthesia  Professional  Associa- 
tion, 500  S.E.  I7th  St.,  Ft.  Lauderdale,  Fla.  33316. 


INTERNIST  W.\NTED;  Two  cardiologists  and 
one  gastroenterologist  in  the  greater  Miami  area,  desire 
internist  with  other  sub-specialty.  Write  C-956,  P.  O. 
Box  2411,  Jacksonville,  Florida  32203. 


PSYCHIATRIST  WANTED:  Florida  east  coast 
opportunity  for  psychiatrist  with  Florida  license  as 
medical  director  for  private  OPD  clinics.  Includes  in- 
dividual and  group  therapy,  ad,  chemotherapy,  teach- 
ing devel.  comm.  M.H.,  Eclectic  and  psychoannal. 
Fortj-  hour  week,  salarj-  open,  low  pressure  working 
conditions,  yet  challenging.  Send  full  curriculum  vitae 
to  C-955,  P.O.  Box  2411,  Jackson\-ille,  Fla.  32203. 


Miscellaneous 


.ADDITIONAL  PHYSICLANS  NEEDED;  For  as- 
sociation, group  or  solo  practice.  Fields  of  practice 
in  short  supply:  GP,  allergy,  dermatology,  geriatrics, 
internal  medicine,  obstetrics  and  pathology.  Two  hos- 
pitals in  county  of  rapid  growth.  Contact  Carl  N. 
Reilly,  M.D.,  304  Nesbit  St.,  Punta  Gorda  33950. 
Phone  (813)639-1758. 


PHA'SIC.AL  MEDICLNE  .AND  REH.ABILIT.A- 
TION  THREE  YEAR  .APPROVED  RESIDE.NCY: 
Comprehensive  P.  M.  & R.  services  include  inpatient 
clinics,  electrodiagnosis  and  adult  and  children  serxnces. 
Research  facilities  available.  Residency  programs  in- 
clude regular,  SRS,  V.  .A.  Career.  Foreign  graduates 
must  be  E.C.F.M.G.  certified.  Salaiy  S6p300-Sl5,812, 
depending  on  experience  and  qualifications.  For 
further  details  contact:  John  M.  Miller  III,  M.D., 
Professor  and  Chairman,  Department  of  Physical 
Medicine  and  Rehabilitation,  Universitj’  of  .Alabama 
Medical  Center,  Birmingham,  .Alabama  35233. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners; General  practitioner,  pediatrician,  ENT,  and 
dermatologist.  Write  C-901,  P.O.  Box  2411,  Jackson- 
ville, Fla.  32203. 


W.ANTED;  Physician  to  do  general  practice  and 
internal  medicine  in  fast-growing  community  to  join 
corporate  group  with  profit-sharing  and  pension  fund. 
.Adequate  office  space  with  future  multisp>ecialty  group. 
Have  60-bed  JC.AH  hospital.  Minimum  salary  $24,000. 
Salary  negotiable.  Must  have  Florida  license.  Contact 
John  M.  Canakaris,  M.D.,  Box  727,  Bunnell,  Fla. 
32010.  Phone  f904)  437-3354. 
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WANTED:  General  practitioner,  internist  and 

ophthalmologist  for  clinic  in  Miami  Beach.  Equal 
partnership,  tremendous  opportunity.  Estimated  first 
year’s  income  $50,000-$60,000.  Contact  Mrs.  Creech 
at  531-3336. 


I;  WANTED  IMMEDIATELY:  Private  emergency 

h room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
I Florida  license  required.  Contact  Bruce  S.  Webster, 
I M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 


EXP.\NDING  20  DOCTOR,  multi-specialty  group 
’ in  West  Palm  Beach,  Florida,  desires  to  increase  de- 
[ partments  with  group-oriented  specialists  with  boards 
I or  board-eligible  in  internal  medicine  (prefer  sub-spe- 
cialty), pediatrics,  ENT,  ophthalmology,  ob-gyn,  ra- 
( diology.  Building  addition  under  construction  will  ac- 
i;  commodate  30-35  physicians  with  further  expansion 
ij  possible  in  the  master  plan.  Interested  parties  should 
il  send  curriculum  vitae  to  .Administrator,  Palm  Beach 
ij  Medical  Group,  705  North  Olive  .Avenue,  West  Palm 
I Beach,  Florida  33401. 

I 


j PHYSICIANS  NEEDED:  Tallahassee,  Leon  County, 
j Northwest.  General  practitioners,  internists  and  pedia- 
I tricians  in  particular.  Inquiries  regarding  practice  in 
I this  community  can  be  forwarded  to  J.  Orson  Smith 
^ Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
N mittee,  1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
I Phone  (904)  877-1145. 


i 

^ 30  PHYSICI.AN  multispecialty  group  located  Flor- 

1 ida  Gulf  Coast  must  add  internist,  general  practitioner, 
’ orthopedist,  associate  pathologist,  urologist,  and  an 
i ENT  physician.  Ground  broken  to  add  110  beds  to 
I present  202  beds.  Ground  soon  to  be  broken  on  large 
j clinic  addition.  Long  range  plans  to  650  beds  and  75 
physician  clinic.  No  investment  required.  Progressive, 
rapidly  growing  community  with  abundance  of  recrea- 
I tion  and  cultu  al  opportunities.  Contact  D.  M.  Schro- 

I der,  .Administrator,  Mease  Hospital  and  Clinic,  Dune- 

I din,  Florida  33528.  | 


I 


INDUSTRIAL:  W'e  are  in  need  of  a physician. 

Salary  open ; corporate  benefits  and  partnership  antici- 
pated. Practice  is  strictly  industrial — examinations  and 
Workmen’s  Compensation.  Write  The  Mitchell  Clinic, 
P.A.,  Doctors  Building,  241  W.  Ashley  St.,  Jackson- 
ville, Fla.  32202. 


situations  wanted 

P.ATHOLOGIST:  Florida  licensed,  native  U.  S., 
age  40,  excellent  qualifications  and  experience  as  labo- 
ratory director,  board  certified  clinical  and  anatomic 
pathology.  Desires  Florida  location  to  continue  active 
career.  VA'rite  C-954,  P.  O.  Box  2411,  Jacksonville, 
Florida  32203. 


SITUATION  W.ANTED:  Young  cardiologist  seeks 

geographic  full  time  position  as  director  of  ICU- 
CCU.  Board  certified.  Military  obligation  completed. 
Curriculum  vitae  available.  Prefer  south  or  central  . 
Florida.  Send  full  particulars.  Write  C-957,  P.  O.  Box 
2411,  Jacksonville,  Florida  32203. 


LOCATION  OR  ASSOCIATION  DESIRED: 
Florida  intern  desires  association,  group  practice,  or 
location  for  solo  practice  in  Florida.  Write  Larry  E. 
Stevens,  M.D.,  209  S.  Hubert,  Tampa,  Florida  33609. 


practices  available 

FOR  SALE:  Well  established  internal  medicine 

practice  and  office  building  in  excellent  location  in 
.North  Miami.  Facilities  adequate  for  one  or  more 
physicians.  Write  11015  N.E.  8th  Ct.,  Miami,  F'la. 
33161. 


real  estate 


COMPLETE  MEDICAL  OFFICE:  1,000  square 

feet — adjacent  hospital,  ample  parking. ' Rent  low. 
1601  E.  Broward  Boulevard,  Fort  Lauderdale,  Florida, 
or  call:  525-3421. 


EXCELLENT  OFFICE  SPACE  AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  3SS-S1S0. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 
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Florida  Organizations  of  Medical  Interest 
Meetings  and  Officers 


Organization 


President 


Secretary 


Annual  Meetir 


Florida  Medical  Association 
Florida  Specialty  Societies 
Allergy-  Society 
Anesthesiologists,  Soc.  of 
Chest  Phys.,  Am.  Coll.,  Fla.  Chap. 

Dermatolog>\  Society  of 

Gastroenterologic  Society 
General  Practice.  .Academy 

Internal  Medicine  

Xeurolog>',  Florida  Society  of 
Xeurosurgical  Society 
Obst.  & Gynec.  Society  . . 
Ophthalmologj"  Society  . 

Orthopedic  Society 

Otolar>ngolog>-  Society  

Pathologists,  Society  of  

Pediatric  Society 

Pediatric  Surgeons,  Fla.  .\ssn 

Phys.  Med.  & Rehab.,  Fla.  Soc. 


James  T.  Cook,  Marianna 


James  W.  Walker,  Jackson%ille 


Plastic  & Reconstr.  Surger>- 
Preventive  Medicine,  Fla.  Soc. 

Proctologic  Society 

Psychiatric  Society  

Radiological  Society 
Surgeons,  .\m.  Coll.,  Fla.  Chap. 
Surgeons,  Gen.,  Fla.  .\ssn. 
Surgeons,  Int.  Coll.,  Fla.  Chap. 


Surgeons,  Thoracic,  Fla.  Society 
Urological  Society 


.\merican  Cancer  Society,  Div. 
.\rthritis  Foundation,  Chap. 


Blood  Banks,  .Association 
Blue  Shield  of  Florida,  Inc. 


Tuberculosis  & Res.  Dis.  .Assn. 
Woman's  .Au.\iliaiy  to  FM.A 


Meyer  B.  Marks,  Miami  Beach 
Miguel  Figueroa  Jr.,  Miami 
Richard  .A.  Elias,  Miami  . 

Julian  J.  Goodman,  W.  Palm  B’ch 
James  H.  Johnson,  Lakeland 
Leon  S.  Eisenman,  Hialeah 
Robert  L.  .Andreae,  Ft.  Lauderdale 
Oscar  M.  Reinmuth,  Miami 
F.  Garcia- Bengochea,  Gaines\'ille 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUlTl®  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
\-ulsive  disorders  (not  for  sole  therapy). 

Contraindicated : Known  hypersensitivity  to  the  drug. 

Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ata.xia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ata.xia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Parado.xical  reactions  such  as  acute  hyperexcited 
states,  an.\iety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 


L.\BORATORIES 
Division  of  Hoffmann-La  Roche  Ine. 
Nutley,  New  Jersey  07110 
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^ bitroducing 
Jax  Surgical 
to  Northern 
Florida. 


(and  points  beyond) 


Jax  Surgical  is  a brand  new 
surgical  supply  company. 
And,  we’re  ready  to  provide 
top-notch  service  to  physi- 
cians, hospitals,  nursing 
homes  and  extended  care 
facilities  in  the  area. 


of  trucks  will  speed  delivery— on  an  emer- 
gency basis,  if  need  be. 

This  adds  up  to  an  operation  that’s  anxious 
and  able  to  be  of  service.  Look  for  us  — we’ll 
be  in  touch. 


As  a new  company,  we  pos- 
sess some  real  advantages. 
One,  we’re  a sister  company 
to  Jax  Drugs  (you've  prob- 
ably heard  of  them  before). 
Two,  our  new  warehouse 
provides  space  for  the  kind 
of  inventory  that  will  more 
than  meet  your  needs. 
Three,  we’re  incorporating 
the  fastest,  most  up-to-date 
methods  of  processing  or- 
ders. And  four,  our  own  fleet 


420  Ernest  Street  • Jacksonville,  Florida  32203  • Telephone  904/358-3111 


GRANULES 


■ to  help  restore 
and  stabilize 
the  intestinal  flora 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances^,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.2.3.4,5,6 


■ for  fever  blisters 
and  canker  sores  of 
herpetic  origin 


Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  bulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


( #Lxas } 
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Corticosteroid  therapy 
week  after  week. 

then  antibiotic 
therapy  iast  week. 

and  moniiiai 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  moniiiai  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin-it  helps  avoid  moniiiai  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatin'300 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500.000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness.  Because  its  antibacterial  component  is 
DECLOMYCIN*  Demethylchlortetracycline  DECLOSTATIN  should 
be  equally  or  more  elective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  letracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract 

Contraindication.  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallerg ic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed 

Precautions  Overgrovrth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential  If  new  infections  appear, 
appropriate  measures  should  be  taken  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 
All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects  Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  am.  Skin  — 
maculopapular  and  erythematous  rashes:  a rare  case  of  exfoliative 
dermatitis  has  been  reported  Photosensitivity,  onycholysis  and 
discoloration  of  the  nails  (rare)  Kidney— rise  m BUN.  apparently 
dose-related  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare)  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood  Enamel 
hypoplasia  has  been  seen  in  a few  children  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage.  One  tablet  b i d Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York 


448-9 


JOURNAL 

‘^Tlpclica( 


OF 
THE 


UiAOCiatlcnT 


NOVEMBER,  1970  • VOLUME  57  • NUMBER  11 


|l  Editor 

p Clyde  M.  Collins,  M.D. 

i 

I 

Editor  Emeritm 


In  This  Issue 

^lobile  Coronary  Care  Units  - 

Sidney  R.  Xussenfeld,  J.  D.,  Eugene  L. 
Xagel,  M.D.,  Jim  C.  Hirschman,  i\I.D.  and 
Milton  S.  Saslaw,  M.D. 


Franz  H.  Stewart,  M.D. 


Associate  Editors 
Richard  M.  Fleming,  M.D. 
Oscar  W.  Freeman,  M.D. 
William  M.  Straight,  M.D. 


Use  of  General  Duty  Ambulances  as  Mobile 

Coronary  Care  Units  

Roy  M.  Baker,  IM.D.  and  Capt.  John  M. 
Waters  Jr. 

Polyphasic  Health  Testing — Its  Service  to  Florida 

Physicians  

Ewen  IM.  Clark,  IM.D.  and 
Richard  E.  Gordon,  M.D. 


17 


22 


24 


Assistant  Editors 
Charles  S.  Herron  Jr.,  M.D. 

Colin  Kendall,  M.D. 
Willard  E.  Manry  Jr.,  M.D. 
Edward  N.  Willey,  M.D. 


.\n  .Approach  to  the  Identification  of  High  Risk 


Individuals  in  the  General  Population  . 28 

C.  E.  Davis,  Ph.D.  and 
Ewen  M.  Clark,  M.D. 

Functional  Prognosis  of  the  Hemiplegic  31 


Newton  C.  McCollough  HI,  M.D.  and 
.\UGUSTO  Sarmiento,  M.D. 


Managing  Editor 

Louise  Rader 


Consulting  Editorial  Staff 


I Samuel  J.  Alford  Jr.,  M.D. 

I Reed  Bell,  M.D. 

I Curtis  D.  Benton  Jr.,  M.D. 

I John  J.  Cheleden,  M.D. 
j Simon  D.  Doff,  M.D. 

' Charles  C.  Flood,  M.D. 
i Bernard  J.  Fogel,  M.D. 

! Michel  G.  Gilbert,  M.D. 
j John  W.  Glotfelty,  M.D. 

I Troy  H.  Hutchinson,  M.D. 

Lawrence  H.  Jacobson,  M.D. 
I Martin  H.  Kaiser,  M.D. 
WilUam  H.  Keeler  III,  M.D. 
Thomas  J.  Kiernan,  M.D. 


Solomon  D.  Klotz,  M.D. 
Max  Michael  Jr.,  M.D. 
Eugene  L.  Nagel,  M.D. 
Philip  B.  Phillips,  M.D. 
Harry  W.  Reinstine  Jr.,  M.D. 
David  H.  Reynolds,  M.D. 

Wade  S.  Rizk,  M.D. 
Gerold  L.  Schiebler,  M.D. 
Frank  J.  Seidl,  M.D. 
Donn  L.  Smith,  M.D. 
F.  Norman  Vickers,  M.D. 
Clyde  M.  Williams  Jr.,  M.D. 
S.  Russell  Wilson,  M.D. 
Meyer  Yanowitz,  M.D. 


Sections 

Book  Reviews  and  Books  Received  11 

Editorial  --  40 

Letters  36 

Organization  43 

President’s  Page  7 

Reprinted  from  46 

Information 

Classified  52 

Florida  Medical  Association  Officers  and 

Council  Chairmen  54 

Meetings  48 


Owned  and  published  by  the  Florida  Medical  Association,  Inc.,  P.  O. 
Box  2411,  Jacksonville,  Florida  32203.  Subscription  price  is  $7.00 
per  year;  single  issue  70  cents.  The  Journal  is  not  responsib'e  for 
the  opinions  and  statements  of  its  contributors.  Published  monthly 
at  Jacksonville,  Florida.  Accepted  for  mailing  at  special  rate  of  post- 
age provided  for  in  Section  1103.  Act  of  Congress  of  October  3, 
1917;  authorized  October  16,  1918.  Second-class  postage  paid  at 
Jacksonville,  Florida. 


NOVEMBER  COVER — The  Jacksonville  Emergency  Rescue  Service  demonstrating  method.^  in  which  they 
won  first  place  at  a recent  international  rescue  contest  in  first  aid. 


J.  FLORIDA  M.A./NOVEMBER  1970 


5 


Yes,  KolantyF. 

Kolantyl  Gel/ Wafers  contain 
antacids,  and  Bentyl®  (dicyclomine 
hydrochloride)  too. 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 
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Somemie 

acutely  ill 


needs 


fs  available  because  of  Medicenter. 


iecause  of  Medicenter,  this  hospital  bed  can  be  used 
someone  who  needs  it.  That’s  what  Medicenter  is 
about.  A recuperative  care  facility  specializing  in  the 
ds  of  patients  who  no  longer  require  the  intensive  care 
i general  hospital  and  who  are  on  the  road  to  recovery, 
ut  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
y carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
ion  facilities,  physical  and  inhalation  therapy  are 
a few  of  many  luxurious  health  care  features  that 
:e  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community's 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


nice  Place  to  fjet  Well 


Medicenter  of  America  / Fort  Lauderdale  • Jacksonville  • Leesburg  • Tallahassee  • Tampa,  Florida 


new  10%  solution... 
particularly  convenient  for  home  use 


MUGOMYSr-IO 


liquefies  thick,  viscid  mucus 
in  chronic  bronchitis  and  emphysema 


' 


r 


Mucomyst,  as  20%  acetylcysteine,  has  been  used  V\/ith  safety  and  effectiveness  in 
hospitals  for  over  five  years. 

Now  a new  10%  solution,  Mucomyst- 10,  offers  you  the  choice  of  prescribing  a lesser 
concentration  whenever  you  feel  this  is  desirable.  It  provides  added  convenience  and 
simplicity,  particularly  for  your  patients  using  nebulizing  units  at  home. 

By  including  Mucomyst-10  in  the  home  management  regimen,  you  can  provide  full 
mucolytic  benefits  for  many  of  your  patients  with  chronic  bronchitis  and  emphysema 
complicated  by  tenacious  secretions. 


Indications:  Mucomyst  has  been  demonstrated  to  be 
clinically  effective  as  adjuvant  therapy  in  a wide  range 
of  conditions  in  which  thick,  viscous  mucus  is  a problem, 
including:  postoperative  atelectasis  and  pneumonia; 
chronic  bronchopulmonary  disease  (emphysema, 
chronic  bronchitis,  asthma,  and  bronchiectasis);  acute 
bronchopulmonary  disease  (pneumonia,  bronchitis,  and 
tracheobronchitis);  tracheostomy  care;  facilitation  of 
bronchial  studies;  maintenance  of  an  open  airway  during 
anesthesia;  and  to  help  control  pulmonary  complications 
of  cystic  fibrosis.  Contraindications:  Mucomyst  is  con- 
traindicated in  those  patients  who  are  sensitive  or  who 
have  developed  a sensitivity  to  it.  Warnings:  After  proper 
administration  of  acetylcysteine,  an  increased  volume 
of  liquefied  bronchial  secretions  may  occur.  When  cough 
is  inadequate,  the  open  airway  must  be  maintained  by 
mechanical  suction  if  necessary.  When  there  is  a large 
mechanical  block  due  to  foreign  body  or  local  accumula- 
tion, the  airway  should  be  cleared  by  endotracheal  as- 
piration, with  or  without  bronchoscopy.  Asthmatics 
under  treatment  with  Mucomyst  should  be  watched  care- 


fully. If  bronchospasm  progresses,  this  medication 
should  be  immediately  discontinued.  Adverse  Effects: 

Adverse  effects  have  included  stomatitis,  nausea  and 
rhinorrhea.  Sensitivity  and  sensitization  to  Mucomyst 
have  been  reported  very  rarely.  A few  susceptible  pa- 
tients, particularly  asthmatics  (see  Warnings),  may  ex- 
perience varying  degrees  of  bronchospasm  associated 
with  the  administration  of  nebulized  acetylcysteine.  Most 
patients  with  bronchospasm  are  quickly  relieved  by  the 
use  of  a bronchodilator  given  by  nebulization.  Adminis- 
tration & Dosage:  Mucomyst  may  be  administered  by 
nebulization  into  a tent,  Croupette,  face  mask,  or  mouth- 
piece; or  by  direct  instillation.  Mucomyst  should  not  be 
placed  directly  into  the  chamber  of  a heated  (hot-pot) 
nebulizer.  Complete  details  on  dosage,  administration, 
and  compatibility  are  included  in  the  package  insert. 
Additional  information  may  be  obtained  from  Mead 
Johnson  Laboratories.  Supplied:  Mucomyst-10  (acetyl- 
cysteine), a sterile  10%  solution,  in  vials  of  10  ml.  and 
30  ml.;  Mucomyst  (acetylcysteine),  a sterile  20%  solu- 
tion, in  vials  of  10  ml.  and  30  ml. 


LABORATORI  ES 


969  MEAD  JOHNSON  d COMPANY  • EVANSVILLE,  INDIANA  47721 


70469 


Need  a 
head  mirror 


Need  a 
placebo? 


? 


Ask  your  lab 
supply  man! 


Phone  your 
pharmacist! 


Need 

optical  services? 


Call  on 
an  expert  — 


YOUR  GUILD  OPTICIAN! 


Your  local  Guild  Optician  has  the  special 
skills  and  experience  with  which  to  proper- 
ly serve  your  patients  in  the  area  of  optical 
services.  He  is,  in  short,  an  expert,  and 
here’s  why: 

The  Rx  you  write  must  he  accurately  filled 
and  2>roperly  adjusted  for  oiitiuiuni  results. 
Your  Guild  Optician  is  highly  skilled  at 
both. 

Patients  with  special  problems  demanding 
frequent  adjustment  require  special  han- 
dling— time,  jiatience  and  infinite  care 
must  he  devoted  to  these  cases.  Your  Guild 
Optician  has  these  qualities  in  full  measure. 


Your  2>atients  must  he  able  to  count  on  the 
optician  to  routinely  handle  any  problem 
of  after-service  and  repair  for  the  life  of 
the  glasses  they  wear.  Your  Guild  Optician 
is  alivays  available  ivith  his  skills  to  help 
your  patients. 

In  serving  you,  the  Guild  Optician  also  has 
a stake  in  the  welfare  of  your  patients; 
depend  on  his  expert  services  and  ex2JC- 
rience  to  lie  sure  your  patients  are  getting 
the  best  ijossible  results  from  the  2}rescri2)- 
tions  you  write!  Guild  of  Prescription 
Opticians  of  Florida. 


USINGGUILDSKILLSANDEXPERIENCETO  SERVE  YOUR  PATIENTS 


President's  Page 


It’s  All  Voluntary 


We  have  just  finished  the  fall  meeting  of  the  Board  of  Governors.  Most  council  chairmen,  all 
board  members,  all  AMA  delegates  from  Florida,  and  others  were  present.  This  has  been  one  of  the 
most  stimulating  experiences  of  my  life;  the  depth  of  knowledge  so  many  of  our  people  have  con- 
cerning so  many  facets  of  organized  medicine  is  encouraging  to  say  the  least. 

Florida  Medicine  has  so  many  things  going  on  that  no  one  person  can  possibly  be  well  versed  in 
them  all — not  even  Harold  Parham.  Your  President  is  a GP  in  this  field  also;  I know  something 
about  all  we  are  doing  but  others  usually  know  more  about  their  particular  field. 

I could  easily  fill  this  page  with  information  on  any  one  of  a dozen  important  things  we  discuss- 
ed; let  me  mention  only  two. 

First,  we  are  deeply  concerned  that  the  Social  Security  Administration  has  revoked  its  previous 
agreement  to  pay  doctors  for  Peer  Review  committee  work,  and  to  guarantee  them  immunity  from 
legal  action  arising  from  their  decisions.  We  all  hope  this  can  be  changed;  until  then,  I hesitate  to 
ask  any  doctor  to  perform  this  arduous  committee  work.  This  is  a serious  matter,  for  I still  believe 
only  doctors  are  competent  to  do  peer  review  on  doctors. 

Second,  let  me  mention  FLAMPAC — later  I may  use  an  entire  page  for  this.  We  all  know  FLAM- 
PAC  has  made  mistakes  in  the  past,  and  that  it  has  rather  loose  organization.  The  latter  is  being 
tightened  up,  and  although  it,  as  any  organization,  will  continue  to  make  errors,  they  will  be  more 
rare.  On  the  positive  side,  and  far  outweighing  the  negative,  is  the  fact  that  this  organization  is  be- 
coming a real  asset  to  us  in  the  political  field.  Politicians  want  votes  and  the  money  for  campaigns; 
FLAINIPAC  can  offer  both.  Nothing  can  better  change  the  trend  to  socialization  than  having  its  op- 
ponents in  Congress  and  I think  we  are  getting  them;  FLAMPAC  and  AMPAC  are  helping  to  ac- 
complish this. 

You  have  some  fine,  dedicated,  able  men  working  for  you  in  Florida  medicine.  We  can’t  agree 
on  all  things;  there’s  no  such  group  of  doctors,  but  they  are  all  well-versed  and  willing.  No  orga- 
nization could  hire  such  a Board;  thank  goodness,  it’s  all  voluntary. 


J.  FLORIDA  M. A. /NOVEMBER  1970 
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His  wife  has  a lot  of  different 
enopausal  symptoms,  but  only  a few 
ally  irritate  him.  Her  hot  flashes,  her 
rtigo,  her  palpitations — that’s  her 
oblem.  What  really  bothers  him  is 
;r  nervousness,  her  irritability  and 
!r  excessive  anxiety,  often  expressed 
^ endless  “book-shuffling,  chain- 
loking,  reading-lamp’’  insomnia! 
Menrium  takes  care  of  hot  flashes, 
:rtigo,  palpitations  in  most 
enopausal  women.  Menrium 
ovides  the  well-known  antianxiety 
tion  of  chlordiazepoxide  (Librium®) 
id  water-soluble  esterified  estrogens, 
therefore  relieves  more  symptoms 
lan  either  component  separately, 
takes  care  of  the  vasomotor 
mptoms  as  well  as  the  emotional 
mptoms.  This  means  the  symptoms 
lat  bother  his  wife  most.  And  the 
mptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
:r  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa* 
tion,  a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  paoients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and  /or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


Mmrium’TLn 


5 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


5 mg  chlordiazepoxide 


10  mg  chlordictzepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


The  gas/acid  group  of  disorders 

The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas... neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with  — 
in  comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times 1 50  (Feb.)  1966. 


Announcing  the  “Antgasid” 

Silain-Gef 

Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas ...  neutralizes  free  acid 


AH'I^OBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


Roche 

announces 


Efudec 


1/22/68 — Treatment  with  5%  5-FU 
cream  commences.  Patient  K.L.  showing 
widespread  but  mild  solar  keratoses  (also 
known  as  actinic  keratoses). 


(fluorouradl) 

cream/solution 


for  the  treatment 
of  solar/actinic  keratoses... 

a topical  alternative 
to  conventional  therapy 


Fluorouracil— the  Roche  contribution 

In  1962,  Roche  Laboratories  introduced  Fluorouracil 
Roche®  (5-fluorouracil).  Early  clinical  work  with  this 
drug  suggested  that  it  possessed  a selective  cytotoxic 
activity  when  applied  topically  to  certain  kinds  of 
lesions.  Based  on  this  work  and  years  of  clinical  trials, 
a standardized  form  of  topical  fluorouracil  can  now  be 
recommended  for  treatment  of  multiple  solar  or  actinic 
keratoses. 


Efudex® (fluorouracil)—  a new 
alternative  to  conventional  therapy 

Efudex  presents  the  physician  with  a topical  alternative 
to  surgery  in  the  treatment  of  solar  or  actinic  keratoses. 

It  is  effective,  comparatively  inexpensive  and  especially 
well-suited  for  treatment  of  multiple  lesions.  Important, 
too,  is  the  highly  desirable  cosmetic  result.  Clinical 
experience  demonstrates  that  treatment  with  Efudex 
results  in  an  extremely  low  incidence  of  scarring.* 

Highly  effective  on  first  and 
later  applications 

In  clinical  trials,  depending  on  the  dosage  form  and 
strength  used,  complete  involution  occurred  in  77  to  88 
per  cent  of  lesions  following  treatment.  The  rate  of 
recurrence  was  low,  ranging  from  1.7  to  5.6  per  cent 
up  to  a year  after  completion  of  therapy.  When  lesions 
did  recur  or  new  ones  appeared,  repeated  courses  of 
Efudex  therapy  proved  effective.* 


/ 68— After  11  days  of  treatment. 

I hema  is  seen  at  site  of  keratoses.  In 
( tion,  numerous  lesions  not  apparent 
ii  r to  therapy  have  become  manifest 
r harply  defined  reactions.  Intervening 
li,  also  treated,  shows  no  response  to 
Fapy. 

1 9/69  — One  year  after  cessation  of 
Jrapy.  Skin  appears  clear  with  no  evi- 
I ce  of  scarring.  Examination  reveals 
|<  of  recurrence  or  the  formation  of 
IV  lesions. 


Predictable  sequence  of 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course  of  Efudex 
therapy.  The  response  is  usually  characteristic  and 
predictable.  After  three  or  four  days  of  treatment, 
erythema  begins  to  appear  in  the  area  of  the  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks 
of  discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  to  three 
months  before  gradually  receding. 

Selective— with  a high  degree 
of  safety 

Despite  the  temporary  unsightliness  and  discomfort  of 
the  inflammatory  episode,  Efudex  is,  in  general,  more 
readily  tolerated  than  surgery.  Clinical  work  shows  the 
intense  inflammatory  response  to  be  limited  to  the  area  of 
the  lesion.  Normal  skin  is  not  similarly  affected.  Another 
measure  of  Efudex  safety:  systemic  absorption  of  topical 
fluorouracil  was  insignificant,  indicating  a low  risk  of 
systemic  toxicity.* 

Two  strengths— two  convenient 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or  as  a 5% 
cream.  It  is  applied  twice  daily  by  the  patient  with 
a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  there  are  two 
important  considerations.  First,  please  consult  the 
complete  prescribing  information  for  precautions, 
warnings  and  adverse  reactions.  Second,  advise  the 
patient  that  treated  lesions  should  respond  with  the 
characteristic  but  transient  inflammation.  A positive 
sign  that  Efudex  is  working  for  them. 

*Data  on  file,  Hoffmann -La  Roche  Inc.,  Nutley,  New  Jersey. 

and  5%  Solutions,-  5%  Cream 
Applied  twice  daily— resolves 
solar  or  actinic  keratoses. 

new 


(fluorouracil) 

cream/solution 


For  full  prescribing  information,  please  see  the  following  page. 


Roche 

introduces 


(fluorouracil) 
cream/solution 
the  new  standardized  topical 
for  solar/actinic  keratoses 


Description:  Efudex  solutions  and  cream  are  topical  preparations 
containing  the  fluorinated  pyrimidine  5-fluorouracil,  an 
antineoplastic  antimetabolite. 

Efudex  Solution  consists  of  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,  tris- 
(hydroxymethyl)  aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium  edetate. 

Efudex  Cream  contains  5%  fluorouracil  in  a vanishing  cream 
base  consisting  of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl  and  propyl). 

Actions:  There  is  evidence  that  the  metabolism  of  fluorouracil  in 
the  anabolic  pathway  blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic  acid.  In  this  fashion  fluorouracil 
interferes  with  the  synthesis  of  deoxyribonucleic  acid  (DNA) 
and  to  a lesser  extent  inhibits  the  formation  of  ribonucleic 
acid  (RNA).  Since  DNA  and  RNA  are  essential  for  cell 
division  and  growth,  the  effect  of  fluorouracil  may  be  to  create 
a thymine  deficiency  which  provokes  unbalanced  growth  and 
death  of  the  cell.  The  effects  of  DNA  and  RNA  deprivation  are 
most  marked  on  those  cells  which  grow  more  rapidly  and  which 
take  up  fluorouracil  at  a more  rapid  pace.  The  catabolic  metabolism 
of  fluorouracil  results  in  degradative  products  (c.g.,  CO2,  urea, 
a-fluoro-y3-alanine)  which  are  inactive. 

Studies  in  man  with  topical  application  of  “C-labeled  Efudex 
demonstrated  insignificant  absorption  as  measured  by  “C  content 
of  plasma,  urine  and  respiratory  CO2. 

Indications:  Efudex  is  recommended  for  the  topical  treatment  of 
multiple  actinic  or  solar  keratoses. 

Contraindications:  Efudex  is  contraindicated  in  patients  with 
known  hypersensitivity  to  any  of  its  components. 

Warnings:  If  an  occlusive  dressing  is  used,  there  may  be  an 
increase  in  the  incidence  of  inflammatory  reactions  in  the 
adjacent  normal  skin. 

Prolonged  exposure  to  ultraviolet  rays  should  be  avoided  while 
under  treatment  with  Efudex  because  the  intensity  of  the  reaction 
may  be  increased. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  has  not  been 
established. 

Precautions:  If  Efudex  is  applied  with  the  fingers,  the  hands  should 
be  washed  immediately  afterward.  Efudex  should  be  applied  with 
care  near  the  eyes,  nose  and  mouth.  To  rule  out  the  presence  of  a 
frank  neoplasm,  a biopsy  should  be  made  of  those  areas  failing  to 
respond  to  treatment  or  recurring  after  treatment. 

Adverse  Reactions:  The  most  frequently  encountered  local 


reactions  were  pain,  pruritus,  hyperpigmentation  and  burning  ij 
the  site  of  application.  Other  local  reactions  included  dermatiti<| 
scarring,  soreness  and  tenderness. 

Also  reported  were  insomnia,  stomatitis,  suppuration,  scaling  I 
swelling,  irritability,  medicinal  taste,  photosensitivity  and 
lacrimation. 

Laboratory  abnormalities  reported  were  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Efudex  should  be  applied  twice  dail  I 
with  a nonmetal  applicator  or  suitable  glove  in  an  amount  of  the] 
solution  or  cream  sufficient  to  cover  the  lesion.  When  Efudex  is 
applied  to  a lesion,  a response  occurs  with  the  following  sequenc  I 
erythema,  usually  followed  by  vesiculation,  erosion,  ulceration, 
necrosis  and  epithelization.  The  lower  frequency  and  intensity  0 
activity  in  adjacent  normal  skin  indicate  a selective  cytotoxic 
property.  Medication  should  be  continued  until  the  iriflammatory 
reaction  reaches  the  erosion,  necrosis  and  ulceration  stage,  at 
which  time  use  of  the  drug  should  be  terminated.  The  usual 
duration  of  therapy  is  from  2 to  4 weeks.  Complete  healing  of  the 
lesion  may  not  be  evident  for  1 to  2 months  following  cessation  of 
Efudex  therapy. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers — containin  ] 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris(hydroxymethyl) aminomethane, 
hydroxypropyl  cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Efudex  Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl). 

Clinical  Studies:  The  effectiveness  of  the  three  preparations  as 
determined  by  complete  involution  of  solar  keratoses  was: 

2%  Solution,  77%  of  282  lesions;  5%  Solution,  88%  of  202 
lesions;  and  5%  Cream,  85%  of  189  lesions.  In  those  lesions  where 
complete  involution  followed  treatment,  the  rate  of  possible 
recurrences  observed  clinically  at  periods  up  to  12  months  or  more 
was : 2%  Solution,  4.6%  of  218  lesions;  5%  Solution,  1.7%  of  177 
lesions;  and  5%  Cream,  5.6%  of  160  lesions.  Because  of  the  toxic 
potential  of  fluorouracil,  some  physicians  preferred  to  use  the  2% 
solution  when  large  areas  were  to  be  treated.  Approximately  30% 
of  the  lesions  required  treatment  for  two  weeks  or  less; 
approximately  78%  required  four  weeks  or  less  for  adequate 
treatment. 
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laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  071 10 


F 


I Book  Reviews 
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Organization  and  Administration  of  Health  Care 

Iby  Richard  L.  Durbin  and  W.  Herbert  Springall.  Pp. 
228.  Price  $9.95.  51  illustrations.  St.  Louis,  The  C.  V. 
Mosby  Company,  1969. 

This  volume  is  reviewed  for  the  increasing 

Inumber  of  physicians  who  have  more  than  a per- 
sonal concern  with  the  storms  of  change  occurring 
in  medical  systems  in  the  U.S.  The  growing  size 
I and  complexity  of  these  systems  have  put  compre- 
I hension  out  of  reach  of  the  average  citizen  and 
perhaps  beyond  the  capacity  of  physicians  to 

I,  control. 

The  authors,  administrator  and  associate  ad- 
ministrator respectively,  of  Temple  University 
Hospital,  have  brought  together  in  200  pages  of 
well  condensed  material  most,  if  not  all,  of  the 
current  philosophy  of  modern  day  health  planners 
concerning  the  reorganization  and  administration 
of  health  care. 

Of  the  five  chapters,  two  are  worthy  of  the 
attention  of  concerned  physicians.  Chapter  II 
describes  the  changing  environment  in  which  the 
I health  care  revolution  is  taking  place  and  includes 
* concise  references  to  the  Hill-Harris  and  Regional 
Medical  Programs,  the  Coggeshall  and  the  Millis 
Reports,  Medicare  and  Medicaid  and  their  impact 
on  medical  schools,  medical  practice  and  hospital 
care. 

' Chapter  V,  entitled  “Beyond  Traditional  Pat- 

terns,” emphasizes  the  urgent  need  for  a partner- 
^ ship  between  the  academician  and  the  practitioner 
and  predicts  that  this  will  be  accomplished 
through  group  practice.  Under  the  provocative 
subtitles  “The  Health  University,”  “The  Hospital 
Service  Corporation”  and  “The  Regional  Health 
Authority,”  the  authors  make  some  projections 
which  are  all  the  more  interesting  for  the  fact  that 
health  systems  changes  underway  in  Florida  ap- 
pear to  be  taking  the  directions  which  professional 
planners  have  plotted  during  the  past  decade. 

Those  parts  of  the  book  which  deal  mainly 
with  reorganization  of  the  hospital  will  prove 
tedious  for  many  physicians  but  will  be  worth- 
while for  those  concerned  about  evolution  of  the 
hospital-physician  relationship. 

For  those  of  the  medical  profession  who  aspire 
to  membership  on  a hospital  board  of  directors, 
this  book  will  put  you  one  up. 

Simon  D.  Doff,  M.D. 
Jacksonville 


Symposium  on  the  Spine  by  American  Academy  of 
Orthopaedic  Surgeons.  Pp.  289.  Price  $19.50.  558  illus- 
trations. St.  Louis,  The  C.  V.  Mosby  Company,  1969. 

Material  for  this  monograph  has  been  taken 
from  the  presentation  by  the  faculty  of  the  Con- 
tinuing Education  Course  entitled:  “Current  Con- 
cepts on  Management  of  Disease  and  Injury  In- 
volving the  Spine.”  Contributions  have  been  made 
by  13  practicing  orthopedic  surgeons  from  various 
parts  of  the  country  and  one  internist,  the  only 
contributor  who  deviates  from  the  purely  ortho- 
pedic aspects  to  discuss  pulmonary  function  in 
scoliosis. 

This  material  is  extremely  practical  as  it  was 
compiled  for  a postgraduate  course  sponsored  by 
the  American  Academy  of  Orthopaedic  Surgeons 
and  its  Committee  on  Injuries.  The  faculty  is 
composed  of  those  active,  practicing  surgeons  who 
have  for  several  years  influenced  current  diag- 
nostic and  therapeutic  trends  in  injury  and  dis- 
ease of  the  spine.  Their  experience  is  both  wide 
and  varied. 

The  monograph  is  very  clear,  concise  and 
highly  practical.  The  subjects  discussed  involve 
those  conditions  of  the  spine  which  are  the  most 
troublesome  and  controversial  as  to  the  correct 
method  of  diagnosis  and  treatment.  It  is  recom- 
mended not  only  for  the  practicing  orthopedic 
surgeon,  but  also  for  those  surgeons  who  see  and 
treat  patients  with  chronic  low  back  pain  and 
strain. 

Certain  portions  of  the  book  are  also  recom- 
mended for  radiologists. 

Floyd  K.  Hurt,  M.D. 

Jacksonville 


On  Death  and  Dying — What  the  Dying  Have  to 
Teach  Doctors,  Nurses,  Clergy  and  Their  Own 
Families  by  Elisabeth  Kubler-Ross.  Price  $6.95.  New 
York,  The  MacMillian  Company,  1969. 

Unlike  several  of  the  books  on  how  to  bluff 
your  way  through  and  avoid  having  to  deal  with 
dying  patients.  Dr.  Ross’s  book,  based  on  several 
years  of  personal  contact  and  intensive  work  with 
several  hundred  dying  patients,  comes  to  grips 
with  the  problem  in  a straight-forward  manner. 
Despite  the  miracles  of  modern  medicine,  patients 
do  die,  as  does  everyone  eventually.  Even  phy- 
sicians are  not  immortal.  Dr.  Ross’s  book  helps 
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US  to  explore  and  understand  our  own  fears  and 
weaknesses  so  that  we  may  establish  meaningful 
contact  with  our  dying  patients  and  avoid  the 
isolation  and  depersonalization  that  we  usually 
inflict  on  them. 

This  work  started  when  Dr.  Ross,  a psychia- 
trist at  the  University  of  Chicago,  was  asked  by 
a group  of  theology  students  to  help  in  the  prep- 
aration of  a term  project.  Their  assignment  was 
to  write  a paper  on  “Crisis  in  Human  Life.”  The 
four  students  involved  felt  that  death  was  the 
biggest  crisis  people  had  to  face.  With  virtually 
no  literature  to  fall  back  on.  Dr.  Ross  and  her 
students  set  about  to  interview  a dying  patient. 
.\mazingly  enough,  not  one  could  be  found  in  a 
large  university  hospital.  Much  effort  was  expend- 
ed by  physicians  and  hospital  staff  to  “protect” 
their  patients  from  these  interfering  outsiders. 
It  is  amazing  how  desperately  the  dying  wish 
and  need  to  communicate  and  how  diligently  we 
use  our  own  fears  and  weaknesses  as  an  excuse 
to  avoid  this  communication. 

This  was  one  service  that  the  physician  could 
and  did  offer  his  patients  in  the  age  before  “medi- 
cal miracles.”  It  is  a service  that  is  still  badly 
needed  and  one  that  we  should  not  shirk.  Dr. 
Ross’s  book  helps  us  to  recognize  this  obligation 
and  try  to  live  up  to  it. 

Lawrence  H.  Jacobson,  M.D. 

Pompano  Beach 


Receipt  of  the  following  books  is  acknowledged.  While 
time  and  space  will  not  permit  review  of  all  books  re- 
ceived, medical  readers  interested  in  reviewing  particular 
books  are  invited  to  address  requests  to  the  Editor.  Fol- 
lowing acceptance  of  a written  review  for  publication,  a 
reviewer  may  then  retain  the  book  reviewed  for  his  per- 
sonal or  favorite  library. — Ed. 


Spare-Part  Surgery,  The  Surgical  Practice  of  the 
Future  by  Donald  Longmore,  M.D.,  edited  and  illus- 
trated by  M.  Ross-MacDonald.  Pp.  192.  Illustrated.  Price 
$5.95.  New  York,  Doubleday  & Company,  Inc.,  1968. 


Personnel  Administration  and  Labor  Relations 
in  Health  Care  Facilities  by  James  O.  Hepner,  Ph.D., 
John  M.  Boyer,  M.A.  and  Carl  L.  Westerhaus,  M.S. 
Pp.  391.  Price  $15.00.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1969. 


Cardiovascular  Surgery,  Current  Practice.  Vol.  I. 
edited  by  Thomas  H.  Burford,  M.D.  and  Thomas  B.  Fer- 
guson. M.D.  Pp.  273.  134  illustrations.  Price  $18.00. 

St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Arrows  of  Mercy  by  Philip  Smith.  Pp.  244.  Price 
$5.95.  New  York,  Doubleday  & Company,  Inc.,  1969. 


Tobacco  and  Your  Health:  The  Smoking  Contro- 
versy by  Harold  S.  Diehl,  M.D.  Pp.  271.  Illustrated. 
Price  $2.95.  New  York,  McGraw-Hill  Book  Company, 
1969. 


War  Surgery  by  Camp  H.  M.  Smith.  Pp.  97.  Depart- 
ment of  Defense,  Pacific  Command,  United  States  of 
America,  1969. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  V.  Mosby  Company,  1970. 


Spectr^opic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  American  Medical  Association,  1970. 


A Manual  of  Simple  Burial  by  Ernest  Morgan.  Pp. 
64.  Price  $1.00.  Burnsville,  N.C.,  The  Celo  Press,  1968. 


Appraisal  of  Current  Concepts  in  Anesthesiology 

(Vol.  4)  by  John  Adrian!,  M.D.  Pp.  464.  Price  $12.00. 
St.  Louis,  The  C.  V.  Mosby  Company,  1968. 


Kids,  Brains,  & Learning  by  Ray  C.  Wunderlich, 
M.D.  Pp.  534.  Price  (Clothbound)  $10.50  (Paperbound) 
$7.50.  St.  Petersburg,  Johnny  Reads,  Inc.,  1970. 


Wine  and  the  Digestive  System  by  Salvatore  Pablo 
Lucia,  M.D.  Pp.  157.  Price  $3.50.  San  Francisco,  For- 
tune House  Publishing,  1970. 


Cooking  For  Your  Celiac  Child  by  Charlotte  Baum 
Sheedy  and  Norman  Keifetz.  Pp.  244.  Price  $5.95.  New 
York,  The  Dial  Press,  Inc.,  1969. 


Introduction  to  Medical  Science  by  Clara  Gene 
Young  and  James  D.  Barger,  M.D.  Pp.  295.  Price  $7.95. 
Illustrated.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  l- 
Natality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 


Vital  Statistics  of  the  United  States  1967.  Vol.  2- 
Mortality,  published  by  the  U.S.  Department  of  Health, 
Education  and  Welfare,  Public  Health  Service,  Washing- 
ton, D.C.,  1969. 
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REIEASE 
VITAMIN  C 
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CEVI-ND 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  1 1 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


/ 


The  pain 
of  arthritis 


relieved  with 

MEASURIN  q.8h.  dosage 

Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 

For  Professional  Samples  write: 

Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


^REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Drip  stopped,  Congestton  cleared 


For  upper  respiratory  allergies  and  infections,  up  to 
12  hours  clear  breathing  on  one  tablet.  Dimetapp 
Extentabs®  do  an  outstanding  job  of  helping  clear 
up  the  stuffiness,  drip  and  congestion  of  colds  and  up- 
per respiratory  allergies  and  infections.  Each  Extentab 
keeps  working  up  to  12  hours.  And  for  most  patients 
drowsiness  or  overstimulation  is  unlikely. 
INDICATIONS:  Dimetapp  is  indicated  for  symptomatic 
relief  of  the  allergic  manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold  and  bronchial  asthma, 
seasonal  allergies,  rhinitis,  conjunctivitis,  and  otitis. 
CONTRAINDICATIONS:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 


PRECAUTIONS:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engaging  in 
operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or 
hypertension.  SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urticaria,  hypotension  and 
thrombocytopenia,  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irritability  or 
exc 

DOSAGE:  1 txtentab  morning 
ning.SUPPLIED:Bottlesof  100  and  500.  Richmond'"  va°'2322o 


;itement  may  be  encountered.  /J-H-DOBINS 
SAGE:  1 Extentab  morning  and  eve-  I' 


Dimetapp 

Extentabs 


Dimetane®  (brompheniramine  maleate).  12  mg.;  phenyl- 
ephrine HCI,  15  mg.;  phenylpropanolamine  HCI.  15  mg. 


wnen  an  unnerving  experiences^ 
compounds  the  pain  j 


the  compound  analgesic 
that  calms  instead  of  cat feinates 


In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off.  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It's  no 
accident  that  the  Phenaphen  formulations  contain 
a sedatixe  rather  than  a stimulant.  Don't  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen 

with  Codeine 


Phenaphen  with  Codeine 
Nos.  2,  3,  or  4 contains: 
Phenobarbital  (|4  gr.). 


16.2  mg.  (warning:  may  be  habit  forming):  Aspirin  (2>/2  gr.),  162.0  mg.; 
Phenacetin  (3  gr.).  194.0  mg.:  Hyosc> amine  sulfate.  0.031  mg.:  Codeine 
phosphate,  gr.  (No.  2),  Vi  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours 
as  needed:  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed. 
For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 
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e therapy 


A 

BUILDING  BLOCK 
TO  RECOVERY 


DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypvn:  100.000  N.F  Units,  CtomofTypsin:  8.000  N.F.  Units: 
enunatenl  m tiyptic  Ktmly  to  40  m*.  o(  N.F.  trypsin 

Reduces  swelling 
I Hastens  healing 
Speeds  recovery 


Or>e  /ololef  cf.f.d. 


IfNlications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

o Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventiorral  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
topatientswithaknovmsensitivitytotrypsinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 
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Mobile  Coronary  Care  Units 

A Preliminary  Critique 

Sidney  R.  Nussenfeld,  J.D.,  Eugene  L.  Nagel,  M.D., 

Jim  C.  Hirschman,  M.D.,  and  Milton  S.  Saslaw,  M.D. 


The  ready  acceptance  by  the  medical  profes- 
sion of  the  concepts  of  hospital  coronary  care  unit 
(CCU)  and  mobile  coronary  care  unit  (MCCU) 
testifies  not  only  to  the  “strong  nationwide  feel- 
ing”i  about  the  high  incidence  and  prevalence  of 
coronary  heart  disease  and  the  rising  mortality 
from  this  foremost  killer  but  also  to  the  profes- 
sion’s deep  concern  with  these  matters. 

Although  cardiogenic  shock  has  thus  far  resist- 
ed control,  it  is  now  rare  to  find  a common  ar- 
rhythmia which  cannot  be  terminated  by  relatively 
simple  procedures  applied  in  time — that  is,  within 
a minute  or  so  after  onset.  The  various  monitor- 
ing devices  in  use  in  hospital  coronary  care  units 
were  designed  not  just  to  enable  an  alert  staff  to 
spot  trouble  immediately  but  also,  by  back-up 
systems,  to  raise  the  alarm  with  a less  attentive 
staff. 

The  CCU  has  justified  its  e.xistence--^  and  is 
being  widely  adopted.  “Today  it  may  be  difficult 
to  find  a hospital  of  more  than  200  beds  without  a 
CCU.”^  It  has  been  predicted  that  in  time  every 
hospital  with  100  or  more  beds  will  have  a CCU.^ 
Indeed,  were  it  not  for  the  availability  of  the  CCU 
there  would  be  little  reason  even  to  think  of 
mobile  units.  What  would  be  the  point  of  saving 
a patient  stricken  in  the  street  only  to  have  him 
expire  in  the  hospital  for  lack  of  the  continuous 
intensive  care  required  for  his  survival? 


From  the  Departments  of  Anesthesiology  and  Medicine  (Division 
of  Cardiology),  University  of  Miami  School  of  Medicine,  Miami. 


Rationale  of  MCCU 

The  concept  of  mobile  coronary  care  found  its 
early  support  in  the  studies  which  pointed  out  the 
high  mortality  in  the  first  minutes  and  hours  after 
an  acute  attack,  including  the  period  of  transit  to 
the  hospital.'*  The  logic  appeared  irresistible; 
since  time  is  of  the  essence  in  such  cases,  would 
it  not  be  better  to  send  the  medical  help  to  the 
patient  rather  than  wait  until  the  patient  could  be 
transported  to  the  hospital?*  In  other  words,  why 
not  use  a mobile  unit  as  an  outreach  of  the 
hospital? 

The  objective,  therefore,  would  be  to  prevent 
or  terminate  arrhythmias  in  the  field  and  en  route 
to  the  hospital.  The  equipment,  knowledge  and 
skills  exist  to  do  precisely  that.  In  the  ideal  world 
of  the  dedicated  romantic,  the  mobile  coronary 
care  unit  needs  no  other  reason  for  existence.  The 
point,  however,  is  that  for  the  time  being  there  is 
no  community  in  the  world  which  has  so  much 
money,  manpower  and  material  that  it  need  not 
resort  to  a cost-benefit  evaluation  of  its  medical 
care  delivery  programs. 

Not  enough  e.xperience  with  the  varieties  of 
mobile  units  has  been  accumulated  to  permit  any 
firm  findings,  but  the  time  is  approaching  when 
enough  data  will  have  become  available  to  make 
possible  an  evaluation  of  the  MCCU  in  terms  of 
its  life-saving  effectiveness  measured,  at  least  in 
part,  by  the  involvement  of  manpower,  money  and 
material. 
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Current  Models  of  MCCU 

The  following  brief  descriptions  would  seem 
to  cover  the  major  tv'pes  of  IMCCU  reported  in 
the  recent  literature: 

1.  Belfast,  Ireland,  model:  an  ambulance 

staffed  by  a physician,  nurse  and  possibly  a medi- 
cal student  and  equipped  to  defibrillate  and  cathe- 
terize.®  Generally  called  by  a physician,  after  visit 
to  the  patient,  and  used  only  for  “heart  attack” 
cases. 

2.  Moscow,  USSR,  models:  (a)  one  type  uses 
an  ambulance  staffed  by  a physician  and  a nurse 
and  is  intended  only  to  render  first  aid  in  “uncom- 
plicated” myocardial  infarction  cases;  this  unit 
can  administer  pharmacological  agents;  (b)  a sec- 
ond type,  reserved  for  the  “severe,  complicated” 
cases  of  myocardial  infarction,  utilizes  a special 
squad  consisting  of  a physician,  nurse  and  para- 
medical personnel  equipped  with  monitoring  de- 
vices and  defibrillators.® 

3.  St.  Vincent’s  Hospital,  New  York  City, 
model:  this  uses  an  ambulance  staffed  by  a team 
of  seven  consisting  of  attending  physician,  resident 
physician,  emergency  room  nurse,  ECG  technician, 
student  nurse  observer,  driver  and  assistant,  .^t 
the  alarm  signal,  received  after  screening  through 
police  communications,  these  people  have  four  and 
a half  minutes  to  report  to  the  ambulance  which 
is  equipped  to  set  up  a CCU  at  the  location  where 
the  patient  is  found.  This  unit  has  an  apparent 
operating  territory  of  4.5  square  miles  around  the 
hospital  and  responds  only  to  heart  attack,  or  pre- 
sumed heart  attack,  cases. 

4.  Miami,  Florida,  models:  these  units  are 
not  generally  used  to  transport  patients  to  hos- 
pitals; a regular  contract  ambulance  is  used  if  and 
when  the  patient  is  stabilized.  They  respond  to  all 
human  injury  or  illness  alarms,  not  merely  to  heart 
attack  cases  which  make  up  only  15%  to  20% 
of  their  runs. 

(a)  The  conventional  unit  uses  either  a spe- 
cially equipped  fire  vehicle  or  a specially  equipped 
rescue  vehicle  to  move  the  two  to  four  man  teams 
to  the  patient.  The  men  are  all  fully  trained  fire- 
men who  have  had  additional  paramedical  train- 
ing for  field  first  aid,  including  the  administration 
of  o.xygen,  use  of  the  .Ambu  bag  and  closed  chest 
heart  massage. 

(b)  newer  model,  in  experimental  use  now 
by  a few  squads,  relies  on  the  same  type  personnel, 
but  additionally  trained  to  attach  and  monitor  a 
portable  ECG  device,  to  broadcast  the  readings  by 
telemetry  to  a central  receiving  station  in  the  com- 


munity’s largest  hospital,  and,  if  so  instructed  by 
the  physicians  constantly  on  duty  at  that  station, 
to  use  the  defibrillator  with  which  the  squad  is 
equipped.il 

The  developers  of  each  of  these  models  may 
be  presumed  to  have  seen  advantages  in  the  ar- 
rangements they  adopted;  but  surely  the  disad- 
vantages of  each  were  clear,  and  surely,  also,  they 
were  tolerated  only  because  of  other  considera- 
tions, including  lack  of  financial,  physical  and/or 
personnel  resources.  It  is  safe  to  say  that  no 
physician  would  compromise  on  these  matters 
unless  he  were  forced  to  do  so. 

Some  Obstacles  to  Speedy  Care 

The  field  of  coronary  care  is  of  necessity  an 
exceedingly  practical  one  concerned  with  delivering 
active  therapy  to  a patient  within  the  very  limited 
time  and  capabilities  available.  In  the  extreme  but 
common  case  of  cardiac  arrest,  for  example,  delay 
of  more  than  four  minutes  in  a relatively  young 
person  or  of  a shorter  time  in  an  older  person  in 
restarting  the  heart  results  in  irreversible  brain 
and  other  damage  of  such  magnitude  as  to  make 
restarting  the  heart  of  questionable  value  to  the 
patient  and  his  family.  The  possibility  of  life- 
threatening  arrhythmias  cannot  be  ruled  out  in 
any  case  at  any  time  after  the  onset  of  an  at- 
tack.12  Despite  the  grave  contingencies,  the  loss 
of  time  in  acute  attacks  of  coronary  heart  disease 
is  appalling,  however  understandable  it  may  be. 
It  accounts  for  the  more  than  250,000  deaths  each 
year  in  the  United  States  of  victims  of  heart  at- 
tacks who  never  even  get  to  a hospital. 

Consider  the  obstacles  to  be  overcome  in  get- 
ting a victim  into  a CCU: 

1.  Patients  or  their  families  delay  calling  for 
help,  frequently  in  the  belief  that  the  pain  or  dis- 
comfort is  only  “indigestion.” 

2.  The  time  interval  between  the  patient’s  call 
to  his  doctor  and  the  latter’s  appearance  at  me 
bedside  may  be  critical. 

3.  Even  if  the  doctor  arrived  promptly,  he 
might  be  puzzled  by  the  symptoms;  the  diagnosis 
might  be  unclear.  ^Moreover,  few  doctors  carry 
resuscitation  equipment,  including  defibrillators, 
with  them. 

4.  Even  if  the  doctor  brought  an  ECG  appa- 
ratus with  him,  the  myocardial  infarction  might 
not  show  up  early  in  the  attack  and,  anyway,  the 
ECG  might  not  be  decisive  without  supporting 
data  from  lab  reports  such  as  elevated  enzymes. 
There  are  many  false  negatives  as  well  as  false 
positives  in  diagnosing  myocardial  infarction.i^ 
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5.  Even  if  the  physician  immediately  and  cor- 
rectly diagnosed  the  case,  he  might  not  be  affiliated 
with  a hospital  or,  if  affiliated,  the  hospital  might 
not  have  any  beds  available  in  its  CCU  (or  else- 
where, for  that  matter). 

6.  If  all  else  were  favorable,  there  is  still  the 
problem  of  ambulance  delay  by  manpower  neglect 
or  indifference,  by  traffic,  or  because  the  vehicle  is 
out  on  a prior  call  or,  worse  yet,  on  a false  alarm. 

7.  When  the  patient  gets  to  the  hospital  he 
does  not  go  automatically  and  directly  to  the 
CCU.  How  often  does  it  happen  that  the  patient 
has  to  wait  his  turn  in  the  emergency  room,  or 
submit  himself  to  the  judgment  of  a young,  inex- 
perienced intern  as  to  the  degree  of  urgency 
involved? 

The  mortality  rate  in  myocardial  infarction 
cases  in  the  hospital  at  large  is  sometimes  as  high 
as  40%.  In  a well-run  CCU  the  morality  rate  may 
be  as  high  as  20%.  After  discharge  from  the  hos- 
pital a discouragingly  high  percentage  of  patients 
fail  to  survive  for  truly  significant  periods,  but 
instead  die  within  a matter  of  months. 

Each  Community  May  Have  Unique  Demands 

In  relating  this  sequence  of  obstacles  we  intend 
only  to  stimulate  serious  thinking  among  the  pro- 
fessionals, especially  those  contemplating  the  crea- 
tion of  mobile  medical  care  units  (whether  MCCU 
or  the  more  common  mobile  intensive  care  unit — 
MICU),  as  to  the  type  of  unit  best  suited  to  the 
community’s  needs  and  wishes  and  as  to  the  con- 
comitant public  education  to  be  undertaken.  Com- 
munities differ  markedly  in  these  and  other  re- 
spects^^  and  their  preferences  may  be  surprising. 

It  is  a truism  to  state  that  no  medical  program 
is  likely  to  succeed  without  the  community’s  sup- 
port. A part  of  any  emergency  medical  care  de- 
livery system,  therefore,  should  deal  concretely 
and  effectively  with  this  element  of  public  infor- 
mation, education  and  rapport. 

The  Paramedic,  Training  and  Communications 

Planning  for  mobile  coronary  care  requires 
close  attention  to  the  natural  history  of  coronary 
artery  disease.  Mobile  units  are  no  more  likely 
than  ecu’s  to  have  much  success  with  pump  fail- 
ure cases.  The  greatest  salvage,  derived  from  the 
speediest  possible  arrival  at  the  patient’s  side, 
comes  from  the  prevention  or  termination  of  ar- 
rhythmias, and  for  this  function  paramedical  staff- 
ing seems  quite  sufficient,  if  adequate  attention  is 
given  to  training  and  medical  support  is  available 
by  radio. 
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It  is  more  and  more  coming  to  be  recognized 
that  the  quality  of  care  in  the  CCU  is  dependent 
not  so  much  on  the  mechanical  and  electrical  aids 
(some  of  which,  while  impressive,  are  not  uniform- 
ly reliable  or  are  ignored  in  practice)  as  on  the 
presence  of  a trained,  competent  and  motivated 
nursing  staff.  The  nurse  is  the  only  one  who  is 
always  on  the  front  line  and  in  a position  to  act 
positively  in  initiating  the  life-saving  procedures 
when  they  will  do  the  most  good.'”  So,  too,  with 
the  mobile  unit  the  prime  requirement  is  a well- 
trained  and  stimulated  staff.  This  requirement  can 
be  filled  nicely  with  paramedical  specialists  who 
are  always  instantly  available,  can  move  fast,  are 
accustomed  to  dealing  with  crises  and  are  calm 
and  resourceful  when  thrust  into  unexpected  situa- 
tions in  unfamiliar  surroundings.  These  people 
tend  also  to  be  permanently  assigned  and  secure 
in  position,  so  that  repeated  training  sessions  are 
unnecessary,  and  they  are  acceptable  to  their  com- 
munity and  knowledgable  in  its  speech  and  habits. 
On  any  reasonable  evaluation  this  type  of  staffing 
of  an  IMICU  will  measure  up  well. 

The  matter  of  communication  is  sometimes 
overlooked.  It  is  of  utmost  importance  in  raising 
the  alarm.  It  continues  to  be  of  importance  until 
the  patient  is  safely  delivered  to  the  hospital.  One 
need  not  be  a seer  to  predict  that  future  develop- 
ment of  mobile  care  is  going  to  evolve  in  good 
measure  around  the  use  of  telemetry  and  distant 
computers  to  detect  arrhythmias  and  warn  of 
cardiogenic  shock  and  hypotension.*'  This  kind 
or  quality  of  communication  requires  radio  tele- 
metry through  the  use  of  clear  channels. 

The  Two  Basic  Objectives  of  Mobile  Care 

In  simplest  terms,  therefore,  the  basic  objec- 
tives with  which  mobile  care  should  be  concerned 
are  two:  first,  to  get  help  to  the  victim  as  quickly 
as  possible;  second,  to  provide  that  help  as  an 
interim  measure  directed  solely  at  stabilizing  the 
victim  until  he  can  be  gotten  into  the  hospital 
where  a full  evaluation  can  best  be  made.  Any- 
thing less  would  be  unworthy;  anything  more  is 
likely  to  become  mere  window  dressing  and  waste- 
ful. 

The  Time  Factor  in  Rendering  Help 

E'irst,  with  respect  to  the  time  factor:  so  far  as 
is  known,  probably  every  myocardial  infarction 
results  in  irreversible  heart  damage.  If  that  were 
the  end  of  the  event,  time  of  arrival  of  medical 
assistance  would  be  of  little  moment.  The  prob- 
lem with  myocardial  infarction,  however,  is  the 
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danger  of  complications,  some  of  which  can  be 
controlled  if  treatment  is  more  or  less  instan- 
taneous. Therefore,  that  fljing  squad  is  best 
which,  manned  by  personnel  having  the  skill  and 
equipment  to  cope  with  these  complications,  can 
get  to  the  patient  in  the  shortest  time  after  the 
alarm.  If  it  takes  minutes  to  assemble  the  team, 
or  to  get  the  equipment  on  the  vehicle,  or  to  find 
the  patient,  or  to  go  into  action,  lives  may  be  lost. 
In  short,  the  race  here  is  to  the  swiftest,  not  neces- 
sarih"  to  the  best  equipped  and  most  professional. 

From  the  descriptions  of  the  various  fixing 
squad  models  in  the  literature  referred  to  and 
from  our  oxxn  personal  experience  xvith  the  Fire 
Department  Rescue  Squads  of  Miami,  Florida, 
we  suggest  that  no  mobile  unit  is,  or  is  likelx*  to 
be,  uniformly  faster  in  resp>onse  than  such  squads. 
These  Miami  Rescue  Squads  haxe  a fairly  con- 
sistent record  of  arrival  at  the  scene  xvithin  fixe 
minutes  or  less  after  an  alarm. 

Personnel:  Paramedic  vs.  Physician  Staffing 

Second,  as  to  personnel:  could  it  not  reason- 
ably be  argued  that  for  the  great  majority  of 
serious  coronary  heart  disease  ctises  the  emergency' 
treatment  indicated  xvill  be  defibrillation  counter- 
shock and  dr  establishment  of  I\'  lifelines  for  the 
administration  of  fluids  and  antiarrhythmic  drugs? 
These  actions  are  quite  within  the  competence  of 
paramedical  personnel.  Certain  of  the  Miami 
Rescue  Squads  are  already  effecting  defibrillations 
on  radio  command  from  hospital  station  physicians 
xvho  have  monitored  the  telemetered  ECG,  as  xvell 
as  closed  chest  heart  massage  and  other  estab- 
lished resuscitation  maneuvers.  Courses  are  now- 
being  set  up  in  local  colleges  to  expand  the  train- 
ing and  instruction  of  nurses  and  paramedics  to 
act  even  more  as  the  arm  of  the  hospital  physician 
xvhose  time  and  talents  xvill  thereby’  be  substan- 
tially spread  to  benefit  more  people,  .\gain,  it 
should  be  emphasized  that  the  key  is  the  direct 
communication  between  the  doctor  at  the  hospital 
station  and  the  emergency-oriented  paramedics, 
physician-trained  to  a satisfactory  standard  of 
achiex'ement. 

It  is  incontestalile  that  physicians  riding  the 
rescue  vehicle  could  do  more  than  any  paramedic. 
They  could,  for  example,  perform  intubations, 
tracheostomies  and  open  heart  massage.  They 
could  gixe  intracardiac  injections  and  insert  pace- 
makers. It  is  conjectural  xvhether  such  heroic 
measures  xvill  be  called  for  frequently  enough  to 
justify  the  heaxy  cost  of  such  professional  staffing, 
e.-;pecially  if  these  professionals  go  out  only  on 


presumed  heart  attack  calls  and  the  rescue  vehicle 
is  immobilized  xvhile  the  phy'-sician  is  being  paged 
from  the  far  corners  of  the  hospital. 

The  "Extra”  Benefits  Important  to  Cost-Benefit 
Evaluations 

Mobile  care  systems  are  expensive  to  create 
and  to  operate.  It  is,  therefore,  desirable  to  derive 
“extra”  benefits  for  the  community  from  the  exist- 
ence of  these  flynng  squads.  Miami  does  this  by 
having  the  squads  respond  to  all  human  emergen- 
cies. This  strikes  us  as  a xvholly’  rational  use  of 
x'aluable  manpoxver  and  equipment  not  only  be- 
cause it  avoids  reliance  on  curbstone  diagnoses  of 
the  presence  or  absence  of  a heart  attack  but  also 
because,  responding  to  human  injury  alarms  at  ac- 
cidents, fires  and  other  emergencies,  the  rescue 
squads  are  sometimes  confronted  xxdth  coronary^ 
cases. Telemetered  ECGs  and  IV  lifelines  can 
be  x'itally  important  in  situations  other  than  car- 
diovascular incidents.  The  Miami  squads  would 
pick  these  up  routinely  whereas  in  other  models 
the  vehicle  would  not  even  leave  the  garage. 

There  are  several  not  inconsiderable  advan- 
tages of  the  Miami  model  not  y’et  mentioned. 
These  squads  are  in  existence,  familiar  to  the  peo- 
ple of  the  community’,  strategically  located  to  best 
advantage  and,  by’  no  means  least,  do  not  entail 
any  large  nexv  costs  in  expanding  their  capabilities. 
Furthermore,  these  teams  have  back-up  support  in 
men  and  vehicles  from  the  rest  of  the  fire  depart- 
ment xxithout  additional  cost.  The  rescue  vehicles 
are  not  used  to  transport  patients  to  the  hospital 
and  so  are  not  tied  up  doing  xx'hat  lesser  skilled 
personnel  could  do  with  fairly  ordinary’  vehicles. 
(If  need  be,  one  or  more  of  the  rescue  people  ac- 
companies the  patient  in  the  ambulance) . Still  an- 
other advantage  of  the  Miami  arrangement  is  that 
xvhen  the  ECG  is  telemetered  from  the  scene  to  the 
central  hospital,  a conventional  paper  strip  record- 
ing is  made,  rex’iexved  and  retained,  and  can  be 
used  for  later  reference  and  consultation.  There 
need  be  no  reliance  on  the  small  oscilloscope 
carried  to  the  site,  and  certainly’  no  need  for  snap 
judgments  made  on  the  spot. 

Summary 

The  MICU,  like  the  CCE',  has  a deserved  place 
among  the  therapeutic  procedures  used  by’  the 
medical  profession  to  reduce  the  excessix'ely  high 
mortality  from  coronary  heart  disease.  Care  must 
be  taken,  hoxvever,  to  prevent  enthusiasm  from 
overstciffing  or  ox  erequipping  the  unit  beyond  xvhat 
a rational  consideration  of  the  disease  process  and 
the  community’’s  re.'Ources  xvarrant.  Community 
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education  and  support  are  essential  factors  to  be 
borne  in  mind.  Clear  channel  radio  communica- 
ton  with  physicians  based  at  the  hospital  is  neces- 
sary for  those  units  not  staffed  by  physicians.  The 
.Miami,  Florida,  model  may  be  the  correct  one  for 
many  communities  in  the  United  States. 
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Annual  Meeting  Scientific  and  Educational  Exhibits  and  Films 

.Applications  are  now  being  taken  for  presentation  of  scientific  and  educational  exhibits  at  the 
1971  Annual  Meeting  of  the  Florida  Medical  .Association  being  held  Alay  5-9  at  the  Americana 
Hotel,  Bal  Harbour.  The  deadline  for  all  applications  is  December  1,  1970.  For  the  convenience 
of  Journal  readers  wishing  to  apply,  a form  which  may  be  utilized  for  this  purpose  may  be  found 
on  page  42  of  this  issue.  Completed  forms  should  be  mailed  to  David  J.  Becker,  M.D.,  Chairman, 
Committee  on  Scientific  .Assemblies,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 

Members  interested  in  showing  scientific  films  during  the  .Annual  Meeting  are  invited  to  submit 
descriptions  to  the  Committee  on  Scientific  Assemblies.  Sponsors  must  have  produced  films  them- 
selves and  must  be  present  or  have  a designee  present  at  the  showing.  If  an  adequate  number  of 
films  is  submitted,  a special  time  will  be  set  aside  on  the  program  for  this  purpose. 
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Use  of  General  Dutv  Ambulances 
as  Mobile  Coronarv  Care  Units 

Roy  M.  Baker,  and  Capt.  John  ]\I.  Waters  Jr. 


In  their  article.  ‘Aloblle  Coronarc  Care  Units 
— A Preliminan,'  Critique,"  Drs.  Xussenfeld, 
Xagel,  Hirschman  and  Saslaw  have  very  ably  dis- 
cussed the  rationale  of  the  mobile  coronary  care 
unit  (MCCU),  some  of  the  locales  utilizing  such 
units  and  the  problems  that  have  been  encoun- 
tered. They  have  also  discussed  the  basic  objec- 
tives of  the  MCCU  and  the  staffing  problem. 

The  City  of  Jacksonville  with  a population  of 
over  512,000  and  a land  area  of  842  square  miles 
faced  a veiy  difficult  situation  when  the  city  fire 
department  took  over  all  emergency  ambulance 
serxices  in  1968.  In  order  to  afford  rapid  access 
to  all  citizens,  it  was  necessarx'  to  optimally 
deploy  nine  ambulances  throughout  the  entire 
geographical  area.  For  the  past  year  this  distribu- 
tion resulted  in  an  average  arrival  time  on  scene 
of  only  4.2  minutes  after  receipt  of  a call. 

The  problem  of  aiding  coronaiy  xictim.s  was 
attacked  soon  after  formation  of  the  nexv  serxice. 
.\  committee  of  six  card'ologists  xvas  appointed 
by  Dr.  Clyde  Collins,  President  of  the  Duval 
County  Medical  Society,  to  xvork  on  th’s  project 
xx-ith  city  officials.  The  idea  of  a large,  specially- 
equipped  MCCU  based  at  the  Duval  Medical 
Center  xvas  rejected  due  to  the  e.xcessixe  time 
xvhich  would  have  been  required  to  reach  outlxing 
areas.  Likexxise,  it  xvas  apparent  that  doctors  and 
nurses  xvere  not  available  in  sufficient  numbers 
to  man  ambulances.  It  was  decided  therefore,  to 
equip  the  nine  deployed  ambulances  with  special 
equipment  for  treatment  of  cardiac  patients  and 
to  train  the  fire  department  rescue  per.^nnel  who 
manned  them  in  cardiac  patient  care. 

Fortunately,  the  ambulances  xvere  of  a design 
which  afforded  ample  space  for  installation  of 
equipment  and  working  room  for  rescue  personnel. 
.Ml  ambulances  were  equipp>ed  with  a Life  Pak-33 
batterx*  poxvered  defibrillator  xvith  built-in  cardio- 
scope  and  complete  drug  kits  with  contents  pre- 
scribed by  the  cardiac  adxisorx'  committee.  Four 
ambulances  xvere  equipped  additionally  with  EKG 
telemetry  equipment.  All  ambulances  have  direct 
radio  communications  with  all  emergency  rooms 
of  the  city’s  hospitals  and  can  obtain  immediate 

D*.  Baker  is  City  of  Jacksonville  Fire  Department  Surgeon 
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medical  advice  xvhen  required.  The  .special  EKG 
Circuit  has  its  base  station  at  ^Memorial  Hospital 
xvhose  em.ergencx"  staff  gives  medical  adx’ice  to  am- 
bulance technicians  on  request,  using  the  dual 
EKG  voice  feature  of  the  circuit.  .A  second  outlet 
is  in  the  coronary  care  unit. 

Sixty-three  men  are  assigned  to  the  rescue  and 
first  aid  branch  of  the  fire  department.  .Ml  have 
receixed  over  100  hours  of  didactic  training  plus 
100  hours  of  training  in  hospitals.  Four  of  the 
ambulances  are  based  at  hospitals  xvhere  the  men 
receive  continuing  training.  These  crexvs  are 
lotated  at  sLx  months  interx  als  so  that  each  man 
additionally  receives  approximately  400  hours  of 
experience  and  training  in  hospitals  each  year. 
Cooperation  between  the  crexxs  of  hospital-based 
ambulances  and  the  emergency  room  staffs  has 
been  extremely  close  and  after  bringing  in  a pa- 
tient. the  rescue  crexv  imm.ed’ately  goes  to  xxork 
xxith  the  emergency  room  staff. 

These  ambulances  respond  to  all  medical  emer- 
gency situations  as  xvell  as  coronary  cases.  For 
example,  oxer  50  babies  haxe  been  delixered  by 
the  rescue  crexvs.  .Automobile  accidents  constitute 
the  largest  single  catcgoiy  of  alarms.  During  the 
period  January  1,  1970  to  June  30,  1970,  rescue 
uniL^  responded  to  8,209  requests  for  help.  Of 
these,  505  persons  presented  sxTnptoms  suggestive 
of  heart  attacks  and  xvere  treated  by  the  re.<cue 
crexvs  as  coronary  patients.  In  88  cases  cardio- 
pulmonaiy  resm^itation  xvas  used;  11  D.O..\.’s 
xxere  reported.  Undoubtedlx’,  some  of  these  were 
already  dead  xvhen  the  rescue  unit  arrived  at  the 
scene;  x'et,  in  a number  of  cases  patients  xvho  xvere 
found  with  no  pulse  or  respiration  have  been  re- 
suscitated and  delixered  in  a xiable  condition  to 
the  emergency  room  of  the  hospitals.  .A  folloxv-up 
study  is  noxv  underxvay  to  determ’ ne  hoxv  manx’ 
of  the  susp>ected  coronary  patients  suffered  from 
coronary  disease  and  the  long-term  surxival  rate 
of  the  88  patients  who  required  cardiopulmonary 
resuscitation. 

Resuscitatixe  measures  to  date  have  consisted 
largely  of  chest  compression  and  positive  applica- 
tion of  o.xx'gen.  Electrical  defibrillat’on  has  been 
used  in  a number  of  cases  on  radioed  advice  of 
physicians  based  on  an  o.^cilloscope  reading  report- 
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ed  by  the  ambulance  technicians.  With  the  opera- 
tional startup  of  the  EKG  telemetry  system  this 
month,  the  use  of  electrical  defibrillation  will 
undoubtedly  increase.  At  the  same  time,  the  use 
of  antiarrhythmic  drugs  will  be  instituted.  The 
amendment  to  the  Florida  Medical  Practices  Act 
passed  by  the  1970  legislature  seems  to  provide 
ample  coverage  for  such  use  of  drugs  provided 
they  are  prescribed  by  a physician.  Malpractice 
insurance  coverage  for  all  63  rescue  men  is  pro- 
vided by  the  city’s  insurance  agency  at  an  an- 
nual total  cost  of  only  $4500,  an  indication  of  the 
low  liability  the  insurer  believes  is  involved. 

The  normal  crew  of  the  ambulance  consists  of 
a driver  and  attendant.  In  the  case  of  severe  coro- 
nary occlusion,  however,  at  least  four  men  are  us- 
ually required  and  two  ambulances  are  dispatched 
to  provide  this  manpower.  Due  to  the  critical  time 
factor,  the  first  two  men  to  arrive  go  directly  to 
the  patient  carrying  only  an  Ambu-bag  and  a 
portable  oxygen  bottle  and  commence  cardio- 
pulmonary resuscitation  if  required.  The  two  men 
in  the  second  unit  bring  in  the  defibrillator,  telem- 
etry unit,  and  drug  kit.  Enroute  to  the  hospital 
two  men  attend  the  patient  while  the  fourth  man 
brings  the  second  ambulance  to  the  hospital  to 
pick  up  his  attendant  after  the  patient  is  deliver- 
ed. Estimated  time  of  arrival  at  the  hospital  and 
the  condition  of  seriously  ill  patients  is  always 
given  by  radio  to  the  emergency  room  staff  in 
advance.  In  several  hospitals,  standby  cardio- 
resuscitation  team  calls  are  made  at  this  time  prior 
to  arrival  of  the  rescue  team  and  patient. 

Results  achieved  to  date  in  delivering  coronary 
patients  in  a viable  condition  to  emergency  rooms 
have  been  encouraging.  However,  as  cited  fre- 
quently in  the  literature,  coronary  patients  often 
procrastinate  in  notifying  anyone  of  their  condi- 
tion. As  a result,  many  eventually  suffer  cardiac 
arrest  or  a deadly  arrhythmia  making  it  extremely 
difficult  for  rescue  units  to  reach  them  in  time  to 
render  effective  aid.  This  critical  period  between 
cardiac  arrest  and  arrival  of  the  rescue  team  has 
been  referred  to  as  the  “missing  link”  in  our  sys- 
tem of  coronary  care.  During  the  past  year  the 
Northeast  Florida  Heart  Association  has  conduct- 
ed an  intensive  campaign  to  educate  Jacksonville 
citizens  in  cardiopulmonary  resuscitation  in  order 
that  they  may  keep  a stricken  victim  alive  until 
arrival  of  trained  help.  The  city  has  mailed  out 
to  all  phone  users  a sticker  to  be  placed  on  the 
phone  giving  the  ambulance  number  as  w’ell  as 
police  and  fire  numbers.  Emergency  phones  are 
on  alternate  street  corners  in  the  urban  area. 
A broad  public  educational  program  to  encourage 


persons  suffering  heart  attack  symptoms  to  im- 
mediately call  for  help  should  significantly  increase 
the  success  of  the  rescue  effort. 

Concurrently,  with  the  establishment  of  MC- 
CU’s,  it  is  essential  that  hospital  emergency  staffs 
be  prepared  to  accept  the  incoming  patient  and 
quickly  administer  definitive  treatment.  Unfor- 
tunately, there  are  too  many  emergency  depart- 
ments throughout  the  country  that  do  not  have 
a well-trained  and  coordinated  coronary  care 
team  with  necessary  equipment  capal)le  of  being 
quickly  mustered. 

While  the  ultimate  judgment  on  effectiveness 
of  the  MCCU  must  await  implementation  of  drug 
therapy  under  radioed  medical  advice  and  further 
evaluation  of  statistics  on  long-term  survival,  a 
number  of  persons  in  this  city  have  been  returned 
to  a useful  life  following  cardiopulmonary  resusci- 
tation. Without  it,  they  would  almost  certainly 
have  died.  The  Jacksonville  emergency  ambulance 
program  is  funded  by  a user  charge  of  $22.50  per 
run  and  a tax  subsidy  costing  only  78^  per  person 
per  year.  Its  effectiveness,  combined  with  the  low 
cost,  has  made  it  an  extremely  popular  program 
with  our  citizens,  who  can  derive  a sense  of  secur- 
ity which  is  obtainable  in  few  other  places  in 
the  nation. 

The  prehospital  phase  of  early  treatment  and 
evaluation  of  coronary  victims  will  undoubtedly 
lead  to  the  opportunity  to  study  and  learn  pos- 
sible new  mechanisms  of  sudden  death. 

In  evaluating  the  effectiveness  of  the  various 
measures,  we  plan  to  use  three  control  groups:  (a) 
the  national  experience  in  which  MCCU’s  are  rare, 

(b)  the  Jacksonville  experience  from  January  1, 
1970  to  November  1,  1970,  in  which  CPR  with 
occasional  electrical  defibrillation  was  used,  and 

(c)  the  Jacksonville  experience  after  November  1, 
1970  in  which  combinations  of  antiarrhythmic 
drugs,  such  as  atropine  and  xylocaine,  and  elec- 
trical defibrillation  will  be  used. 

Possibly,  significant  mortality  statistics  may 
be  forthcoming.  Recent  papers  from  Scandanavia 
and  in  this  country  have  destroyed  the  myth  that 
cardiac  victims  have  no  warning  of  sudden  death. 
The  combination,  therefore,  of  continuing  educa- 
tion of  the  Jacksonville  community,  emphasizing 
symptoms,  early  decision  time,  temporary  emer- 
gency measures  by  the  family,  and  rapid,  viable 
transportation  by  fully-trained  rescue  squads, 
monitored  constantly  under  medical  supervision, 
should  continue  to  increase  the  survival  rate  of 
previously  labeled  D.O.A.  victims. 

► Dr.  Baker,  2221  Segovia  .\venue,  Jacksonville 
32217. 
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Poly  phasic  Health  Testing 
Its  Service  to  Florida  Physicians 


Ewen  M.  Clark,  and  Richard  E.  Gordon,  M.D. 


Automated  multiphasic  or  polyphasic  health 
testing  (APHT)  has  stirred  considerable  interest 
as  well  as  confusion  within  the  medical  profession. 
APHT  has  an  obvious  role  in  the  future  of  quality 
health  care  delivery.  Advances  in  the  use  of  the 
computer  for  collecting  health  data  using  automa- 
tion and  medical  aides  eliminate  much  of  the  tedi- 
ous effort  of  the  physician.  He  can  focus  his 
efforts  increasingly  on  upgrading  health  care  with 
efficiency  and  economy  to  the  patient.  However, 
APHT  has  encountered  problems  as  it  has  been 
introduced  into  the  present  health  care  system 
in  America.  Since  relatively  few  physicians  have 
had  direct  contact  with  automated  health  testing, 
this  paper  will  describe  the  service  as  it  is  devel- 
oping in  Gainesville  and  elsewhere.  We  will 
clarify  what  APHT  is  and  its  most  suitable  tests, 
and  suggest  some  guiding  principles  for  its  usage 
to  minimize  the  problems  associated  with  its 
introduction.  We  will  also  discuss  costs  and 
logistics,  and  consider  some  of  the  benefits  of  a 
centrally  managed  network  of  APHT  facilities. 

What  Is  APHT 

Polyphasic  health  testing  provides  the  physi- 
cian with  an  overview  of  the  status  of  his  patients’ 
physiological,  biochemical,  and  psychological  sys- 
tems. It  also  provides  a summary  of  family  and 
personal  medical  history  and  highlights  current 
symptomatology. 

It  does  not  and  cannot  replace  the  practicing 
physician.  It  can  aid  the  physician  and  his  staff 
by  performing  routine  repetitive  work  in  a stand- 
ardized fashion  with  built  in  quality  control.  The 
system  may  be  expected  to  accomplish  one  or 
more  of  the  following; 

1.  Increase  the  reach  of  the  physician  so  that 
a larger  number  of  persons  will  receive  a better 
level  of  care. 


Dr.  Clark  is  Instructor  in  Medicine  and  Dr.  Gordon  Associate 
Professor  of  Psychiatry  at  the  L'niversity  of  Florida  College  of 
Medicine.  Gainesville. 

Supported  by  RM00024-02  from  the  Regional  Medical  Pro- 
grams and  01/3210.  1/69-01  from  the  Veterans  Administration. 


2.  Increase  the  productivity  of  the  physician 
so  that  more  items  of  patient  care  services  can  be 
rendered  at  a reasonable  cost  and  without  com- 
promising quality. 

3.  Increase  the  economic  efficiency  of  health 
care  services,  whether  for  health  assessment,  dis- 
ease detection,  or  patient  care. 

4.  Increase  the  overall  quality  of  health  care 
services  the  doctor  can  provide,  introducing  pro- 
grams which  reflect  the  latest  knowledge  and  most 
adv'anced  state  of  the  art. 

By  referring  his  patient  to  a center  for  an 
.APHT  profile,  the  physician  eliminates  perform- 
ing routine  tests  and  reduces  the  time  devoted  to 
a detailed  history,  thus  freeing  his  time  and  skills 
for  a diagnostic  evaluation.  He  can  then  com- 
plete his  workup  faster  and  decide  upon  the  pa- 
tient’s care  more  confidently  and  conveniently. 
The  doctor  can  care  for  a larger  number  of  pa- 
tients in  the  same  amount  of  time,  and  can  devote 
more  attention  to  a personal  relationship  and 
treatment  of  h’s  patients.  Thus  APHT  both  con- 
serx'es  professional  manpower  and  improves  doc- 
tor-patient  relationships. 

APHT  has  its  greatest  potential  in  the  field  of 
preventive  medicine.  The  comprehensive  series 
of  physiological  and  biochemical  estimations  pro- 
vide the  physician  with  an  extensive  profile  of  the 
patient’s  health.  The  recognition  of  relatively 
minor  deviations  from  the  normal  alerts  the  phy- 
sician to  an  undesirable  trend  in  his  patient’s 
health,  and  assists  him  in  identifying  patients  who 
bear  a high  risk  to  certain  diseases,  especially  the 
chronic  degenerative  disorders  and  those  with  high 
mortality.  The  physician  is  then  in  a position  to 
begin  care  at  an  optimal  time  for  medical  inter- 
vention and  to  offer  preventive  health  counseling 
in  a meaningful  manner. 

APHT  combines  professional  technique  and 
automation  to  bring  the  best  results  to  patient 
and  doctor  alike.  Pointed  toward  keeping  people 
well,  .APHT  contributes,  along  with  the  physician’s 
private  practice  and  the  hospital,  to  the  total 
health  care  of  the  population. 
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APHT  Tests 

The  following  tests  and  procedures  are  those 
that  are  most  suitable  for  APHT : 

1.  General  History,  containing  a personal 
and  family  medical  history,  basic  demographic 
data,  a short  psychological  evaluation,  and  a sys- 
tematic symptom  review. 

2.  Glucose  Challenge  Test. 

3.  Chest  X-Ray. 

4.  Anthropometry. 

5.  Urinalysis. 

6.  Electrocardiograms  and  Vector  Cardio- 
grams. 

7.  Blood  Pressure. 

8.  Cervical  Pap  Smear  and  Breast  Examina- 
tion in  Females. 

9.  -Audiometry. 

10.  Spirometry. 

11.  Vdsual  Acuity,  Phoria,  Depth  Perception, 
and  Color  Vision. 

12.  Tonometry  and  \'isual  Fields. 

13.  Blood  Chemical  Profile. 

14.  Hematology. 

Because  each  APHT  center  operates  under 
one  roof  and  is  centrally  located,  it  allows  the  pa- 
tient to  undergo  this  comprehensive  series  of  tests 
worth  between  $150  and  $250  at  only  20%  of 
their  present  cost  and  in  little  more  than  an  hour’s 
time.  As  new  and  useful  automated  testing  tech- 
niques develop  that  are  reliable  and  valid,  as  well 
as  economical,  they  can  be  added  to  these  services. 
The  usefulness  of  some  testing  devices  in  a screen- 
ing laboratory — retinal  photography,  for  example, 
is  still  debatable.  To  find  its  place  in  a health 
testing  center  an  instrument  or  technique  should 
not  only  be  of  proven  reliability  (freedom  from 
error)  and  safety,  it  must  also  be  rapid  to  per- 
form, and  have  an  acceptable  degree  of  comfort 
and  reasonable  cost  to  the  patient.  Detection 
rates  must  be  within  acceptable  sensitivity  and 
specificity  limits,  and  with  a realistic  yield  of 
pathology. 

Uses  of  APHT 

Appropriate  uses  of  APHT,  Dr.  Malcolm 
Watts  suggests,  fall  into  one  of  the  following 
categories: 

1 .  Health  Appraisal 

This  category  includes  examinations  to 
determine  fitness  for  employment,  school,  military 
service,  life  insurance  and  the  like.  The  detection 
of  disease  or  disability  is  an  occasional  by-product 
of  this  type  of  examination. 


2.  Disease  Detection 

This  category  includes  the  periodic  phys- 
ical examination  of  asymptomatic  persons  who 
may  or  may  not  already  be  patients,  the  screening 
of  high  risk  groups,  and  surveys  of  populations 
to  determine  health  needs.  A by-product  of  such 
examinations  and  surveys  is  inevitably  improved 
awareness  of  health  and  health  needs,  and  some 
health  education. 

3.  Diagnostic  Adjuncts 

This  category  includes  those  procedures 
and  examinations  which  serve  as  adjuncts  to  diag- 
nosis in  patient  care.  They  may  be  part  of  a 
hospital  diagnostic  workup,  or  carried  out  prior 
to  admission  to  a hospital  or  nursing  home  or  as 
part  of  ordinar\'  office  or  ambulatory  care. 

4.  Patient  Surveillance 

This  category  includes  the  use  of  APHT 
for  periodic  reexamination  of  patients  with  a 
known  chronic  illness  to  monitor  the  health  status 
of  the  patient  wdth  respect  to  his  illness. 

5.  .Adjuncts  to  Patient  Alanagement 

This  category  includes  the  use  of  APHT 
for  instruction  of  patients  in  those  things  they 
should  know  about  their  disease  and  the  care 
they  should  render  to  themselves.  This  is  often 
most  effectively  done  by  programmed  instruction 
especially  when  time,  language  or  culture  are  bar- 
riers to  communication  between  patient  and 
physician. 

There  is  opportunity  for  extension  of  these 
and  for  many  new  uses,  all  to  be  found  within 
accepted  indications  and  appropriate  criteria  for 
success.  The  .spectrum  of  applications  will  un- 
doubtedly increase  as  experience  grows  in  apply- 
ing APHT. 

Guiding  Principles 

In  evaluating  the  potential  of  an  .APHT 
center  the  physician  can  consider  some  of  the  fol- 
lowing principles  which  include  the  essential 
qualities  and  properties  we  believe  are  necessary 
in  any  properly  run  polyphasic  health  testing 
system. 

1.  Service  to  Physicians 

The  center  should  provide  a useful  service 
to  the  physicians  within  the  community.  The 
primary  consumer  is  not  the  individual  patient 
but  rather  the  busy  practitioner  who  may  refer 
hundreds  of  patients.  In  this  conte.xt,  main  fea- 
tures are  the  ease  of  obtaining  appointments  for 
patients,  the  speed,  reliability  and  accuracy  of 
reporting,  as  well  as  the  utility  of  the  report  itself. 
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2.  Patient  Referrals 

Every  patient  should  have  a referring  phy- 
sician, clinic  or  health  treatment  agency  which 
accepts  responsibility  for  his  care.  The  doctor 
interprets  the  results  of  his  patient’s  APHT  re- 
sults and  provides  follow-up  medical  examina- 
tions, diagnosis  and  care.  Some  screening  centers 
have  accepted  participants  “off  the  street,”  the 
participant  providing  the  name  of  a doctor  to 
whom  the  report  will  be  sent.  This  practice  can 
be  extremely  annoying  to  the  physician  who  re- 
ceives an  unsolicited  report.  Equally  significant, 
serious  legal  uncertainties  may  arise  as  to  how 
much  the  doctor  is  responsible  for  the  care  of  a 
patient  with  abnormalities  in  his  APHT  report 
whom  he  has  not  previously  accepted  into  treat- 
ment. 

3.  Flexibility 

For  the  physician  to  obtain  maximum 
utility  from  this  program,  the  health  testing  cen- 
ter should  have  the  flexibility  to  modify  the  pack- 
age program  to  meet  the  needs  of  the  medical  and 
patient  population  in  the  area.  These  needs  differ 
from  place  to  place,  depending  on  local  health  and 
disease  patterns. 

4.  Center  Management  and  Physician  Rela- 
tionships 

Good  communication  between  the  manage- 
ment of  the  center  and  all  local  physicians  is  of 
obvious  importance.  Lack  of  a good  working 
relationship  can  stymie  a technically  excellent 
health  testing  program.  One  way  to  ensure  this 
communication  is  for  physicians  to  participate  at 
every  stage  of  planning,  setting  up  and  operation. 
The  center  should  operate  under  the  continuous 
surveillance  of  a committee  composed  of  local 
physicians.  The  appointment  of  a local  physician 
as  part  time  medical  director  is  also  an  obvious 
asset. 

-\PHT  centers  should  be  established  in  a 
manner  that  operates  usefully  within  and  does  not 
disrupt  existing  medical  structure  and  practices. 
However,  changes  in  the  health  delivery  system 
may  result  from  the  introduction  of  a center  into 
a medical  community.  Center  management  should 
cooperate  with  local  doctors  so  that  these  changes 
are  made  at  a pace  and  in  the  direction  which  the 
physicians  in  that  community  believe  are  desir- 
able. 

5.  Maintenance 

The  complexity  in  technology  and  com- 
puter science  involved  in  these  centers  demands 
an  extremely  high  quality  maintenance  program. 


With  over  a hundred  participants  scheduled  for 
testing  daily,  a center  cannot  be  allowed  to  stop 
operating  for  more  than  a few  moments  because 
of  a technical  breakdown.  The  center  management 
must  guarantee  an  instantaneous  response  to  a 
call  for  help.  This  feature  is  so  important  that  it 
cannot  be  overemphasized. 

6.  Ethical  Considerations 

Individual  and  local  centers  may  run  afoul 
of  the  same  kinds  of  problems  which  arise  when 
physicians  become  involved  in  the  ownership  of 
local  pharmacies.  A center  must  conform  scrupu- 
lously to  the  principles  of  medical  ethics  of  both 
the  AM.\  and  the  local  county  medical  society  in 
which  it  operates. 

Physicians  ask  whether  APHT  will  hurt  the 
practitioner.  Will  a center’s  operation  conflict 
with  that  of  the  pathologist,  radiologist  or  small 
office  laboratory?  The  answer  is  that  a properly 
run  center  should  help  the  practitioner,  not  harm 
him.  APHT  centers  are  designed  primarily  to  give 
a larger  battery  of  tests  to  a greater  number  of 
patients  than  is  currently  provided,  thus  expand- 
ing the  scope  of  physicians’  ser\’ices.  These  are 
screening  but  not  diagnostic  tests.  Unsuspected 
abnormalities  will  be  found  in  large  numbers  of 
patients.  These  will  require  follow-up  by  the 
pathologist,  radiologist  and  clinical  laboratories. 

Costs  and  Logistics  of  APHT 

The  facilities  to  provide  ,\PHT  service  are 
technically  complicated  and  financially  expensive 
to  install.  It  is  generally  accepted  that  $1  million 
in  capital  is  required  to  finance  an  individual 
center.  In  starting  up,  approximately  18  months 
is  needed,  depending  upon  the  experience  of  the 
physicians,  engineers  and  managers  involved. 

Dr.  iMorris  Collen  calculates  that  his  APHT 
costs  were  under  $25  per  patient  at  the  Kaiser 
Permanente  Centers  in  California.  A high  level 
of  center  efficiency  is  required  and  a large  volume 
of  patients  must  flow  through  a center — at  least 

25.000  per  year— to  bring  the  costs  down  to  near 
this  figure.  Therefore,  Collen  points  out,  a \aable 
center  should  serve  a catchment  area  of  at  least 

150.000  patients. 

Heretofore,  only  four  groups  were  financially 
able  to  obtain  the  advantages  of  APHT — labor 
unions,  government  sponsored  health  agencies, 
major  industrial  concerns,  and  prepaid  medical 
groups.  But  now  industry'  has  entered  the  field 
both  as  a supplier  of  equipment  and  computer 
systems  or  as  an  operator  of  centers.  A number 
of  nonprofit  groups  have  purchased  systems — 
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hospitals,  county  medical  societies  and  county 
health  departments.  Private  medical  groups  are 
also  beginning  to  show  an  interest.  Amidst  the 
plethora  of  instruments  and  the  complexity  of  the 
equipment  and  computer  systems,  the  physician 
consumer  must  be  able  to  form  some  evaluation 
of  the  potential  of  the  S3’stem  he  is  about  to 
acquire. 

Benefits  of  a Network 

W'e  believe  that  the  preceding  principles  nray 
be  met  better  in  a network  of  centrally  controlled 
and  directed  centers  rather  than  in  individual 
local  operations.  Some  of  the  advantages  of  a net- 
work are  described. 

1.  Centralized  Function;  Man^'  economies 
develop  centralh'  due  to  reduced  personnel  costs 
and  the  advantages  of  purchasing  supplies  in  large 
quantities.  These  result  in  lower  costs  to  the  par- 
ticipants. 

2.  Continuing  Medical  and  Technical  Re- 
search and  Development;  A group  of  centers 
can  support  its  own  research  program  both  in 
medical  and  technical  fields.  Research  and  devel- 
opment staff  can  also  plan  time  to  keep  abreast 
of  developments  both  in  the  pertinent  literature 
and  at  APHT  national  and  international  meetings. 

3.  Spreading  the  Risk;  Centers  will  grow  at 
varying  rates  and  therefore  some  may  not  become 
self-supporting  for  a number  of  years.  network 
can  carrj’  its  own  unprofitable  members  through 
their  developmental  stages. 

4.  Qualitv'  Control;  An  isolated  center  can- 
not devote  the  time  and  attention  to  this  impor- 
tant problem  as  well  as  a strong  group  of  centers 
with  specially  trained  engineering  and  technical 
personnel. 

5.  Uniform  Patient  Data;  A network  can  use 
compatible  equipment  to  gather  information  for 


research  and  for  transferring  records  with  ease 
when  a patient  moves. 

6.  Improved  Upkeep  and  Maintenance;  Con- 
tinued preventive  and  corrective  maintenance  is 
necessarj-  for  these  advanced  medical  systems. 
Qualified  technicians  are  in  short  supply  and  may 
not  be  available  at  prices  local  centers  can  afford. 
A network  is  much  better  able  to  provide  backup 
to  supph"  personnel  for  each  unit. 

7.  Personnel  Training;  One  of  the  fastest 
growing  fields  in  America  is  that  requiring  medi- 
cal and  computer  technicians.  These  personnel 
will  be  in  great  demand  for  many  years.  A net- 
work can  afford  to  develop  its  own  training 
schools. 

Conclusions 

In  summary,  APHT  provides  a major  step 
toward  the  future  of  medical  practice.  It  is  one 
of  the  most  far-reaching  approaches  becoming 
available  for  improving  the  efficiency  of  the  over- 
all health  care  delivery  system.  This  use  of  ad- 
vanced medical  techniques  promises  to  go  a long 
way  toward  alleviating  critical  manpower  shortage 
and  spiraling  costs  in  medicine.  It  promises  even- 
tually' to  help  improve  the  health  level  of  the 
entire  population. 

New  APHT  centers,  to  fulfil  this  promise,  must 
pa\'  constant  attention  to  assisting  physicians  in 
providing  economical,  high  quality,  medical  care. 
The  management  of  an  APHT  center  should 
demonstrate  its  concern  by  its  ability  and  willing- 
ness to  allow  maximum  flexibility  so  that  its  full 
potential  of  service  to  the  profession  may  be  ob- 
tained. Courtesy  to  patients  and  concern  for 
their  privacy  and  dignity,  and  for  the  confiden- 
tiality of  their  medical  records  is  essential. 

^ Dr.  Gordon,  University  of  Florida  College  of 
iMedicine,  Gainesville  32601. 


Annual  Meeting  Scientific  and  Educational  Exhibits  and  Films 

.Applications  are  now  being  taken  for  presentation  of  scientific  and  educational  exhibits  at  the 
1971  Annual  Aleeting  of  the  Florida  Medical  As.^^ociation  being  held  May  5-9  at  the  Americana 
Hotel,  Bal  Harbour.  The  deadline  for  all  applications  is  December  1,  1970.  For  the  convenience 
of  JouRN.AL  readers  wishing  to  apply,  a form  which  may  be  utilized  for  this  purpose  may  be  found 
on  page  42  of  this  issue.  Completed  forms  shoull  be  mailed  to  David  J.  Becker,  M.D.,  Chairman, 
Committee  on  Scientific  Assemblies,  P.O.  Box  2411,  Jacksonville,  P'lorida  32203. 

Members  interested  in  showing  scientific  films  during  the  Annual  Meeting  are  invited  to  submit 
descriptions  to  the  Committee  on  Scientific  Assemblies.  Sponsors  must  have  produced  films  them- 
selves and  must  be  present  or  have  a designee  present  at  the  showing.  If  an  adequate  number  of 
films  is  submitted,  a special  time  will  be  set  aside  on  the  program  for  this  purpose. 
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An  Approach  to  the  Identification  of  High 
Risk  Individuals  in  the  General  Population 

C.  E.  Davis,  Ph.D.  and  Ewen  Clark,  M.D. 


The  purpose  of  this  paper  is  to  describe  the 
use  of  a demographic  method  to  identify  sub- 
groups of  the  population  at  high  risk  to  death, 
and  to  indicate  how  this  information  may  be  used 
in  the  practice  of  preventive  medicine. 

.\s  the  demand  for  health  care  increases  it  be- 
comes more  difficult  to  provide  medical  care  for 
all  overt  illness.  This  naturally  results  in  a lessen- 
ing of  the  effort  devoted  to  the  apparently  less 
essential  aspects  of  medicine,  such  as  prevention 
and  early  diagnosis.  To  respond  to  this  situation 
new  techniques  must  be  developed  in  preventive 
medicine  which  will  permit  more  rapid  and  effec- 
tive means  of  identifying  the  individual  who  will 
benefit  most  from  preventive  health  care.  One  of 
these  techniques  is  the  identification  of  individ- 
uals with  a demonstrable  and  measurable  high 
risk  to  certain  serious  pathological  conditions. 
The  identification  itself  is  only  a partial  solution 
to  the  problem,  the  t\pe  of  pathology  must  be 
recognized  and  an  accurate  quantification  of  the 
probability  of  its  development  determined.  With 
the  possession  of  this  information,  the  physician 
is  then  able  to  advise  a positive  course  of  preven- 
tive action  and  modifications  to  the  life  style  of 
the  patient  aimed  at  reducing  the  patient’s  risk. 

Identification  of  High  Risk  Groups 

The  probability  of  death  occurring  in  a ten 
year  period  can  be  calculated  from  state  and  na- 
tional mortality  statistics.  Geller  developed  tables 
for  age,  se.\  and  race  cohort  groups  for  death 
probability  on  a national  basis.  Using  morbidity 
statistics  from  the  state  of  Florida  we  have  cal- 
culated comparable  tables.  The  probabilities  for 
the  two  populations  were  constructed  in  an  iden- 
tical manner. 

Table  1 illustrates  these  data  based  on  the 
1960  mortality  experience  for  the  United  States 
and  Florida  in  the  population  enumerated  in  the 
census  of  April  1960.  Figures  are  based  on  phy- 
sician-reported causes  of  death.  In  Table  1 it  can 


Dr.  Davis  is  Professor  of  Statistics,  College  of  Arts  and 
Sciences,  and  Dr.  Clark  is  Instructor  in  Medicine,  College  of 
.Medicine  and  Medical  Director  of  Gainesville  Multiphasic 
Screening  Center.  I’niversity  of  Florida,  Gainesville. 


be  seen  there  exists  little  difference  in  the  prob- 
ability of  death  between  the  United  States  and 
Florida  white  population  age  groups  up  to  the 
age  of  50.  Beyond  this  range  there  is  a lower 
probabilitj’  of  death  for  the  Florida  population 
than  the  corresponding  United  States  population. 
This  difference  may  be  a reflection  of  selective 
migration  by  retirees  to  a more  beneficent  climate. 

Comparing  the  United  States  and  Florida  non- 
white population,  a striking  difference  in  life  ex- 
pectancy is  found.  The  nonwhites  of  Florida  carry 
a higher  risk  of  death  than  nonwhites  of  the 
United  States.  This  is  the  case  in  all  age  groups 
with  the  exception  of  the  group  65  to  69  years 
old.  If  this  difference  were  due  to  random  varia- 
tion, one  would  expect  that  in  some  of  these  age 
groups  the  probability  of  death  of  the  Florida 
nonwhites  would  be  less  than  of  nonwhites  in  the 
United  States.  That  this  is  the  case  only  once 
indicates  that  the  difference  in  the  mortality  ex- 
perience of  the  two  populations  is  real. 

To  inquire  into  the  cause  specific  probabilities 
for  the  two  populations  would  involve  an  exten- 
sive listing  of  tables;  to  demonstrate  the  differ- 
ence three  of  these  tables  are  produced  here. 
Geller’s  tables  for  the  United  States  show  more 
detail  than  those  produced  here  for  Florida.  We 
have  listed  as  a cause  of  death  malignant  neo- 
plasms of  the  digestive  organs;  Geller’s  tables  give 
the  probabilities  of  death  for  malignant  neoplasm 
of  the  stomach  and  esophagus,  etc.  In  order  to 
obtain  comparable  probabilities  Geller’s  categories 
were  combined  to  conform  to  the  categories  used 
for  Florida.  Table  2 gives  the  comparison  for 
four  age  groups  of  nonwhite  males. 

In  the  first  age  group  it  is  apparent  that  much 
of  the  difference  in  the  probability  of  death  for 
nonwhite  males  is  attributable  to  homicide.  For 
the  older  age  groups,  the  difference  is  largely 
found  in  arteriosclerotic  heart  disease  and  vascular 
lesions  affecting  the  central  nervous  system.  It 
can  be  seen  from  this  comparison  that  homicide, 
arteriosclerotic  heart  disease  and  vascular  lesions 
are  major  health  problems  among  the  nonwhite 
population  of  Florida. 
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Table  1. — Chances  in  100,000  of  Death  in  Ten  Years;  A Comparison  of 
Florida  and  the  United  States. 


•Age 

White 

Males 

White 

Females 

Non  WHITE 

Male 

XONWHITE 

Female 

Fla. 

U.S. 

Fla. 

U.S. 

Fla. 

U.S. 

Fla. 

U.S. 

10-14 

938 

880 

425 

410 

1,476 

1,210 

768 

630 

lS-19 

1,507 

1,440 

572 

550 

2,384 

2,181 

1,317 

1,110 

20-24 

1,614 

1,581 

650 

660 

3,176 

3,140 

1,980 

1,810 

25-29 

1,728 

1,620 

865 

840 

4,245 

4,009 

3,026 

2,720 

30-34 

2,320 

2,120 

1,240 

1,220 

5,669 

5,351 

4,670 

3,920 

35-39 

3,592 

3,300 

1,888 

1,930 

8,183 

7,618 

6,552 

5,670 

40-44 

5,905 

5,560 

2,970 

3,020 

11,639 

10,860 

8,927 

7,980 

45-49 

9,591 

9,260 

4,465 

4,600 

16,837 

15,970 

13,157 

11,610 

50-54 

13,507 

14,340 

6,195 

6,850 

23,943 

21,818 

18,804 

16,360 

55-59 

19,955 

21,490 

8,671 

10,680 

35,897 

31,500 

28,004 

23,720 

60-64 

27,871 

31,420 

12,854 

16,930 

45,053 

42,594 

33,675 

30,710 

65-69 

36,571 

44,410 

20,131 

26,920 

49,323 

52,100 

34,727 

37,870 

Table  2. — Chances  in  100,000  of  Death  in  Ten  Years,  by  Cause,  Nonwhite 
Males:  A Comparison  of  Florida  and  the  United  States. 

PROB.\BILITY 


Cause  of  Death:  Age  30-34 

Fla. 

U.S. 

Homicide 

1,366 

874 

Motor  vehicle  accidents 

538 

441 

.Arteriosclerotic  heart  disease  and  chronic  endocarditis 

421 

477 

Vascular  lesions  affecting  the  C.X.S. 

190 

245 

Hypertensive  heart  disease 

154 

192 

All  other  causes 

3,000 

3,122 

ALL  CAUSES 

5,669 

5,351 

Cause  of  Death:  Age  40-44 

Fla. 

U.S. 

.Arteriosclerotic  heart  disease  and  chronic  endocarditis 

1,633 

1,730 

Homicide 

1,148 

678 

Avascular  lesions  affecting  the  C.X.S. 

1,036 

951 

Hypertensive  heart  disease 

681 

715 

Motor  vehicle  accidents 

579 

479 

■All  other  causes 

6,562 

6,307 

ALL  CAUSES 

11,639 

10,860 

Cause  of  Death:  .Age  50-54 

Fla. 

U.S. 

.Arteriosclerotic  heart  disease  and  chronic  endocarditis 

4,879 

4,608 

Vascular  lesions  affecting  the  C.X.S. 

3,059 

2,644 

Malignant  neoplasm  of  the  digestive  organs 

1,626 

1,375 

Hypertensive  heart  disease 

1,561 

1.650 

Malignant  neoplasm  of  the  respiratory'  system 

1,094 

1,091 

■All  other  causes 

11,724 

10,450 

ALL  CAUSES 

23,943 

21,818 

Cause  of  Death:  Age  60-64 

Fla. 

U.S. 

.Arteriosclerotic  heart  disease  and  chronic  endocarditis 

11,000 

10,222 

Vascular  lesions  affecting  the  C.X.S. 

7,167 

6,196 

Hypertensive  heart  disease 

3,742 

3,640 

Malignant  neoplasm  of  the  digestive  organs 

2,834 

3,024 

Pneumonia 

1,891 

1,704 

.All  other  causes 

18,419 

17,808 

ALL  CAUSES 

45,053 

42,594 

J.  FLORIDA  M.A, /NOVEMBER  1970 


29 


Table  3. — Example  of  Health  Kazard  Appilaisal  Xoxwhite  ^Iale  Age  60. 


ADjrSTED 

Risk  Probability 

Risk  of  Death  Probability  Factor  of  De,ath 


Arteriosclerotic  heart  disease 
Vascular  lesions 
Hypertension 

Malignant  neoplasm  of  the  digestive  organs 

Pneumonia 

•\11  other  causes 

ALL  C.\USES 

Identification  of  the  Individual 

This  method  formulates  a technique  to  cal- 
culate the  probability  of  death  as  a consequence 
of  belonging  to  an  age-se.x-race  cohort.  To  par- 
ticularize for  an  individual,  details  of  the  individ- 
ual’s physiological  and  biochemical  functions  and 
life  style  must  be  known.  In  this  way,  the  known 
precursors  of  disease  can  be  recognized  in  that 
individual  and  an  amended  probability  of  death 
calculated.  This  technique  has  been  proposed  and 
developed  by  Sadusk  and  Robbins  with  a calcula- 
tion of  what  they  call  the  Health  Hazard  .Ap- 
praisal. 

The  basic  procedure  is  to  modify  the  estimated 
probability  of  death  as  taken  from  Geller’s  tables 
according  to  the  characteristics  of  the  individual. 
For  e.xample,  suppose  a physician  is  e.xamining  a 
nonwhite  male  age  60  who  smokes  heavily.  From 
Table  2 we  see  that  this  individual  has  42,594 
chances  in  100,000  of  dying  in  the  next  ten  years 
by  virtue  of  his  age-sex-race  category.  However, 
smoking  being  closely  associated  with  arterio- 
-sclerotic  heart  disease,  vascular  lesions  and  pneu- 
monia, the  risk  of  death  from  these  conditions  is 
greatly  increased.  .Assuming  that  a heavy  smoker 
is  two  times  as  likely  to  die  from  arteriosclerotic 
heart  disease  and  vascular  lesions,  one  point  two 
times  as  likely  to  die  from  pneumonia  than  the 
average  person,  then  a new  estimate  of  the  prob- 
ability of  death  can  be  computed  for  that  indi- 
vidual as  illustrated  in  Table  3. 

Thus  the  estimated  probability  of  death  in  ten 
years  for  this  individual  is  59,353.  The  physician 
can  now  inform  this  patient  that  his  risk  of  death 
could  be  reduced  by  (59,353-42,594)  59,353  = 
28%  if  he  would  stop  smoking. 

.A  weakness  in  this  technique  lies  in  the  as- 
signment of  values  to  the  risk  factor.  .At  the  pres- 
ent time  this  can  only  be  done  on  a “best  guess” 
basis  using  the  judgment  of  a panel  of  e.xperienced 
medical  experts.  Experience  has  shown  they  will 
reach  a general  consensus  for  these  values  with- 
out a great  amount  of  disagreement.  In  other 
fields  this  is  considered  a valid  technique  when  no 


10,222 

2 

20.444 

6,196 

2 

12,392 

3,640 

1 

3,640 

3,024 

1 

3,024 

1,704 

1.2 

2.045 

17,808 

— 

17,808 

42,594 

— 

59,353 

other  is  available.  Statistical  analysis  of  these  risk 
factors  based  on  actual  morbidity  experience  over 
the  years  will  allow  for  an  increasingly  accurate 
value  to  be  given  to  each  risk  factor. 

We  propose  to  institute  several  minor  changes 
in  Sadu.-ik  and  Robbins  method.  The  first  is  the 
use  of  the  tables  of  probability  of  death  for  a 
particular  region  rather  than  the  United  States 
as  a whole.  Thus  for  use  in  Florida,  the  mortality 
e.xperience  of  Florida  will  be  used.  The  second 
modification  is  that  a five  year  probability  of 
death  will  be  used  rather  than  a ten  year  one. 
Finally,  for  statistical  theory  reasons,  the  method 
of  computation  of  the  probabilities  will  be 
changed. 

Preliminary  work  using  a crude  form  of  the 
Health  Hazard  .Appraisal  on  medical  students  who 
had  been  screened  suggests  that  quantifying  the 
increased  risk  attached  to  obesity,  smoking,  h\per- 
cholesterolemia,  etc.,  provides  a strong  motivation- 
al incentive  to  modify  these  physiological  vari- 
ables to  a more  nearly  normal  level.  .After  a suit- 
able tim.e  has  elapsed  the  abnormal  variables  can 
be  measured  again  and  a new  Health  Hazard  .Ap- 
praisal calculated;  the  new  determination  then 
reflects  the  improvement  wh'ch  has  occurred  by 
the  reduction  of  the  probability  of  death.  This  is 
frequently  associated  with  an  increased  sense  of 
well  being  as  a result  of  improved  dietarx-  and 
e.xercise  habits.  The  combination  of  these  influ- 
ences reinforces  the  individual’s  determination  to 
pursue  his  improved  life  style. 

The  Gainesville  .Automated  Pohphasic  Screen- 
ing Center  will  use  this  technique  as  a routine 
procedure.  .As  the  screening  will  be  on-line  it  will 
be  possible  using  the  computer  to  calculate  a 
Health  Hazard  .Appraisal  for  each  participant. 
This  will  be  a part  of  the  screening  report  which 
is  forwarded  to  the  physician.  Continuing  studies 
will  be  conducted  to  refine  and  adjust  the  risk 
factor  values;  thus  offering  to  the  physician  an 
additional  tool  for  maintaining  optimum  health 
for  the  patients  in  his  care. 

^ Dr.  Clark.  University  of  Florida  College  of 
Aledicine.  Gainesville  32601. 
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Functional  Prognosis  of  the  Hemiplegic 

Xewton  C.  McCollough  III,  M.D.  and  Augusto  Sarmiento,  M.D. 


The  ultimate  solution  to  the  stroke  problem, 
as  in  so  many  other  disease  processes,  undoubtedly 
lies  in  the  prevention  of  cerebrovascular  disease, 
and  we  eagerly  await  the  final  result  of  much 
sophisticated  research  in  this  field  by  our  neuro- 
logical colleagues.  In  the  meantime,  however,  we 
are  faced  with  a rehabilitation  problem  of  over- 
whelming magnitude.  Some  idea  of  the  extent  of 
the  problem  can  be  gained  by  realizing  that  there 
are  approximately  500,000  new  stroke  patients  in 
the  United  States  every  year,  and  that  at  any 
given  time  our  total  stroke  population  numbers 
approximately  2,000,000.  Many  are  under  65 
years  of  age,  but  only  about  500  per  year  achieve 
vocational  rehabilitation. ^ Therefore  it  behooves 
us  as  physicians  and  members  of  the  rehabilitation 
team  to  develop  truly  effective  techniques  for  re- 
storing function  to  the  greatest  possible  number 
and  in  the  most  efficient  manner  possible.  Inas- 
much as  our  rehabilitation  resources  are  limited, 
especially  in  terms  of  manpower,  it  becomes  of  the 
utmost  importance  to  identify  early  in  the  illness 
which  patients  have  retained  sufficient  potential  to 
make  the  rehabilitation  process  a worthwhile  effort 
and  which  patients  are  not  rehabilitatable  and 
will  require  custodial  care.  Equally  as  important 
would  be  the  ability  to  define  over  what  period  of 
time  rehabilitation  techniques  are  most  effective, 
and  at  what  point  in  time  our  efforts  fail  to  pro- 
duce any  further  functional  yield.  Thus,  the  pa- 
tient, his  family,  his  physician  and  his  therapists 
would  all  benefit  greatly  if  rehabilitation  goals 
could  be  intelligently  established  at  the  outset  on 
the  basis  of  an  accurate  functional  prognosis. 

Unfortunately,  a method  of  accurately  predict- 
ing the  functional  attainment  of  a given  stroke 
patient  does  not  exist  at  the  present  time.  There 
are  too  many  variables  present  in  the  hemiplegic, 
and  the  multifaceted  neurological  deficit  which 
remains  in  the  patient  with  a completed  stroke 
thus  far  hcis  rendered  early  prognostication  very 
difficult  in  all  but  the  most  obvious  cases.  G.  F. 
.\dams  has  stated:  “Contradictory  views  on  the 
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Associate  Director  of  Rehabilitation,  and  Dr.  Sarmiento  is  Pro- 
fessor of  Orthopaedics  and  Director  of  Rehabilitation,  Depart- 
ment of  Orthopaedics  and  Rehabilitation,  University  of  Miami 
School  of  Medicine,  Miami. 


prognosis  of  strokes  have  been  the  rule  in  medi- 
cal writings,  and  for  centuries  hemiplegics  seeking 
reassurance  on  recovery  have  had  a wide  range 
of  opinions  to  choose  from.”-  We  can,  however, 
turn  to  our  own  past  experiences  and  that  of 
others  in  an  attempt  to  sort  out  some  meaningful 
information  upon  which  to  base  a reasonably  ac- 
curate estimate  of  future  functional  levels  in  the 
hemiplegic  patient. 

Survival  Prognosis 

From  our  own  experience,  as  well  as  from  a 
synthesis  of  the  literature,  the  following  overall 
appraisal  can  be  made.  Approximately  20%  of 
stroke  victims  die  during  their  initial  illness,  about 
20%  recover  only  to  the  extent  of  requiring  cus- 
todial care,  and  fully  60%  can  be  rehabilitated  to 
some  degree  of  independence.--*  This  60%  in- 
cludes those  patients  who  achieve  a level  of  self 
care  within  a family  setting,  a smaller  proportion 
who  achieve  an  independent  living  status,  and  an 
even  smaller  group  who  are  vocationally  rehabili- 
tated as  well.  Fifty  percent  of  those  who  survive 
the  initial  insult  will  survive  an  additional  five 
years.  According  to  Adams,®  the  recovered  hemi- 
plegic has  an  even  chance  of  a relatively  active 
life  for  six  years  if  under  65  at  the  onset  of  dis- 
ease, or  for  three  and  a half  years  if  over  that  age. 
Robinson'^  in  a study  of  over  1,000  patients  with 
cerebral  thrombosis  indicates  a somewhat  higher 
five  year  survival  rate  of  59%. 

General  Factors  Affecting  Functional  Prognosis 

There  are  seven  major  areas  of  possible  im- 
pairment which  must  be  carefully  evaluated  in 
order  to  arrive  at  an  overall  estimate  as  to  future 
function.3  These  include  motor  defects,  sensory 
defects,  defects  in  communication,  defects  in  men- 
tation and  learning,  defects  of  execution,  psycho- 
logical impairment,  and  finally,  impairment  from 
associated  disease. 

(1)  Motor  loss  is  perhaps  the  most  obvious 
sequela  in  the  stroke  patient  and,  hence,  the  very 
term  hemiplegic.  For  many  years  the  motor  deficit 
was  felt  to  be  the  major  determining  factor  in 
the  success  of  rehabilitation.  While  unquestion- 
ably important,  we  now  know  that  sensory  defects 
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affecting  input  to  the  brain  are  at  least  equally 
detrimental  to  future  function. Paralysis  never- 
theless constitutes  a significant  handicap,  cuid  its 
resolution  is  a most  encouraging  sign  to  doctor 
and  patient.  In  general,  it  can  be  said  that 
prolonged  flaccidity  is  a poor  prognostic  sign,  and 
if  it  persists  more  than  a few  days  without  some 
evidence  of  developing  spcisticity  or  voluntary 
movement,  the  prognosis  for  functional  recovery 
is  poor. If  some  degree  of  spasticity  or  increased 
muscle  tone  has  not  occurred  within  two  weeks, 
there  is  little  hope  of  motor  return  to  a functional 
level.  In  most  patients,  any  paralysis  remaining 
at  three  months  will  almost  certainly  persist,  al- 
though some  slight  improvement  may  take  place 
up  to  sLx  months.  In  certain  patients  with  internal 
capsular  lesions,  a nearly  pure  motor  deficit  may 
occur,  according  to  Fisher  and  Curry. i-  In  these 
cases,  the  prognosis  for  recovery  from  paralysis 
is  excellent  and  may  occur  over  a period  as  long 
as  twelve  months. 

(2)  Sensory  loss  may  be  slight  with  minor  loss 
of  touch  and  pin  prick,  or  may  be  severe  with 
complete  hemianopsia,  hemianaesthesia.  loss  of 
position  sense  and  loss  of  appreciation  for  half  of 
the  body.  Cortical  lesions  may  result  in  loss  of 
joint  position  sense,  loss  of  two  point  discrimina- 
tion and  astereognosis.  Impairment  of  these  func- 
tions is  an  extremely  poor  prognostic  sign  for  the 
upper  extremity  even  in  the  presence  of  minimal 
paralysis.  Loss  of  proprioception  alone  may  render 
independent  ambulation  unsafe  and  at  times  im- 
possible. The  degree  of  proprioceptive  impairment 
may  be  evaluated  by  testing  progressively  more 
proximal  joints,  and  loss  of  joint  position  sense 
at  the  level  of  the  knee  and  hip  indicates  a poor 
prognosis  for  gait,  while  even  distal  joint  impair- 
ment in  the  upper  extremity  bodes  ill  for  satisfac- 
tory function.  A peculiar  sensory  disturbance  con- 
sisting of  a lack  of  awareness  of  the  involved  side 
of  the  body,  or  loss  of  body  image  may  result  from 
lesions  of  the  parietal  lobe  of  the  nondominant 
hemisphere. 3 Such  a defect  results  in  failure  to 
recognize  and  use  the  hemiplegic  side,  even  though 
there  may  be  little  motor  impairment.  This  defect 
also  seems  to  affect  the  normal  side  of  the  body 
in  that  postural  adjustments  cannot  be  made  to 
accommodate  the  involved  side,  and  the  patient 
tends  to  fall  or  lean  to  the  side  of  involvement 
When  this  situation  is  present,  rehabilitation  goals 
must  be  extremely  limited  and  self  care  activities 
and  ambulation  are  unattainable. 

Also  classified  as  sensory  impairments  are  dis- 
turbances of  \nsion.  Hemianopsia,  or  blindness  on 


one  side,  does  not  preclude  successful  functional 
recovery,  but  may  add  significantly  to  the  sum 
total  of  all  deficits.  Of  more  importance  is  dis- 
turbance in  visual  perception.  Occurring  more  fre- 
quently in  left  hemiplegics,  this  defect  is  charac- 
terized by  poor  perceptual  organization  including 
loss  of  geometric  sense,  inability  to  draw  figures, 
and  failure  in  tasks  involving  spatial  analysis. 
This  particular  disturbance  does  not  affect  gait 
adversely,  but  results  in  a high  proportion  of  fail- 
ures in  activities  of  daih’  living.i-^  Its  increased 
frequency  in  left  hemiplegics  accounts  for  the  oc- 
cupational therapist’s  feeling  that  left  hemiplegics 
are  poorer  candidates  for  rehabilitation  than  right 
hemiplegics,  a feeling  not  shared  by  most  physical 
therapists. 

(3)  Communication  loss  or  aphasia  may  be 
either  expressive  or  receptive,  and  occurs  with 
lesions  of  the  dominant  hemisphere.  A severe 
receptive  loss  may  seriously  handicap  the  entire 
rehabilitation  program,  inasmuch  as  the  patient 
will  not  comprehend  instructions,  and  is  a very 
poor  prognostic  sign  if  persistent.  On  the  other 
hand,  a primary  ex-pressive  loss  is  perfectly  com- 
patible with  achieving  independence  in  self  care 
and  ambulation,  though  it  remains  an  obvious 
handicap  to  vocational  rehabilitation.  Indirectly, 
an  e.xpressive  aphasia  may  have  adverse  repercus- 
sions upon  the  rehabilitation  program  in  that 
it  frequently  results  in  extreme  frustration  and 
carries  over  into  other  therapj-  areas.  In  general, 
however,  improvement  in  communication  may  take 
place  over  a longer  period  of  time  and  may  resolve 
significantly  after  many  months  up  to  two  years, 
so  that  its  initial  prognostic  value  is  lessened. 

(4)  Impairment  of  mentation  and  learning 
capacity  may  occur  to  a severe  degree  with  exten- 
sive frontal  lobe  damage.  Such  cases  may  demon- 
strate relatively  few  other  neurological  deficits, 
but  the  prognosis  is  extremely  poor.  Such  patients 
show  clinical  features  similar  to  senility  with  lack 
of  attention  span,  poor  memory,  and  little  motiva- 
tion for  recovery. 

(5)  Impairment  of  execution,  or  apraxia,  may 
occur  in  certain  stroke  patients.  This  defect  is 
characterized  by  the  loss  of  ability  to  perform  a 
previously  learned  action  such  as  waving  goodbye 
or  buttoning  a blouse.  It  is  not  due  to  weakness, 
sensory  loss,  or  incoordination,  and  is  manifested 
on  the  sound  side  cis  well.  Its  presence  is  usually 
a poor  prognostic  sign,  although  minor  degrees 
may  produce  only  slight  clumsiness.  Apraxia  may 
improve  with  practice  or  repetition  in  some  cases. 

(6)  Psychological  effects  are  many  and  varied. 
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They  may  take  the  form  of  hostility,  depression, 
emotional  lability,  or  resentment  and  non-cooper- 
ation. In  general,  the  effect  of  these  disturbances 
is  determined  to  some  extent  by  the  pre-illness 
personality  of  the  patient.  A knowledge  of  this 
pre-illness  personality  is  extremely  valuable  in 
establishing  a functional  prognosis  from  the  psy- 
chological standpoint. 

(7)  Additional  physical  impairment  from  as- 
.sociated  disease  must  also  be  taken  into  consider- 
ation in  trying  to  assess  prognosis  for  future  level 
of  function.  Heart  disease,  obesity,  chronic  illness 
and  musculoskeletal  defects  all  mitigate  against 
good  functional  recovery  since,  in  general,  in- 
creased energy  e.xpenditure  is  necessary  at  the  new 
functional  level. 

These  are,  in  general  terms,  areas  of  possible 
impairment  in  the  hemiplegic  patient  which  must 
be  thoroughly  identified  and  evaluated  in  any  at- 
tempt to  arrive  at  an  overall  prognosis  for  future 
functional  activity.  Attention  will  now  be  focused 
upon  recovery  of  the  upper  and  lower  limbs.  Their 
respective  prognoses  differ  as  radically  as  do  their 
normal  functions  in  the  healthy  state,  for  it  has 
been  estimated  that  fully  60%  to  70%  of  hemi- 
plegics  can  be  made  ambulatory,  while  approxi- 
mately the  same  percentage  will  have  no  signifi- 
cant functional  use  of  their  upper  extremities. 

The  Upper  Extremity 

The  upper  extremity,  as  is  well  known,  is  high- 
ly sophisticated  due  not  only  to  its  complex  and 
coordinated  variety  of  motor  skills,  but  to  its  re- 
fined and  elaborate  sensory  mechanisms  providing 
feedback  for  intricate  tasks.  The  relatively  large 
number  of  both  sensory  and  motor  nerve  endings 
in  the  hand  and  upper  extremity  require  large 
areas  of  representation  in  the  cerebral  cortex, 
hence  the  chance  of  involvement  of  these  areas  by 
arterial  occlusion  or  hemorrhage  is  great.  ^lore- 
over,  because  of  the  more  precise  and  complex 
function  of  the  upper  extremity,  any  degree  of 
damage  to  its  motor  or  sensory  area  is  apt  to 
produce  more  functional  impairment  than  in  the 
lower  extremity.  The  hand  which  is  spared  but 
deprived  of  its  placement  by  more  proximal  paral- 
ysis will  be  relatively  useless.  A relatively  normal 
upper  extremity  with  a useless  hand  will  be  use- 
less. An  upper  extremity  with  normal  motor 
power  including  the  hand  but  with  no  sensation 
will  be  severely  impaired.  Thus,  a defect  in  any 
portion  of  the  sensory  motor  arc  of  the  upper 
extremity  may  have  profound  effect  upon  its  func- 
tion as  a whole. 


It  has  been  our  experience  that  if  no  motor 
recovery  has  begun  to  occur  in  the  upper  extremity 
withui  two  weeks,  the  extremity  will  never  regain 
significant  functional  value.  If  motor  recovery 
commences  within  this  period  but  remains  con- 
fined to  one  portion  of  the  extremity  and  does  not 
progress  within  a week  to  include  other  segments 
of  the  limb,  the  prognosis  for  function  is  likewise 
dim. 15  If  motor  recovery  has  been  complete  but 
the  cortical  sensory  mechanisms  of  stereognosis 
and  proprioception  are  significantly  impaired 
beyond  three  months,  the  limb  will  remain  an  as- 
sistive device.  If  both  motor  recovery  and  sensory 
recovery  are  complete  but  the  patient  has  impaired 
visual  perception  and  spatial  analysis  due  to  right 
parietal  damage,  functional  use  of  both  upper 
limbs  will  be  severely  limited.  .-Ml  in  all,  about  two 
thirds  of  hemiplegic  patients  will  have  a function- 
less upper  extremity,  and  one  third  will  have  a 
functional  assistive  arm  for  self  care. 

For  this  reason,  therapy  goals  for  the  upper 
extremity  in  all  but  a very  few  hemiplegics  should 
consist  of  retraining  the  patient  as  a one  handed 
individual.  Secondary  goals  should  consist  of 
maintaining  sufficient  motion  in  the  paralyzed 
limb  for  dressing,  and  assistive  training  of  the 
extremity  with  residual  motors. 

The  Lower  Extremity 

The  lower  extremity  by  contrast  requires  much 
less  in  the  way  of  sophisticated  integrating  mech- 
anisms for  its  satisfactory  function.  Locomotor 
control  for  the  lower  extremity  is  in  fact  predomi- 
nantly subcortical  in  nature,  and  hence  cortical 
damage  does  not  interfere  to  such  a great  extent 
with  its  primary  role  of  standing  and  walking.  To 
be  sure,  the  gait  of  a hemiplegic  does  not  often 
return  to  its  normal  smooth  rhythm,  but  as  some- 
one once  said,  “.\n  abnormal  gait  is  much  to  be 
preferred  over  no  gait  at  all.”  The  failure  of 
return  of  voluntary  motor  activity  in  the  lower 
cxiremity  within  two  or  three  weeks  does  not  hold 
the  same  grim  prognosis  for  function  as  in  the 
upper  extremity.  The  seemingly  flail  lower  extrem- 
ity, when  subjected  to  weight  I^earing  may  respond 
through  stretch  reflex  stimulation  and  support  the 
body  weight  surprisingly  well.  Thus  stimulated, 
the  spastic  quadriceps  may  support  the  weight  of 
the  body  with  the  knee  in  some  flexion,  or  static 
mechanisms  may  be  used  as  an  alternative  to  pro- 
vide knee  stability  by  h\q>erex tension.  Gross  flexor 
muscle  reflex  patterns  may  be  utilized  to  advance 
the  plegic  leg,  and  gross  extensor  reflex  patterns 
used  to  stabilize  the  limb.  The  hemiplegic  with 


J.  FLORIDA  M.A./NOVEMBER  1970 


33 


residual  knee  instability  requiring  a long  leg  brace 
will  not  become  an  independent  walker.  In  our 
experience,  significant  return  of  voluntary  motor 
function  in  the  lower  extremity  may  occur  up  to 
six  months,  although  the  level  of  functional  activ- 
ity for  the  lower  extremity  is  fairly  well  estab- 
lished by  three  months. 

Sensory  defects  take  their  toll  in  the  lower 
extremity  as  well,  and  an  individual  with  severe 
proprioceptive  loss  which  persists  longer  than  six 
to  eight  weeks  will  have  a poor  prognosis  for 
independent  ambulation.  Patients  with  loss  of 
body  image  almost  never  achieve  independent 
ambulatory  status  due  to  their  inability  to  com- 
pensate on  the  normal  side  for  shifts  in  the  center 
of  gravity.  However,  all  in  all  only  25%  to  30% 
of  hemiplegic  patients  surviving  the  initial  insult 
will  fail  to  ambulate,  albeit  most  require  the  use 
of  some  assistive  device  such  as  a short  leg  brace, 
crutch  or  cane. 

Rehabilitation  Considerations 

An  early  determination  of  the  functional  prog- 
nosis in  the  hemiplegic  is  essential  to  a sound  and 
efficient  rehabilitation  program.  Such  a determina- 
tion must  be  made  on  the  basis  of  many  factors 
other  than  motor  loss,  for  the  stroke  patient  is  a 
multihandicapped  individual.  Although  certain 
defects  such  as  aphasia  and  intellectual  impair- 
ment may  improve  slowly  up  to  one  or  two  years, 
cortical  defects  involving  sensory  input  such  as 
proprioception,  loss  of  body  image  and  loss  of 
visual  perception  are  not  likely  to  improve  after 
three  months  and  are  relatively  fixed  by  six 
months.  This  also  holds  true  for  motor  defects, 
the  degree  of  paralysis  present  at  three  months 
tending  to  remain  the  same  or  at  most  showing 
very  slight  resolution  beyond  that  time.  A realistic 
approach  to  rehabilitation  of  the  hemiplegic  in- 
cludes recognition  of  the  limitations  imposed  by 
this  neurologic  loss,  and  the  exploitation  of  re- 
maining normal  functions  and  talents  to  a maxi- 
mum degree.  .‘\t  the  same  time  sensible  goals 


should  be  determined  for  the  patient  which  may 
vary  from  self  care  to  complete  independence  in 
living  status  and,  for  all  too  few,  vocational  res- 
toration as  well.  The  patient  and  his  family 
should  not  be  misled  into  a long  and  expensive 
therapeutic  program  encompassing  months  and 
years  of  useless  treatments  in  an  attempt  to 
restore  permanently  lost  functions,  and  generally 
culminating  in  despair,  if  not  financial  disaster.  In 
like  manner,  our  limited  paramedical  personnel 
should  not  be  devoting  valuable  time  and  effort 
toward  sustaining  false  hopes  and  impressions.  It 
behooves  us  as  physicians  to  assume  the  initiative 
in  dealing  frankly  and  realistically  with  the  stroke 
patient  and  his  family  regarding  his  future  goals 
and  ultimate  prognosis.  We  owe  them  no  less. 
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Reminder 

Send  in  your  favorite  photographs  or  color  slides  which  might  be  appropriate  for  the  cover  of 
the  Journal.  They  u'ill  be  handled  with  care  and  returned  to  you. 
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Tetracycline  HCl— Antihistamine— Analgesic  Compound 
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ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline>sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  chUdren  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastroiniesiinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration,  /f/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reac/ioni— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
B/ood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 
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Letters 


Dear  Dr.  Straight: 

Your  recent  articles  on  Seminole  medicine  in 
the  August  issue  of  the  Journal  of  the  Florida 
Medical  Association  interested  me  very  much. 
Since  spending  about  six  months  of  1969  and  1970 
studying  the  Seminoles  here,  I thought  you  might 
welcome  a few  thoughts  regarding  a number  of 
details  which  I have  found  to  differ  with  your 
account.  Not  being  a recognized  authority  on 
these  matters,  I hesitate  to  challenge  your  presen- 
tation, but  reference  here  is  made  to  items  such  as 
the  following: 

Josie  Billie’s  Indian  Bible  is  a Creek 
translation,  not  Miccosukee.  The  latter 
language  is  not  in  published  form  as  yet. 

Josie  Billie  is  still  “doctoring.”  Within 
the  past  year  I have  personally  known  of 
such  activities  of  his  both  at  Big  Cypress 
and  on  the  Tamiami  Trail. 

Josie  has  not  been  preaching  for  quite 
a few  years.  He  did  preach  some,  but  he 
was  never  a full-time  minister. 

There  was  never  a Green  Corn  Dance 
at  Dania. 

Josie  Billie  probably  should  not  be  rep- 
resented as  “medicine  man  of  the  Miccosu- 
kee Tribe”  in  view  of  the  present  political 
differentiation  between  the  two  tribes,  even 
though  his  native  language  is  Miccosukee 
rather  than  Creek. 

In  addition  to  these  details,  the  account 
of  Josie  Billie’s  break-up  with  his  first  wife, 
Louise,  who  is  still  living  and  whom  I inter- 
viewed with  members  of  her  family  quite 
at  length  last  summer,  differs  considerably 
at  several  points  with  her  account,  and 
does  not  seem  to  match  the  expectations 
of  Seminole  traditional  culture. 

.Mso,  contrary  to  Mr.  Smiley’s  represen- 
tation of  the  Green  Corn  Dance,  my  im- 
pressions from  the  entire  four  days  and  five 
nights  of  the  most  recent  celebration  were 
that  non-Indians  are  indeed  invited  to  the 
“picnic  day,”  but  the  preceding  and  par- 
ticularly the  following  rites  are  still  very 
sacred  and  exclusive.  Perhaps  some  dif- 
ferentiation of  this  sort  might  have  been 
made. 


It  occurs  to  me  to  say,  by  way  of  further 
introduction,  that  I have  been  teaching  anthropol- 
ogy for  about  twenty  years  and  am,  with  my 
wife  who  is  a musician,  making  a study  of  the 
impact  of  Christianity  on  the  Florida  Indians,  in- 
cluding a transcription  and  analysis  of  their 
sermons  and  hymns. 

James  O.  Buswell,  III 
Jamaica,  N.  Y. 


Mr.  Buswell  is  professor  of  anthropology,  Department  of  Sociol- 
ogy and  Anthropology,  St.  John’s  University,  Jamaica,  N.  Y. 


Dear  Dr.  Collins: 

The  book  review,  “On  Death  and  Dying,” 
published  in  this  issue  is  not  one  of  the  books  sent 
to  the  Journal,  but  one  that  I spent  my  own 
hard-earned  $6.95  for  after  having  the  opportu- 
nity of  hearing  Dr.  Ross  at  a seminar  sponsored 
by  the  Palm  Beach  Mental  Health  Association  in 
Boca  Raton  about  a month  ago.  From  my  point 
of  view,  it  is  probably  one  of  the  most  important 
books  I have  run  across  in  a long  time. 

I enjoyed  seeing  my  scenic  photograph  on  the 
cover  of  the  Journal  last  month.  I would  like  to 
get  the  original  back  if  possible  to  display  along- 
side the  cover  on  my  photographic  bulletin  board. 

Lawrence  H.  Jacobson,  M.D. 

Pompano  Beach 


Dear  Editor: 

Dr.  Harry  Beller’s  letter  in  the  September 
issue  of  the  FMA  Journal  deserves  comment — 
and  from  more  powerful  voices  than  mine.  We 
should  not  be  deterred  by  fear  of  becoming 
involved. 

.■\pparently,  where  politics  are  concerned,  some 
abandon  the  objectivity  of  our  medical  training. 

( Continued  on  page  37 ) 
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Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
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\earleh  unique  progestin  with  an  unmatched  record  of  " 

acceptance  in  oi^  contraception,  and  50  meg.  of  ethinyl  estradiol 
he  same  low  incidence  of  breakthrough  bleeding  and  of  oth&-  side  effects  you  have  ^ 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  phis  ^ 

I the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle. 

The  choice  is  yours! 


v4cfions — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod- 
uct. The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad- 
ministration of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication — Demulen  is  indicated  for  oral  con- 
traception. 

Contraindications — Patients  with  thrombophle- 
bitis, thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis). Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britaini'3  leading  to  this  conclusion,  and  one^  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll-'^  was  about  sevenfold,  while  Sartwell  and 
associates^  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis- 
tration, and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  F>ossibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient,  taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv- 
ing oral  contraceptives — A statistically  significant 
association  has  been  demonstrated  between  use 
- . of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease) , changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice, migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted:  anovulation  F>ost  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache, nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests:  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBl  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 

References;  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 
267-2  79  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651- 
657  (June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.; 
Greene,  G.  R.,  and  Smith,  H.  E. : Thromboembolism  and  Oral  Con- 
traceptives : An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90:365-380  (Nov.)  1969.  0A4 


Where  “The  Pill”  Began 

G.  D.  Searle  & Co.,  P.O.  Box  5110,  Chicago,  Illinois  60680 


Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


Mylanta* 

#LipUID/TABLETS  V 

aluminum  and  magnesium  hydroxides  plus  simethicone 

Good  taste  = patient  acceptance 
Relieves  G,l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 


Division  of  Allas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


The  many  delegates  at  the  F.M.A.  meeting  un- 
doubtedly represented  the  several  social  and  gov- 
ernmental philosophies.  At  the  extremes  were  the 
Democratic  and  Republican  party  faithfuls  who 
believe  even  the  unbelievable  as  well  as  the  total 
skeptics  who  accept  nothing  that  our  leaders 
propose,  even  if  true,  logical,  or  moral. 

In  regard  to  the  attitudes  towards  the  Nation- 
al Guard  (the  Kent  State  University  killings 
preceding  this  meeting),  some  believe  that  they 
can  do  no  wrong;  others  that  they  should  use  only 
enough  force  to  protect  life  and  property. 

Dr.  Beller  should  understand  that  the  motion 
to  approve  our  \’ietnam  policies  and  all  actions 
of  the  National  Guard  was  unexpectedly  intro- 
duced and  rapidly  passed.  The  delegates  were 
concentrating  on  the  several  urgent  and  pertinent 
medical  problems  and  were  not  prepared  to  accept 
a lengthy  and  disruptive  extraneous  discussion 
that  would  polarize  the  group  even  before  the  pur- 
poses of  the  meeting  were  approached. 

The  unanimity  of  the  vote  of  approval  for  all 
acts  of  the  powers  that  be  should  not  be  taken  too 
seriously. 

Paul  E.  Gutman,  M.D. 

Pompano  Beach 


New  Medical  Building 

ADJACENT  TO  NEW  160  BED  HOSPITAL 
TURNKEY  SUITES 

Serving  40,000  residents  and  growing 

In  City  Margate 
Serving  Coral  Springs 
North  Fort  Lauderdale 
Tamarac 

Attractive  leases  to  individual  needs 
(no  investment) 

Occupancy  early  1971 

For  further  information: 

G.  Cravero 

3520  West  Broward  Blvd.,  #111 
Fort  Lauderdale,  Florida 
Phone  (305)  583-7612 


TUCKER  HOSPITAL  INC 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 


Weir  M.  Tucker,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 
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If  they  remember  “then’!., 
they  may  need  Mediatric  now. 

Their  world  has  made  history— and  they’re  afraid  they 
may  have  too.  They  are  the  “getting  old”  patients  who 
may  not  be  quite  sick,  noryetquite  well.  They  probably 
complain  of  too  easy  fatigue,  of  vague  aches  and  pains 
often  without  any  evidence  of  organic  disease.  You  know 
it’san  inexorable  part  of  aging— and  onlyan 
improvement  in  symptoms  can  be  expected.  MEDIATRIC 
is  designed  to  help... 


The  need  for  metabolic  support . . . 

MEDIATRIC  provides  the  gonadal  steroids 
[PREMARIN®  (conjugated  estrogens-equine) 
orally  active,  natural  estrogens,  and  methyl- 
testosterone]  for  physiologic  and  metabolic 
benefits. 

The  need  for  mood  elevation . . . 

MEDIATRIC  provides  methamphetamine  to 
impart  a gentle  emotional  uplift  and  combat 
apathy. 

The  need  for  nutritional  support . . . 

MEDIATRIC  provides  specially  selected 
nutritional  supplements  to  help  meet  the  diet 
requirements  of  the  elderly  individual. 

The  need  for  dosage  convenience . . . 

Only  a single  Tablet  or  Capsule  (or  3 
teaspoonfuls  of  Liquid)  daily  to  minimize 
skipped  doses. 


Conjugated  estrogens-equine 
(PREMARIN®) 

Each 

MEDIATRIC® 
Tablet  or 
Capsule 
contains: 

0.25  mg. 

Each  IS  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC® 
Liquidt 
contains: 

0.25  mg. 

Methyltestosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HCI 

1.0  mg. 

1.0  mg. 

Cyanocobalamin 

2.5  meg. 

1.5  meg. 

Thiamine  HCI 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

— 

Riboflavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCI 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsic. 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

) tContains  15%  alcohol— some  loss  unavoidable. 

i 

tablets,  capsules,  liquid, 

IyIwUICILI  Iw  Steroid-nutritional  compound 

may  help  a little,  or  a lot. 


BRIEF  SUMMARY 

Indication:  For  use  in  aging  patients  of  both  sexes. 
Contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

Side  Effects:  In  addition  to  withdrawal  bleeding, 
breast  tenderness  or  hirsutism  may  occur. 
Suggested  Dosage:  Male  and  female— I Tablet  or 
Capsule  or  3 teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous  stimulation  of 
breast  and  uterus,  cyclic  therapy  is  recommended 
(3  week  regimen  with  1 week  rest  period— 
Withdrawal  bleeding  may  occur  during  this  1 week 
rest  period). 

In  the  male:  A careful  check  should  be  made  on 
the  status  of  the  prostate  gland  when  therapy  is 
given  for  protracted  intervals. 

Supplied:  No.  752— MEDIATRIC  Tablets,  in  bottles 
of  100  and  1,000.  No.  252-MEDIATRIC  Capsules, 
in  bottles  of  30,  100,  and  1,000.  No.  910— 
MEDIATRIC  Liquid,  in  bottles  of  16  fluidounces. 


Ayerst. 


AYERST  LABORATORIES 
NewYork,N.Y.  10017 


A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  Manor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  All  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

S.-tM  J.  Clark,  M.D.,  President 
.\lfred  Petschow,  Administrator 

Staff  Psychiatrists 

.\ugust  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  M.D. 

.\rie  denBreeijen,  IM.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 


Ec- 

on- 

omy! 

Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 
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ARCH  LABORATORIES 

^ 319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Convention 

Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 


QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 


TYrHATEVER  your  fifst  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


•10 


VOLUME  57/NLTMBER  11 


Editorial 


Automation  in  the  Practice  of  Medicine 


Apparently  not  well  known  to  all  FMA  prac- 
titioners, including  the  editor,  biomedical  instru- 
mentation or  the  use  of  computers  in  medicine  has 
been  slowly  sweeping  the  state,  the  tail  end  of  a 
gigantic  mechanical  medical  hurricane  which  be- 
gan in  California. 

Computerized  billing  has  been  around  for  a 
long  time  but  recently  in  Hialeah  a new  inno- 
vation was  announced  in  rendering  workmen’s 
compensation  bills  for  physicians,  who  simply 
phone  in  a daily  report.  When  the  case  is  closed,  a 
computer  prints  an  itemized  bill  on  form  FIC-9. 
Miami  has  given  birth  to  a new  monthly  journal 
on  multiphasic  health,  and  last  month  in  Tampa, 
a computerized  pediatric  diagnostic  telephone 
service  became  available  to  every  physician  in  the 
state.  In  Gainesville,  multiphasic  screening  pro- 
grams have  been  around  for  some  time.  Elsewhere 
in  this  issue  are  two  articles  from  there,  which  at 
first  glance  seem  like  a statistician’s  dream,  but  to 
one  of  our  reviewers  was  a practitioner’s  night- 
mare. He  opined  that  such  would  discourage  pre- 
ventive medicine  in  the  doctor’s  office,  set  up  a 
cheap  do-it-yourself  annual  physical  examination 
and  allow  uneducated  charlatans  to  practice  on 
the  gullible  public. 

Outside  the  state,  a computer  research  program 
has  established  a means  of  improving  patient 
scheduling  at  multipractice  clinics  and  hospital 
outpatient  departments.  The  aims  of  this  program 
are  to  reduce  patient  waiting  time,  total  time  spent 
in  the  clinic  and  lower  costs  to  the  patient.  It  also 
makes  more  efficient  use  of  the  physician’s  time  as 
well  as  equalizing  their  workloads. 

Computers  are  now  being  used  in  automated 
poison  control  centers  and  in  donor  matching. 
Routine  ECG  analysis  is  done  by  computers  with 
a greater  degree  of  accuracy  than  interpretation 
by  a physician  and  if  the  tracing  is  abnormal,  the 
computer  offers  a possible  diagnosis.  Automated 
history  taking  has,  in  its  simplest  form,  been  avail- 
able for  many  years  and  now  computer  personality 
screening  is  being  used  by  neurologists,  psychia- 
trists and  neurosurgeons.  The  treatment  of  pa- 
tients in  intensive  care  and  coronary  units  would 
come  to  a standstill  if  it  were  not  for  the  monitors 
designed  to  measure  dozens  of  body  functions.  .-\t 
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the  Lmiversity  of  Alabama,  the  head  of  the  surgi- 
cal department  thinks  that  care  of  critically  ill 
will  be  best  done  when  it  can  be  entirely  done  au- 
tomatically since  a piece  of  machinery  once  taught 
to  use  rules  and  logic  whxh  apply  to  any  prob- 
lem, doesn’t  make  mistakes  and  doesn’t  rotate  off 
the  service  every  three  months.  Some  systems  in- 
tegrate all  the  hospitals’  medical,  statistical  and 
financial  data.  On  admission,  a patient  is  entered 
into  the  computer  records.  Erom  that  point  on, 
almost  all  communications  between  doctors, 
nurses  and  laboratory  technicians  are  carried  out 
through  the  computer,  providing  quicker  process- 
ing of  legible  and  more  accurate  orders  and  an 
automatic  accounting  of  all  transactions. 

One  gets  from  a computer  what  one  puts  into 
it  and  if  we  don’t  work  jointly  with  those  who  are 
developing  such  programs,  neither  they,  nor  the 
computers  will  know  what  the  practice  of  medicine 
is  all  about.  As  long  as  we  use  computers  like  a 
reference  book  to  supplement  our  own  experience, 
well  and  good,  but  if  doctors  through  avarice,  in- 
advertence or  excessive  workload  use  them  substi- 
tutlonally,  a new  type  of  medicine  will  evolve. 
Medicine  is  not  the  diagnosis  and  cure  of  disease 
but  the  diagnosis  and  treatment  of  a patient  who 
comes  in  distress  to  the  physician.  The  patient’s 
history  is  a message  and  he  comes  seeking  not  only 
relief,  reassurance,  permission  and  treatment  but 
also  punishment,  purification  or  death. 

The  primary  basis  for  the  computer’s  useful- 
ness in  medicine  is  its  ability  to  retain  and  reca- 
pitulate data  enabling  the  physician  to  examine 
more  information  more  intensively,  to  sharpen  his 
diagnostic  capabilities,  so  resulting  in  better  care 
for  his  patients.  A computer  cannot  give  results 
surpassing  those  obtained  by  precise  manual  com- 
putation, say  some  authorities  who  believe  that 
computers  duplicate  noncreative  thinking  but  not 
creative  thinking. 

There  is  no  doubt  that  in  time,  more  efficient 
and  better  machines  will  evolve.  Whether  some 
day  one  will  become  more  proficient,  capable, 
humane,  compassionate  and  reassuring  than  a hu- 
man physician  is  a thought  more  alarming  than 
government-controlled  medicine. 

C.M.C. 
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APPLICATION  FOR 


SCIENTIFIC  AND  EDUCATIONAL  EXHIBIT  SPACE 


Date. 


FLORIDA  MEDICAL  ASSOCIATION 

97th  Annual  Meeting,  May  5-9,  1971 
Americana  Hotel,  Bal  Harbour,  Florida 


Title  of  Exhibit  ^ 


Category  (please  check):  Scientific Educational 

Description  (in  50  words  or  less) 


Space  Needed:  Width _ ^ Depth 

(All  spaces  are  in  units  of  10  feet  width  and  8 feet  depth) 

If  exhibit  is  smaller  than  8 by  10  foot  minimal  space  unit,  please  indicate  dimensions: 

Width __  . Depth 

Name(s)  of  Exhibitor(s) 


Your  Name  and  Address 


Send  Application  before  December  1,  1970  to: 

David  J.  Becker,  M.D.,  Chairman 

Committee  on  Scientific  Assemblies 

P.  O.  Box  2411,  Jacksonville,  Florida  32203 
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ORGANIZATION 


Dr.  Lane 


Dr.  David  C.  Lane  of  Ft.  Lauderdale  has  been  ap- 
pointed to  the  National  Health  Advisory  Council  hy 
President  Richard  Nixon.  A member  of  the  Committee 
on  State  Legislation  of  the  Florida  Medical  Association, 
Dr.  Lane  is  one  of  three  physicians  serving  on  the 
Council. 


Dr.  Coulter 


Norman  F.  Coulter,  M.D.,  a member  and  past  presi- 
dent of  the  Orange  County  Aledical  Society,  was  elected 
vice  president  of  the  American  Academy  of  General 
Practice,  at  its  annual  meeting  in  San  Francisco,  on 
September  28,  1970. 

Dr.  Coulter  had  served  as  one  of  the  Florida  Acade- 
my of  General  Practice  delegates  to  the  AAGP  Congress 
of  Delegates  for  thirteen  years  prior  to  his  election  to 
the  Board  of  Directors  for  a term  of  three  years  in  196“. 
He  was  chairman  of  the  Academy’s  insurance  cor.imittcc 
for  two  terms  and  is  presently  chairman  of  the  AAGP 
Commission  on  Membership  and  Credentials,  and  a 
member  of  the  publications  committee. 

Dr.  Coulter  has  been  in  general  practice  in  Orlando 
since  1946  and  has  been  a delegate  to  the  FMA  House 
of  Delegates  for  18  years. 


Among  those  attending  the  AMA  Conference  on  Medical  Ethics  at  the  Ambassadors  Hotel,  September  19-20, 
in  Chicago  were  Drs.  John  J.  Cheleden,  Chairman  of  the  FMA  Judicial  Council,  Floyd  K.  Hurt,  President-Elect 
of  the  FMA  and  John  W.  Glotfelty,  representing  Polk  County  Medical  Association. 
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Predictable. 

Economical. 

Well-tolerated. 

If  thats  old-fashioned, 
why  not  make  the  most  of  it? 


m 

BUTISOL 

SODIUM* 

(SODiUM  BUTABARBITAl  ) 
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There's  no  denying:  Butisol  Sodium  is  no  “swinger.”  But  even  in  the  frenetic  70’s, 
there's  many  on  occasion  when  its  solid,  reassuring  qualities  more  than  make  up  for 
its  lack  of  glamour.  For  instance: 

1.  It  is  highly  predictable:  minor  dosage  adjustments  are  usually  all  that's 
needed  to  produce  the  desired  degree  of  relaxation.  (With  3 dosage  forms  and 
4 strengths  to  make  adjustments  easy.) 

2.  Its  action  is  prompt,  smooth,  relatively  noncumulative:  Butisol  Sodium 
begins  to  work  within  30  minutes . . . yet,  because  of  its  intermediate  rate  of  metab- 
olism, there  is  generally  neither  a “roller-coaster”  nor  a “hangover”  effect. 

3.  It  is  remarkably  well  tolerated. 

4.  It  saves  your  patients  money:  costs  less  than  half  as  much  as  they  would 
pay  for  most  commonly  used  sedative  tranquilizers.* 

These  benefits  have  led  thousands  of  physicians,  year  after  year,  to  depend 
on  the  relaxing  sedative  effect  of  Butisol  Sodium  for  a wide  range  of  needs:  to  help 
the  usually  well-adjusted  patient  cope  with  temporary  stress... or  to  relieve  the 
anxiety  associated  with  hypertension,  coronary  disorders,  premenstrual  tension, 
surgical  procedures,  functional  Gl  disorders,  and  the  strains  of  aging. 

Another  advantage:  the  very  fact  that  Butisol  Sodium  has  been  around  so  long 
assures  you  there  is  little  likelihood  of  unexpected  reactions.  Its  clinical  capabilities 
are  thoroughly  established  ...  its  side  effects  completely  known. 

Which  is  one  more  reason  why  Butisol  Sodium  is  the  Rx  that  says  “relax.”  To 
the  doctor,  too. 

*Based  on  surveys  of  overage  doily  prescription  costs. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates.  Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may  react  with  marked  excitement  or  depression.  Adverse  Reactions: 
Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  "hangover"  and  systemic  disturbances  are  seldom  seen. 
Warning:  May  be  habit  forming.  Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d.  For 
hypnosis,  50  mg.  to  100  mg.  Available  as.-  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.,-  Elixir,  30  mg.  per  5 cc.  (alcohol 
7%).  BUTICAPS®  [Capsules  BUTlSOtSodium  (sodium  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


the  Rx  that  says  "Relax" 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM’ 


( McNEIL ) 


McNeil  Loborofories,  Inc.,  Fort  Washington,  Po.  19034 
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Reprinted  from 


• • 


The  Press  — and  The  Image 

Rufus  K.  Broadaway,  M.  D. 

American  Medicine,  indeed,  Dade  County 
medicine,  is  having  a bad  press!  Several  recent 
editorials  in  our  local  newspapers  have  put  doc- 
tors in  the  poorest  possible  light.  A typical  ac- 
cusation is  that  the  medical  profession  in  metro- 
politan Miami  is  urging  the  building  of  un- 
needed hospital  beds  for  the  purpose  of  continu- 
ing unnecessary  hospitalization  of  patients.  In  an 
effort  to  clarify  some  of  our  problems,  we  met 
with  members  of  the  newspaper’s  editorial  staff, 
requesting  that  we  be  allowed  to  present  our  side 
of  the  situation  so  that  reporting  could  be  based 
on  fact.  This  effort  was  met  with  another  derog- 
atory editorial. 

What  are  we  then  to  do?  We  do  not  have  ac- 
cess to  widely  circulated  publications,  nor,  ap- 
parently can  we  tell  our  story  in  the  press,  be- 
cause it  simply  is  not  news. 

As  a basis  for  action,  one  must  realize  that 
some  of  the  criticism  of  doctors  is  valid  and  justi- 
fied. All  doctors  do  not  overcharge  patients,  but 
some  do.  All  doctors  have  not  taken  advantage 
of  the  Medicare  boondoggle,  but  some  have  done 
so.  It  ill  behooves  the  wealthiest  profession  in 
our  country  to  battle  for  fees  in  the  market  place. 
We  may  well  complain  of  harassment  in  the 
press;  meanwhile,  however,  we  have  abdicated 
our  position  as  leaders  in  the  care  of  the  nation’s 
wealth.  In  our  steadfast  failure  to  propose  in- 
novative methods  for  bettering  quality  and  de- 
livery of  medical  care  we  have  seen  put  upon 
us  unsatisfactory,  unwieldy,  and  unworkable 
schemes.  The  greatness  of  our  freedom  to  do  the 
job  ourselves  has  fallen,  partly  through  default, 
to  restrictive  rules  and  primitive  legislation. 

Our  image  will  be  improved  by  action,  not 
by  words  in  newspapers  or  magazines.  Availability 
to  patients,  understanding  in  dealing  with  the 
medical  public,  willingness  to  work  with  govern- 
ment and  the  community,  imagination  to  explore 
efficient  and  time-saving  methods,  ability  to  place 
service  above  tradition,  and  dedication  to  a pro- 
fession of  caring  and  healing,  will  go  far  toward 
polishing  a spattered  image. 

Reprinted  from  the  Dade  County  Medical  .Association’s  Presi- 
dent’s Page,  April  1970. 


HE’S  READY 


HIRE  THE 

HANDICAPPED  VETERAN 

Tk*  Ptvsident't  on  Empler<nenl  of  tho  Hend.coppod  ■ Wotk.nyton,  D.C.  20210 


hand  • i • capped 

(han'  de  kapt'),  adj. 
l.able  2.dependable 
3.  energetic  4.eager 
workers 


HIRE 


The  Prejident's  Committee  on  Employment  of  the  Hondicopped 
Washington,  D.C.  202 1 0 
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Tepanir  Ten-ta 

(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications;  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  sofer  thon  the  amphetamines,  use  with  greot  caution  in 
potients  with  severe  hypertension  or  severe  cardiovascular  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  ogents,  it  may 
occasionolly  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  iitteriness.  In  controst,  CNS  depression  has  been  reported.  In  o few  epileptics 
an  increase  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cord/o- 
voscu/or  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmic,  polpitotion,  and  increosed  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticoria,  ecchymosis,  and  erythema.  Gasfro/ntesfina/  effects  such  as  diarrheo, 
constipation,  nouseo,  vomiting,  and  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  Include  two  eoch  of  bone  marrow 
depression,  agronulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  odverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tobiets;  One  75  mg.  tobiet 
doily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  doily,  one  hour  before  meols.  If  desired,  on  odditional  tobiet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  t-oo6a  / j/7o  / u.s.  patent  no  3,001.910 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains;  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  ond 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  ond  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bonces  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  ominophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


'•  IIUOSTATIN  V 

VVSfrAff.S 

^^m\i  srsn>s3«*. 


-The  lowest  priced  tetracycline— nystatin  combination  available— 


C/iest 

HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205  ■ 836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab 
lished  in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In 
dividual  patient  care  ha*- 
been  the  theme  during  its  45 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 

HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 

HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  ond 


is  also  approved  for  Medicare  patients. 

9JiM  C«cst 

HOSPITAL 

BIRMINGHAM,  ALABAMA 
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Approved  by  FMA 

Committee  on  Postgraduate  Education 


NOVEMBER 

2-  7 Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
]\LD.,  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

11-14  Today’s  Hospital  Problems:  An  Interdis- 
ciplinary Approach — Fourth  Annual  Con- 
ference, Tides  Hotel  and  Bath  Club,  Red- 
ington  Beach.  For  information:  M.  A. 
Barton,  M.D.,  Mound  Park  Hospital,  St. 
Petersburg  33701. 

13-14  ENT  for  the  Family  Practitioner,  Sheraton 
Four-Ambassadors  Hotel,  IMiami.  For  in- 
formation: Frederic  W.  Pullen  II,  M.D., 
University  of  Miami  School  of  Medicine, 
Box  875,  Biscayne  Annex,  Miami  33152. 

14  Ninth  Annual  Physician’s  Seminar  on  Res- 
piratory Diseases,  J.  Hillis  Miller  Health 
Center,  Gainesville.  For  information:  Ed- 
ward W.  Swenson,  M.D.,  P.O.  Box  8127, 
Jacksonville  32211. 

21-22  Joint  meeting  of  American  College  of  Phy- 
sicians and  the  Florida  Society  of  Internal 
Medicine,  Langford  Hotel,  Winter  Park. 
For  information:  A.  M.  Ziffer,  M.D.,  22  W. 
Lake  Beauty  Dr.,  Orlando  32806. 

19-20  Seminar  in  Obstetrics  and  Gynecology,  J. 
Hillis  Miller  Health  Center,  Gainesville. 
For  information:  Div.  of  Postgraduate 

Education,  Box  758,  J.  Hillis  Miller  Health 
Center,  Gainesville  32601. 

30-Dec.  5 Comprehensive  Training  in  Coronary 
Care  for  Physicians,  Jackson  Memorial 
Hospital,  Miami.  For  information:  Louis 
Lemberg,  M.D.,  c/o  Heart  Association,  Box 
10100,  St.  Petersburg  33733. 


DECEMBER 

3-  6 Eighth  Annual  Cardiology  Seminar,  Rose 

Hall  Holiday  Inn,  Montego  Bay,  Jamaica. 
For  information:  Henry  J.  L.  Marriott, 

M.D.,  St.  .Anthony’s  Hospital,  St.  Peters- 
burg 33701. 

4-  6 Lower  Extremity  Prosthetics  and  Orthotics- 

Recent  Developments,  .Americana  Hotel, 
Miami  Beach.  For  information:  .Augusto 
Sarmiento,  M.D.,  University  of  Miami 
School  of  Aledicine,  Box  875,  Biscayne  .An- 
nex, Miami  33152. 

7-9  Postgraduate  Seminar  on  Lower  Extremity, 
.Americana  Hotel,  Miami  Beach.  For  infor- 
mation: .Augusto  Sarmiento,  M.D.,  Univer- 
sity of  Miami  School  of  Medicine,  Box  875, 
Biscayne  .Annex,  Miami  33152. 

10- 12  Eleventh  Biennial  Cardiovascular  Seminar 

on  Coronary  .Artery  Disease,  Sheraton- 
Four  .Ambassadors  Hotel,  Miami.  For  in- 
formation: .Arthur  Gosselin,  M.D.,  Chm., 
Heart  .Association  of  Greater  Miami,  5080 
Biscayne  Blvd.,  Miami  33137. 

JANUARY 

7-10  Eighth  .Annual  Postgraduate  Seminar  in 
.Anesthesiology,  “.Anesthesia  and  the  Nerv- 
ous System,”  Diplomat  Hotel,  Hollyw^ood. 
For  information:  Jordan  Katz,  M.D.,  Uni- 
versity of  Miami  School  of  Medicine,  Box 
875,  Biscayne  .Annex,  Miami  33152. 

11- 12  Infectious  Diseases  1971 — Treatment  and 

Prevention,  Eden  Roc  Hotel,  IMiami  Beach. 
For  information:  Mrs.  Gwen  Hendel,  Pub- 
lic Relations  Office,  Mt.  Sinai  Hospital, 
Miami  Beach  33140. 

11-16  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 
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13- 16  Postgraduate  Seminar  in  Surgery  Art  and 

Science  in  the  Therapy  of  Difficult  Prob- 
lems in  Surgery,  Eden  Roc  Hotel,  Miami 
Beach.  For  information;  Robert  Zeppa, 
M.D.,  University  of  Miami  School  of  Medi- 
cine, Box  875,  Biscayne  Annex,  Miami 
33152. 

24-28  University  of  Miami  Annual  Seminar  on 
Pediatric  and  Adult  Urology,  Sheraton  Four 
.Ambassadors  Hotel,  Miami.  For  informa- 
tion: Michael  P.  Small,  M.D.,  University 
of  Miami  School  of  Medicine,  Box  875, 
Biscayne  Annex,  Miami  33152. 

24-28  Practical  Pediatrics,  Deauville  Hotel,  Miami 
Beach.  For  information:  Donald  H.  Alt- 
man, M.D.,  6125  S.W.  31st  St.,  Miami 
33135. 

FEBRUARY 

14- 19  University  of  Miami  School  of  Medicine 

presents  “IVIedical  Diagnosis:  Truths, 

Neartruths  and  Nontruths,”  Sheraton  Four 
.Ambassadors,  Miami.  For  information:  J. 
Bodes,  M.D.,  U.  of  Miami  School  of  Medi- 
cine, Box  875,  Biscayne  .Annex,  Miami 
33152. 

22-27  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

MARCH 

14-17  Special  Procedures  in  Diagnostic  Radiology, 
Eden  Roc  Hotel,  Aliami  Beach.  For  infor- 
mation: Mrs.  Gwen  Hendel,  Alt.  Sinai 

Hospital,  Miami  Beach  33140. 

17-20  Third  Teaching  Conference  in  Clinical 
Cardiology,  Sheraton  Four  .Ambassadors, 
Maimi.  For  information;  Michael  S.  Gor- 
don, AI.D.,  University  of  Aliami  School  of 
Medicine,  Box  875,  Biscayne  .Annex,  Miami 
33152. 

22-27  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 


APRIL 

19-24  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Aliami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 


National  and  Regional 
Meetings  Held  in  Florida 

NOVEMBER 

6-  8 .American  Society  of  Clinical  Hypnosis, 

Eden  Roc  Hotel,  Miami  Beach.  Ex.  Sec.: 
F.  D.  Nowlin,  800  Wzishington  Ave.,  S.E., 
Minneapolis,  Minn.  55414. 

17- 22  Pan  American  Medical  Association,  Holly- 

wood Beach  Hotel,  Hollywood  Beach.  Dir.: 
Joseph  J.  Eller,  M.D.,  745  Fifth  Ave.,  New 
York,  N.  Y.  10022. 

DECEMBER 

7-  9 Committee  on  Injuries  of  the  .American 

.Academy  of  Orthopaedic  Surgeons  present 
course  on  Lower  Extremity,  .Americana  Ho- 
tel, Miami  Beach.  .Augusto  Sarmiento, 
M.D.,  U.  of  Aliami  School  of  Medicine, 
Box  875,  Biscayne  .Annex,  Aliami  33152. 

7-10  Southern  Surgical  Association,  Boca  Raton 
Hotel,  Boca  Raton.  Ex.  Sec.:  D.  C.  Sabis- 
ton  Jr.,  M.D.,  Duke  University  Medical 
Center,  Durham,  N.C.  27706. 

MARCH 

1-  5 Society  for  Cryosurgery,  Diplomat  Hotel 
and  Country  Club,  Hollywood.  Sec.:  So- 
ciety for  Cryosurgery,  30  N.  Michigan  .Ave., 
Chicago  60602. 

14-18  International  .Anesthesia  Research  Society, 
.Americana  Hotel,  Miami  Beach.  Ex.  Sec.: 
B.  B.  Sankey,  M.D.  3645  Warrensville  Cen- 
ter Rd.,  Clevelcmd  44122. 

24-26  .American  Surgical  .Association,  Boca  Raton 
Hotel  and  Club,  Boca  Raton,  Sec.:  G. 
Thomas  Shires,  5323  Harry  Hines  Blvd., 
Dallas  75235. 

APRIL 

18- 22  Southeastern  Surgical  Congress,  .Americana 

Hotel,  Miami  Beach.  Sec.:  -A.  H.  Letton, 
M.D.,  340  Blvd.,  N.E.,  .Atlanta  30312. 
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FOR  THE  MEDICAL 
AND  DENTAL 
PROFESSIONS 


PM  Florida  Offices 


St.  Petersburg 
Phone:  898-5074 


Sarasota 

Phone:  958-4493 


Ft.  Myers 
Phone:  332-6721 


Winter  Park 
Phone:  645-1150 


Ft.  Lauderdale 
Broward  Phone:  566-8691 
Dade  Phone:  949-7873 


Jacksonville 
Phone:  387-3261 


Affiliates  of  Black  & Skaggs  Associates 
Battle  Creek,  Michigan 


Medical  Supply  Company 
of  Jacksonville,  Inc. 

Hospital,  Physician  and  Laboratory  Supplies 
and  Equipment. 

JACKSONVILLE 

1800  Executive  Center  Dr.  32207 
(904)  396-2191 

ORLANDO 

1511  Sligh  Blvd.  32806 
(305)  425-3537 

TAMPA 

4816  N,  Armenia  Ave.  33603 
(813)  877-7541 

ST.  PETERSBURG  and  CLEARWATER 

call  446-0487  direct  line 
to  Tampa  office 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 

Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  0.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 
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A.  once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  reliev 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


Empirin’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

.IZu  Tiickahoe,  N.Y. 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atr^ine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt^  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensid- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amoimt  the  average  patient 
can  take  at  six  horn:  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100,500  and  1000 

Caution;  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static  hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 

Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO..  INC. 

RICHMOND,  VIRGINIA  23217 


advertising  contributed  for  the  public  good 
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Classified  Ads 


physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  Administra- 
tor, Bartow  Memorial  Hospital,  Bartow,  Fla. 


GENERAL  PHYSICI.\N  to  join  established  family 
physician  in  lovely  suburban  community  with  excellent 
professional  atmosphere.  Pediatrics  only  financial 
details  open.  Plan  to  form  P.A.  if  compatible.  Con- 
tact: Fred  0.  Smith,  M.D.,  1015  Bartelt  Road,  Tarpon 
Springs,  Florida  33589  (937-5104). 


WANTED:  GP  as  third  man  in  partnership.  Gen- 

eral practice  including  some  Ob.  Boynton  Beach  area, 
lower  East  coast.  Phone  (305)  732-2701. 


GENERAL  PRACTITIONER  WANTED:  TWA 

Kennedy  Space  Center,  Florida.  Challenging  oppor- 
tunity in  preventive  medicine  in  variable,  industrial 
setting.  Industrial  experience  and  Florida  license  pre- 
ferred. Contact  or  call  Ed  McGee,  TW.\,  Washington 
Plaza,  Titusville,  Florida  32780.  (305)267-5031. 


Specialists 

OTORHINOLARYNGOLOGIST:  Board  certified— 
military  obligation  fulfilled.  Physician  in  practice  for 
twenty-three  years;  recent  back  injury  precludes  do- 
ing further  surgery.  Salary  open.  Partnership  in  one 
year.  Busy  practice.  Located  in  S.  E.  Miami  suburb. 
Send  photo  and  resume  to  Box  1467,  South  Miami, 
Florida  or  telephone  (9:00-12:00)  (305)667-7569. 


INTERNIST  WANTED:  Two  cardiologists  and 

one  gastroenterologist  in  the  greater  Miami  area,  desire 
internist  with  other  sub-specialty.  Write  C-956,  P.  O. 
Box  2411,  Jacksonville,  Florida  32203. 


PSYCHIATRIST  WANTED:  Florida  east  coast 
opportunity  for  psychiatrist  with  Florida  license  as 
medical  director  for  private  OPD  clinics.  Includes  in- 
dividual and  group  therapy,  ad,  chemotherapy,  teach- 
ing devel.  comm.  M.H.,  Eclectic  and  psychoannal. 
Forty  hour  week,  salary  open,  low  pressure  working 
conditions,  yet  challenging.  Send  full  curriculum  vitae 
to  C-955,  P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


WANTED:  Florida  licensed,  mature,  qualified  sur- 

geon, Florida  Keys  group.  Accredited  Hospital.  No 
investment  except  ability  and  affability.  Excellent 
Florida  recreational  surroundings.  S.  S.  Setnor,  M.D., 
F.A.C.S.,  SO  High  Point  Road,  Tavernier,  Florida 
33070.  (305)852-9222. 


MEDICAL  INTERNIST  WANTED:  TWA,  Ken- 
nedy Space  Center,  Florida.  Challenging  opportunity 
in  prevptive  medicine  prog-am  for  aerospace  person- 
nel to  include  cardiac  evaluation.  Board  certified  or 
eligible.  Florida  license  preferred.  Contact  or  call  Ed 
McGee,  TW.^,  Washington  Plaza,  Titusville,  Florida 
32780.  (305)267-5031. 


WEST  PALM  BE.A.CH,  FLORID.\:  Private  prac- 

tice, fee  for  service  in  association  with  anesthesiology 
group.  Need  two  more  anesthesiologists.  St.  Mary’s 
Hospital,  900  49th  Street,  West  Palm  Beach,  Florida 
33407.  Contact  .Administrator. 


BOARD  CERTIFIED  PEDI.ATRICIAN:  Looking 
for  associate  to  take  over  retiring  associate’s  established 
practice.  Salary  first  year.  Write  C-962,  P.O.  Box 
2411,  Jacksonville,  Florida  32203. 


Miscellaneous 


ADDITIONAL  PHYSICIANS  NEEDED:  For  as- 
sociation, group  or  solo  practice.  Fields  of  practice 
in  short  supply:  GP,  allergy,  dermatology,  geriatrics, 
internal  medicine,  obstetrics  and  pathology.  Two  hos- 
pitals in  county  of  rapid  growth.  Contact  Carl  N. 
Reilly,  M.D.,  304  Nesbit  St.,  Punta  Gorda  33950. 
Phone  (813)639-1758. 


MEDICAL  DIRECTOR  for  newly  developed  com- 
munity alcoholism  program.  Florida  license  required. 
Multi-disciplinary  staff  and  long  term  rehabilitation 
services  to  supplement  medical  treatment.  Contact 
Betty  Jo  McLeod,  Director,  818  S.  Main  Lane,  Orlan- 
do, Florida  32806. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  following  practi- 
tioners: General  practitioner,  pediatrician,  ENT,  and 

dermatologist.  Write  C-901,  P.O.  Box  2411,  Jackson- 
ville, Fla.  32203. 


EMERGENCY  ROOM:  Attractive  openings  for 

hospital  commencing  its  own  emergency  room  service. 
$25,000  minimal.  Located  in  north  Florida  near  Jack- 
sonville a-ea.  Reply  to  C-961,  P.O.  Box  2411,  Jack- 
sonville, Fla.  32203. 


One  part-time  EMERGENCY  ROOM  PHYSI- 
CLAN  wanted.  Compensation  and  hours  of  coverage 
open  for  discussion.  Good  opportunity  in  the  future 
to  establish  own  group.  Contact  .Administrator,  Lake 
Wales  Hospital,  Lake  Wales,  Fla.  33853. 
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WANTED  IMMEDIATELY:  Private  emergency 
room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 

EXPANDING  20  DOCTOR,  multi-specialty  group 
in  West  Palm  Beach,  Florida,  desires  to  increase  de- 
partments with  group-oriented  specialists  with  boards 
or  board-eligible  in  internal  medicine  (prefer  sub-spe- 
cialty), pediatrics,  ENT,  ophthalmology,  ob-gyn,  ra- 
diology. Building  addition  under  construction  will  ac- 
commodate 30-35  physicians  with  further  expansion 
possible  in  the  master  plan.  Interested  parties  should 
send  curriculum  vitae  to  .Administrator,  Palm  Beach 
Medical  Group,  705  North  Olive  Avenue,  West  Palm 
Beach,  Florida  33401. 

PHYSICIANS  NEEDED:  Tallahassee,  Leon  County, 
Northwest.  General  practitioners,  internists  and  pedia- 
tricians in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  forwarded  to  J.  Orson  Smith 
Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 

30  PHYSICIAN  multispecialty  group  located  Flor- 
ida Gulf  Coast  must  add  internist,  general  practitioner, 
orthopedist,  anesthesiologist,  urologist,  and  an  ENT 
physician.  Ground  broken  to  add  110  beds  to  present 
202  beds.  Ground  soon  to  be  broken  on  large  clinic 
addition.  Long  range  plans  to  650  beds  and  75  phy- 
sician clinic.  No  investment  required.  Progressive, 
rapidly  growing  community  with  abundance  of  recrea- 
tion and  cultural  opportunities.  Contact  D.  M.  Schro- 
der, Administrator,  Mease  Hospital  and  Clinic,  Dune- 
din, Florida  33528. 

INDUSTRIAL:  We  are  in  need  of  a physician. 

Salary  open;  corporate  benefits  and  partnership  antici- 
pated. Practice  is  strictly  industrial — examinations  and 
Workmen’s  Compensation.  Write  The  Mitchell  Clinic, 
P.A.,  Doctors  Building,  241  W.  Ashley  St.,  Jackson- 
ville, Fla.  32202. 


situations  wanted 


PATHOLOGIST:  Florida  licensed,  native  U.  S., 
age  40,  excellent  qualifications  and  experience  as  labo- 
ratory director,  board  certified  clinical  and  anatomic 
pathology.  Desires  Florida  location  to  continue  active 
career.  Write  C-954,  P.  O.  Box  2411,  Jacksonville, 
Florida  32203. 

SITUATION  WANTED:  Young  cardiologist  seeks 

geographic  full  time  position  as  director  of  ICU- 
CCU.  Board  certified.  Military  obligation  completed. 
Curriculum  vitae  available.  Prefer  south  or  central 
Florida.  Send  full  particulars.  Write  C-957,  P.  O.  Box 
2411,  Jacksonville,  Florida  32203. 

LOCATION  OR  ASSOCIATION  DESIRED: 
Florida  intern  desires  association,  group  practice,  or 
location  for  solo  practice  in  Florida.  VVrite  Larry  E. 
Stevens,  M.D.,  209  S.  Hubert,  Tampa,  Florida  33609. 


GENER.AL  SURGEON:  Board  qualified,  Florida 

license,  39  years  old,  seeking  practice  in  Florida;  group, 
partner  or  solo.  Experience  in  chest  and  vascular, 
orthopedic,  gyn.  Write  C-9S8,  P.  O.  Box  2411,  Jack- 
sonville, Florida  32203. 

GENER.AL  SURGEON:  Florida  license,  age  34, 

board  eligible,  military  obligation  completed.  Desires 
Flo  ida  location  in  association  or  group  practice.  Write 
C-960,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 

INTERNIST-CARDIOLOGIST,  board  certified, 
age  37,  recently  licensed  in  Florida  desires  association 
with  another  internist  or  group.  Write  C-963,  P.  O. 
Box  2411,  Jacksonville,  Florida  32203. 


practices  available 

FOR  SALE:  Well  established  internal  medicine 

practice  and  office  building  in  excellent  location  in 
North  Miami.  Facilities  adequate  for  one  or  more 
physicians.  Write  11015  N.E.  8th  Ct.,  Miami,  Fla. 
33161. 

GENER.AL  PR.ACTICE:  Lucrative  cash  practice, 

Miami,  Florida.  Grossing  $100,000  in  1969,  working 
only  lYz  days  weekly.  No  nights,  no  weekends.  Can 
be  greatly  developed.  Will  introduce.  Write  C-959, 
P.  O.  Box  2411,  Jacksonville,  Florida  32203. 


real  estate 

LARGE  CONDOMINIUM  on  Biscayne  Boulevard, 
North  Miami  Beach  has  available  for  lease  and  im- 
mediate occupancy,  fully  equipped  modern  medical 
building  suitable  for  group  practice.  Equipment  in- 
cludes x-ray  department,  laboratory,  fully  furnished 
offices,  consultation  rooms,  waiting  room,  ample  park- 
ing facilities.  Building  located  in  area  of  thousands  of 
condominiums,  built  and  under  construction.  Potential 
unlimited.  Room  for  expansion.  Rent  reasonable. 
Phone  (305)  949-8141,  or  write  Point  East  Condomin- 
ium, 2895  Point  East  Drive,  Miami,  Florida  33160. 

EXCELLENT  OFFICE  SPACE  .AVAILABLE:  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 

EXCELLENT  OFFICE  SPACE  .AVAILABLE, 
across  from  a 400-bed  hospital.  For  information  con- 
tact Dr.  Richard  D.  Field,  460  First  St.  N.,  Winter 
Haven,  Florida  33880,  or  call  293-2183. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Physician  Placement 
Service,  P.  0.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 
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Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  tlierapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M D.  (3)  Charles  W.  Neville,  Jr.,  MD. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 


Florida  Medical  Association  Officers  and  Council  Chairmen 


Officers 


James  T.  Cook  Jr.,  MD.,  Marianna,  President 

Floyd  K.  Hurt,  M.D.,  Jacksonville,  President-Elea 

Richard  C.  Dever,  M.D.,  Miami,  Vice  President 

Charles  K.  Donegan,  M.D.,  St.  Petersburg,  Speaker  of  the  House 

Franklin  J.  Evans,  M.D.,  Coral  Gables,  Vice  Speaker 

James  W.  Walker,  M.D.,  Jacksonville,  Secretary-Treasurer 

Henry  J.  Babers  Jr.,  M D.,  Gainesville,  Immediate  Past  President 

W.  H.^rold  Parham,  Jacksonville,  Executive  Vice  President 


Chairmen 


William  J.  Hutchison,  M.D.,  Tallahassee,  Allied  Professions  and  Vocations 
John  J.  Cheleden,  M.D.,  Daytona  Beach,  Judicial 

Joseph  C.  Von  Thron,  M.D.,  Cocoa  Beach,  Legislation  and  Public  Agencies 

Jack  A.  MaCris,  M.D.,  St.  Petersburg,  Medical  Economics 

Thomas  B.  Thames,  M.D.,  Orlando,  Medical  Services 

Richard  C.  Dever,  M.D.,  Miami,  Scientific  Activities 

W.  Dean  Steward,  M.D.,  Orlando,  Special  Activities 

Joseph  G.  Matthews,  M.D.,  Orlando,  Specialty  Medicine 

Frank  L.  Creel,  M.D.,  Pensacola,  Voluntary  Health  Agencies 


Next  Annual  Meeting:  May  5-9,  1971,  Miami  Beach 
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anxiety: 
the  tyrant 


UBRARY 


NOV  1 6 19“^ 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


NEW  YORK  ACADEW 

QE  MEDICINE 


for  the  patient 
ruled  by  anxiety 

Librium" 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 

: 1: 1 Iqp,.  suicidal  ten- 

it  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported* 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- ! 
ally  observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction,-  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
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Your 

South  Pacific  fldventure 

oujoits  you. 


We  leave  on  March  27,  1971  from  Miami  and  Tampa 


Join  us  for  two  sun-filled  weeks  in  the  South 
Pacific  lands  of  New  Zealand,  Australia  and 
Tahiti. 

The  cost?  Just  $998  complete. 

Our  trip  to  the  lands  “Down  Under”  includes 
Pan  Am  jet  flights,  first  class  hotels,  two  meals 
a day  plus  a host  of  many  extras  to  make  your 
adventure  unforgettable! 

NEW  ZEALAND  — Auckland’s  lavish  gardens 
. . . the  volcanic  geysers  of  Rotorua  . . . Waitemata 
Harbor  and  the  Tasman  Sea  . . . the  friendly 
Maoris  and  their  fascinating  villages. 

AUSTRALIA — Sophisticated  Sydney  . . . the 
magnificent  new  opera  house  . . . the  harbor 
bridge  . . . koala  bears,  kangaroos  . . . rugged 
mountains  and  superb  surfing  beaches. 

TAHITI  — Exotic  Papeete  . . . lush  tropical  par- 
adise . . . gentle,  life-loving  Tahitians  . . . white 
sand  beaches  and  crystal  waters. 


Space  on  our  South  Pacific  Adventure  is  strictly 
limited.  To  confirm  your  reservation,  return 
the  coupon  today. 


SEND  TO: 

Dade  County  Medical  Association 
2 S.  E.  13th  Street 
Miami,  Florida  33131 

Enclosed  is  my  check  tor  S 


($100  per  person  as  deposit) 


NAME. 


ADDRESS- 
CITY 


STATE- 
ZIP 


-PHONE- 
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TABLETS  & 

GRANULES 


■ to  help  restore 
and  stabilize 
the  intestinal  flora 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances’^,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.2.3.4,5,6 


■ for  fever  blisters 
and  canker  sores  of 
herpetic  origin 


Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  hulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


( #LX06 ) 


Baltimore,  Maryland  21201 


References: 

(1)  Siver,  R.  H.:  CMD,  21:109,  September  1954.  (2)  Frykman,  H.  H.:  Minn.  Med.,  38:19-27,  January  1955.  (3) 
McGivney,  J.:  Tex.  State  Jour.  Med.,  51:16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac., 
15:15-16,  October  1965.  (5)  Weekes,  D.  J.:  NY  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Ellis,  S.  and 
Spratt,  J.  S.:  JOUR.  AMER.  GER.  SOC.,  18:410-415,  May  1970. 


A urinary  tract 
infection  was 
eliminated  last  week 


For  women  who  are  diabetic  or  debilitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 


Intestinal  monilial  overgrowth 

has  appeared 
this  week 


When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungal  effectiveness 
of  nystatin -it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesnl  let  monilia  begin 
where  bacteria  end. 
Declostatin’300 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN  * Demethylchlortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracycl  ines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skm  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 
All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes:  a rare  case  of  exfoliative 
dermatitis  has  been  reported  Photosensitivity,  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company.  Pearl  River.  New  York 
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DECEMBER  COVER — In  keeping  with  the  season,  the  editorial  staff,  in  consultation  with  our  artist,  Mr. 
Bill  Brinkworth,  devised  the  cover  to  remind  us  that  our  present  day  search  for  peace  is  at  least  2,000 
years  old  and  probably  much  older,  and  to  wish  each  member  of  the  Florida  Medical  Association  a very 
Merry  Christmas. — Ed. 
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Peer  Review 


Let’s  talk  about  something  current — peer  review. 

First  of  all,  there  is  no  question  in  my  mind  that  the  Medicare/Medicaid  system  is  going  to 
need  some  tall  policing.  The  relatively  few  cases  already  processed  by  the  state  Peer  Review  Com- 
mittee have  proven  that.  On  the  other  hand,  I still  believe  over  90%  of  doctors  are  honest — prob- 
ably 99%.  The  peer  review  mechanism,  once  we  have  all  learned  the  ground  rules  and  do  our  paper 
work  correctly,  will  be  necessary  only  for  the  select  few  whose  practice  characteristics  make  them 
objects  of  suspicion. 

I don’t  like  the  idea,  however,  of  FMA  being  an  agent  of  the  government  to  perform  review 
of  a doctor’s  practice.  It  goes  against  the  grain.  I know  of  some  who  are  strongly  criticizing  FMA  and 
AMA  for  even  considering  taking  on  this  task.  I believe  their  attitude  basically  is  that  “Congress  set 
up  these  socialistic  schemes — let  Congress  police  them.”  Frankly,  that  was  my  own  idea  at  the  begin- 
ning. But  it  won’t  work.  If  SS.\  tries  to  police  Medicare  without  our  help,  the  policing  will  be  done 
either  by  nonphysicians  or  by  nonpracticing  physicians.  Neither  of  these  are  our  peers,  and  neither 
can  p>erform  the  work  properly.  You  and  I both  know  there  would  be  a great  howl  of  protest  should  we 
be  criticized  by  other  than  our  peers.  As  it  is,  we  hear  screams  when,  for  instance,  general  surgeons 
check  a neurosurgeon.  How  much  louder  they  would  be  if  a record  clerk,  a lawyer,  or  even  a Public 
Health  doctor,  were  given  authority  to  do  what  our  peer  review  committees  are  doing. 

So,  we  wouldn’t  like  it  that  way;  what’s  the  alternative?  I know  of  but  one:  We  must  do  the 
job  ourselves.  If  we  don’t  it  will  be  done  for  (to?)  us.  At  least,  by  doing  it  ourselves,  we  can  be 
reasonable  and  have  a good  appeal  mechanism. 

What  worries  me  most  is  the  misinformation  some  people  have.  The  AMA  and  the  FMA  strongly 
oppose  Peer  Review  organizations  as  proposed  by  the  so-called  Bennett  Amendment,  evidenced  by 
the  recent  AM.\  testimony  before  the  Senate  Finance  Committee  on  this  subject.  A recent  flier  from 
the  .American  Hospital  Association  apparently  confused  a lot  of  doctors. 

My  present  feeling  is  that  if  Congress  will  give  us  a decent  law  to  work  with,  we  can  do  our  part 
of  the  job.  As  you  know.  Congress  hasn’t  even  worked  out  its  own  part. 

This  thing  of  changing  us  from  doctors  to  vendors  sure  is  a headache. 
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The  concert  was  just  underway, 
When  to  the  conductor's  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear. 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  thap  just  a simple  kaolin-pectin 
M combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
H GI  hypermotility  and  help  relieve  the  distressing  discomforts 
H which  so  often  accompany  diarrhea.  Certainly  it's  less 

expensive  and  more  convenient  than  taking  two  medications. 
And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains;  Kaolin|6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.  ;fAtropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0§65  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol, 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 
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clear  the  tract 
with  the 


Robitussin  line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmors  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  "flu" 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  "coughs  on  the  go" 

Cough  Calmcrs" 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin"  “Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 


Robitussin- 

extra 

benefit 

chart 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 


Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 


ROBITUSSIN® 

ROBITUSSIN  A-C® 

ROBITUSSIN-DM® 

ROBITUSSIN-PE® 

COUGH  CALMERS™  f 

I o 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


AH-DOBINS 


STAM AS  . . Fleet  of  Quality 

For  brochures  and  nearest  dealers  VM^ite  Stamas  Boats,  Inc.,  Tarpon  Springs,  Florida  33589 


When  other  builders 
start  building  boats  our  way 
there  may  be  other  boats 
just  as  good 
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gives  me  the  tools 
that  save  lives." 
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A family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I look  back  at. some  of  my 
old  records,  I'm  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  '40’s  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we’ve  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles.show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicinals 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that’s  what 
really  counts. 

Another  point  of  view  . . . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 


This  advertisement  has  been  reaching  consumers  thru  THE  ATLANTIC,  FAMILY 
HEALTH,  HARPER’S  MAGAZINE,  NEWSWEEK,  SATURDAY  REVIEW,  TIME  and 

U.S.  NEWS  & WORLD  REPORT. 


Roche 

announces 


Efudex* 


II22/6S — Treatment  with  5%  5-FU 
cream  commences.  Patient  K.L.  showing 
widespread  but  mild  solar  keratoses  (also 
known  as  actinic  keratoses). 


(fluorouracil) 

cream/4olution 


for  the  treatment 
of  solar/actinic  keratoses... 

a topical  alternative 
to  conventional  therapy 


Fluorouracil— the  Roche  contribution 

In  1962,  Roche  Laboratories  introduced  Fluorouracil 
Roche®  (5-fluorouracil).  Early  clinical  work  with  this 
drug  suggested  that  it  possessed  a selective  cytotoxic 
activity  when  applied  topically  to  certain  kinds  of 
lesions.  Based  on  this  work  and  years  of  clinical  trials, 
a standardized  form  of  topical  fluorouracil  can  now  be 
recommended  for  treatment  of  multiple  solar  or  actinic 
keratoses. 


Efudex' (fluorouracil)—  a new 
alternative  to  conventional  therapy 

Efudex  presents  the  physician  with  a topical  alternative 
to  surgery  in  the  treatment  of  solar  or  actinic  keratoses. 

It  is  effective,  comparatively  inexpensive  and  especially 
well-suited  for  treatment  of  multiple  lesions.  Important, 
too,  is  the  highly  desirable  cosmetic  result.  Clinical 
experience  demonstrates  that  treatment  with  Efudex 
results  in  an  extremely  low  incidence  of  scarring.* 

Highly  effective  on  first  and 
later  applications 

In  clinical  trials,  depending  on  the  dosage  form  and 
strength  used,  complete  involution  occurred  in  77  to  88 
per  cent  of  lesions  following  treatment.  The  rate  of 
recurrence  was  low,  ranging  from  1.7  to  5.6  per  cent 
up  to  a year  after  completion  of  therapy.  When  lesions 
did  recur  or  new  ones  appeared,  repeated  courses  of 
Efudex  therapy  proved  effective.* 


8 — After  11  days  of  treatment, 
ema  is  seen  at  site  of  keratoses.  In 
on,  numerous  lesions  not  apparent 
to  therapy  have  become  manifest 
arply  defined  reactions.  Intervening 
also  treated,  shows  no  response  to 

py- 

'69  — One  year  after  cessation  of 
py.  Skin  appears  clear  with  no  evi- 
; of  scarring.  Examination  reveals 
)f  recurrence  or  the  formation  of 
esions. 


Predictable  sequence  of 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course  of  Efudex 
therapy.  The  response  is  usually  characteristic  and 
predictable.  After  three  or  four  days  of  treatment, 
erythema  begins  to  appear  in  the  area  of  the  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks 
of  discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  to  three 
months  before  gradually  receding. 

Selective— with  a high  degree 
of  safety 

Despite  the  temporary  unsightliness  and  discomfort  of 
the  inflammatory  episode,  Efudex  is,  in  general,  more 
readily  tolerated  than  surgery.  Clinical  work  shows  the 
intense  inflammatory  response  to  be  limited  to  the  area  of 
the  lesion.  Normal  skin  is  not  similarly  affected.  Another 
measure  of  Efudex  safety:  systemic  absorption  of  topical 
fluorouracil  was  insignificant,  indicating  a low  risk  of 
systemic  toxicity.* 

Iwo  strengths— two  convenient 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or  as  a 5% 
cream.  It  is  applied  twice  daily  by  the  patient  with 
a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  there  are  two 
important  considerations.  First,  please  consult  the 
complete  prescribing  information  for  precautions, 
warnings  and  adverse  reactions.  Second,  advise  the 
patient  that  treated  lesions  should  respond  with  the 
characteristic  but  transient  inflammation.  A positive 
sign  that  Efudex  is  working  for  them. 

*Data  on  file,  Hoffmann -La  Roche  Inc.,  Nutley,  New  Jersey. 

2%  and  5%  Solutions,-  5%  Cream 
Applied  twice  daily— resolves 
solar  or  actinic  keratoses. 

new 

® 

(fluorouracil) 

cream/solution 


For  full  prescribing  information,  please  see  the  following  page. 


Roche 

introduces 


(fluorouracil) 
cream/solution 
the  new  standardized  topical 
for  solar/actinic  keratoses 


Description:  Efudex  solutions  and  cream  are  topical  preparations 
containing  the  fluorinated  pyrimidine  5-fluorouracil,  an 
antineoplastic  antimetabolite. 

Efudex  Solution  consists  of  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,  tris- 
(hydroxymethyl)  aminomethane,  hydroxypropyl  cellulose, 
parabens  (methyl  and  propyl)  and  disodium  edetate. 

Efudex  Cream  contains  5%  fluorouracil  in  a vanishing  cream 
base  consisting  of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl  and  propyl). 

Actions:  There  is  evidence  that  the  metabolism  of  fluorouracil  in 
the  anabolic  pathway  blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic  acid.  In  this  fashion  fluorouracil 
interferes  with  the  synthesis  of  deoxyribonucleic  acid  (DNA) 
and  to  a lesser  extent  inhibits  the  formation  of  ribonucleic 
acid  (RNA).  Since  DNA  and  RNA  are  essential  for  cell 
division  and  growth,  the  effect  of  fluorouracil  may  be  to  create 
a thymine  deficiency  which  provokes  unbalanced  growth  and 
death  of  the  cell.  The  effects  of  DNA  and  RNA  deprivation  are 
most  marked  on  those  cells  which  grow  more  rapidly  and  which 
take  up  fluorouracil  at  a more  rapid  pace.  The  catabolic  metabolism 
of  fluorouracil  results  in  degradative  products  (e.g.,  CO2,  urea, 
a-fluoro-;8-alanine)  which  are  inactive. 

Studies  in  man  with  topical  application  of  “C-labeled  Efudex 
demonstrated  insignificant  absorption  as  measured  by  “C  content 
of  plasma,  urine  and  respiratory  CO2. 

Indications:  Efudex  is  recommended  for  the  topical  treatment  of 
multiple  actinic  or  solar  keratoses. 

Contraindications:  Efudex  is  contraindicated  in  patients  with 
known  hypersensitivity  to  any  of  its  components. 

Warnings:  If  an  occlusive  dressing  is  used,  there  may  be  an 
increase  in  the  incidence  of  inflammatory  reactions  in  the 
adjacent  normal  skin. 

Prolonged  exposure  to  ultraviolet  rays  should  be  avoided  while 
under  treatment  with  Efudex  because  the  intensity  of  the  reaction 
may  be  increased. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  has  not  been 
established. 

Precautions:  If  Efudex  is  applied  with  the  fingers,  the  hands  should 
be  washed  immediately  afterward.  Efudex  should  be  applied  with 
care  near  the  eyes,  nose  and  mouth.  To  rule  out  the  presence  of  a 
frank  neoplasm,  a biopsy  should  be  made  of  those  areas  failing  to 
respond  to  treatment  or  recurring  after  treatment. 

Adverse  Reactions:  The  most  frequently  encountered  local 


reactions  were  pain,  pruritus,  hyperpigmentation  and  burning 
the  site  of  application.  Other  local  reactions  included  dermatit 
scarring,  soreness  and  tenderness. 

Also  reported  were  insomnia,  stomatitis,  suppuration,  scalin 
swelling,  irritability,  medicinal  taste,  photosensitivity  and 
lacrimation. 

Laboratory  abnormalities  reported  were  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Efudex  should  be  applied  twice  da 
with  a nonmetal  applicator  or  suitable  glove  in  an  amount  of  th 
solution  or  cream  sufficient  to  cover  the  lesion.  When  Efudex  is 
applied  to  a lesion,  a response  occurs  with  the  following  sequen 
erythema,  usually  followed  by  vesiculation,  erosion,  ulceration, 
necrosis  and  epithelization.  The  lower  frequency  and  intensity 
activity  in  adjacent  normal  skin  indicate  a selective  cytotoxic 
property.  Medication  should  be  continued  until  the  inflammatory 
reaction  reaches  the  erosion,  necrosis  and  ulceration  stage,  at 
which  time  use  of  the  drug  should  be  terminated.  The  usual 
duration  of  therapy  is  from  2 to  4 weeks.  Complete  healing  of  the 
lesion  may  not  be  evident  for  1 to  2 months  following  cessation  0 
Efudex  therapy. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers— containi 
2%  or  5%  fluorouracil  on  a weight/weight  basis,  compounded 
with  propylene  glycol,  tris(hydroxymethyl)aminomethane, 
hydroxypropyl  cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Efudex  Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a 
vanishing  cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl). 

Clinical  Studies:  The  effectiveness  of  the  three  preparations  as 
determined  by  complete  involution  of  solar  keratoses  was: 

2%  Solution,  77%  of  282  lesions;  5%  Solution,  88%  of  202 
lesions;  and  5%  Cream,  85%  of  189  lesions.  In  those  lesions  wher 
complete  involution  followed  treatment,  the  rate  of  possible 
recurrences  observed  clinically  at  periods  up  to  12  months  or  mon 
was : 2%  Solution,  4.6%  of  218  lesions;  5%  Solution,  1.7%  of  177 
lesions;  and  5%  Cream,  5.6%  of  160  lesions.  Because  of  the  toxic 
potential  of  fluorouracil,  some  physicians  preferred  to  use  the  2% 
solution  when  large  areas  were  to  be  treated.  Approximately  30% 
of  the  lesions  required  treatment  for  two  weeks  or  less; 
approximately  78%  required  four  weeks  or  less  for  adequate 
treatment. 


Roche 

LABORATORIES 


Division  of  HoMmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


SUSEMNED 
REIEASE 
VITAMIN  C 


CEVI-UD 

500  mg.  capsules  maintain  optimal  levels 
around-the-clock  on  b.i.d.  dosage 

When  Vitamin  C is  taken  in  ordinary  tablet  form, 
the  rise  in  blood  levels  is  rapid,  but  Vitamin  C is 
as  rapidly  excreted  and  blood  levels  drop  ac- 
cordingly. 

In  CEVI-BID,  medication  is  released  at  a smooth, 
continuous,  predictable  rate  dependent  only 
upon  the  presence  of  fluid  in  the  G.l.  tract  and 
independent  of  pH  or  other  variables. 

CEVI-BID  maintains  optimal  blood  levels  of 
Vitamin  C,  and  avoids  “peak  and  valley”  ef- 
fects of  ordinary  Vitamin  C tablets. 

Samples  on  Request 

GERIATRIC  Pharmaceutical  Corporation 

Floral  Park,  New  York  11 001 
Pioneers  in  Geriatric  Research 


Developers  and  suppliers  of  GER-O-FOAM  • GAYSAL  • TESTAND-B 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


When  mixed  as  directed, 
each  5 cc.  will  contain  erythromycin 
estolate  equivalent  to  125  mg. 
erythromycin  base. 


weii 


^ When  mixed  as 
W directed,  each  cc. 

will  contain 
erythromycin  estolate 
equivalent  to  100  mg. 
erythromycin  base. 


Each  5 cc.  contain 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  tablet  contains 
erythromycin  estolate 
equivalent  to  125  mg, 
erythromycin  base. 


The  many 
forms 
of  llosone"^ 

Erythromycin  Estolate 


Each  Pulvule*  contains 
erythromycin  estolate 
equivalent  to  125  mg. 
erythromycin  base. 


Each  Pulvule  contains 
erythromycin  estolate 
equivalent  to  250  mg. 
erythromycin  base. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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The  Medical  School-Community  Hospital 
Teaching  Program 

Willis  R.  Keene,  M.D.  anu  Leighton  K.  Cluef,  M L). 


In  January  1970  the  Board  of  Regents  of  the 
State  University  System  accepted  the  Jacksonville 
Hospitals  Educational  Programs  (JHEP)  as  a di- 
vision of  the  J.  Hillis  Miller  Health  Center  of  the 
University  of  Florida.  Administrative  avenues 
were  thereby  created  for  the  development  of  Uni- 
versity of  Florida  affiliated  health  educational 
programs  in  Jacksonville.  The  College  of  Medi- 
cine appointed  an  Assistant  Dean  for  these  pro- 
grams and  full  time  chairmen  for  the  JHEP  De- 
partments of  Medicine,  Surgery,  Pediatrics,  and 
Obstetrics-Gynecology,  located  at  the  Duval  Medi- 
cal Center,* *  to  facilitate  and  serve  as  the  hub 
of  the  educational  programs. 

Full  time  faculty  at  the  Duval  Medical  Center 
have  academic  appointments  at  the  College  of 
Medicine  and  physicians  who  practice  in  Jack- 
sonville and  participate  in  the  teaching  programs 
have  been  and  will  be  appointed  tO'  the  clinical 
faculty  of  the  College  of  IMedicine. 

The  College’s  Department  of  Medicine  pro- 
ceeded with  development  of  an  administrative 
organization  which  established  a division  of  the 
department  in  Jacksonville.  Equal  membership 
from  the  faculties  in  Gainesville  and  Jacksonville 
constitute  the  division’s  executive  committee, 
whose  primary  function  is  establishment  of  policy. 


Dr.  Keene  is  Associate  Professor  and  Chairman  of  the  Jack- 
sonville Division,  and  Dr.  Cluff  is  Professor  and  Chairman, 
Department  of  Medicine,  University  of  Florida  College  of 
Medicine,  Gainesville. 

*The  new  500-bed  hospital  and  clinics  now  under  construction 
has  been  designated  the  University  Hospital  of  Jacksonville. 


Though  the  division  functions  somewhat  inde- 
pendently, it  is  under  the  general  supervision  of 
Dr.  Leighton  E.  Cluff,  Professor  and  Chairman 
of  the  Department  of  Medicine  at  the  University 
of  Florida,  Gainesville. 

Subspecialty  divisions  of  medicine  in  Jack- 
sonville complement  the  subspecialty  structure 
in  Gainesville  and  subspecialty  chiefs  were  ap- 
pointed in  both  locations.  Educational  programs 
are  developed  jointly  by  the  various  pairs  of 
chiefs  under  the  general  supervision  of  the  de- 
partment chairman  in  Gainesville  and  the  Chief 
of  Medicine  at  the  Duval  Medical  Center. 

Though  the  programs  in  medicine  are  based 
at  the  Duval  Medical  Center,  interns  and  resi- 
dents may  elect  general  medical  and  subspecialty 
experience  in  Gainesville  and  at  other  hospitals  in 
Jacksonville  where  St.  Luke’s,  Methodist,  Memo- 
rial, Riverside,  Baptist  Memorial  and  St.  \'incent’s 
Hospitals  have  developed  and  are  developing 
programs  for  housestaff  and  medical  students. 
Planning  is  underway  for  a Family  Practice  resi- 
dency at  St.  Vincent’s  in  cooperation  with  the 
Departments  of  Pediatrics  and  Psychiatry. 

The  primary  mission  of  the  University  of  Flor- 
ida College  of  Medicine  is  to  provide  undergradu- 
ate, graduate  and  postgraduate  education  and 
training  of  physicians  who  will  serve  the  health 
needs  of  the  State  of  Florida.  The  Department 
of  Medicine  has  a special  interest  in  and  respon- 
sibility to  develop  and  support  programs  in  medi- 
cine which  will  provide  primary  physicians.  We 
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feel  this  objective  will  not  be  fulfilled  unless  the 
student  has  an  opportunity  to  learn  from  and 
work  with  practicing  physicians.  To  assure  their 
continued  participation  in  the  activities  of  the 
Jacksonville  division,  a practicing  internist  serves 
as  associate  chairman.  Three  members  of  the 
executive  committee  are  practicing  internists. 

At  present  there  are  four  full  time  members 
of  the  Department  of  Medicine  faculty  in  Jack- 
sonville, and  it  is  anticipated  that  several  addi- 
tional full  time  physicians  will  be  needed,  but  the 
practicing  physician  will  continue  to  provide  the 
major  portion  of  the  faculty  time  required  to 
support  a growing  teaching  program. 

We  are  grateful  to  the  editors  for  permitting 


us  to  introduce  the  Jacksonville  division  of  the 
Department  of  Medicine  in  this  issue  of  the 
Journal.  With  continued  cooperation  among  the 
Jacksonville  internists  and  the  full  time  medi- 
cal school  faculty,  there  is  no  doubt  that  the  di- 
vision will  succeed  and  will  become  a model  for 
other  medical  school-community  hospital  pro- 
grams. 

y Dr.  Keene,  2000  Jefferson  Street,  Jacksonville 
32201. 
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American  Medical  Communications  and  Electronics  Network 

To  meet  national  expectations  and  fulfill  the  need  for  medical  care  today,  physicians  must 
maximize  their  time  and  efforts.  Many  innovations  developing  in  the  communications  and  elec- 
tronics industries,  if  properly  applied,  could  provide  the  physician  with  useful  efficient  services. 

The  American  Medical  Communications  and  Electronics  Network,  Inc.  (AMCEN)  a nonprofit 
corporation,  has  been  formed  to  marshall  the  best  from  industry  to  serve  the  physician  in  his  de- 
livery of  medical  care.  AMCEN  is  a vehicle  to  bring  services  to  the  physician  in  the  most  efficient 
economical  manner  in  cooperation  with  medical  associations. 

AMCEN  plans  participating  with  industry,  professional  associations,  regional  medical  programs 
and  others  to  develop  innovations  of  value  to  the  physician  and  will  provide  a legal  entity  with  execu- 
tive ability  to  contract  with  private  enterprise  for  self-supporting  services,  coordinating  their  delivery 
to  the  physicians. 

■\MCEN  is  cooperating  with  Florida  Regional  Medical  Programs  under  a contract  with  the 
Mead  Johnson  Corporation  in  providing  comj.mter-aided  diagnostic  services  to  the  physicians  of 
Florida  for  both  pediatric  and  adult  medical  problems  that  may  confront  them. 

This  service  became  available  October  1 to  all  practicing  physicians  in  Florida.  By  dialing  the 
number  of  a toll  free  WATS  line  and  stating  the  details  of  their  patient’s  problem  (which  will  be 
transmitted  to  the  computer  in  Philadelphia),  the  physician  will  receive  an  immediate  verbal  report 
and  a hard  copy  through  the  mail  overnight.  The  nonprofit  cost  of  the  services  will  be  the  only 
charge  to  the  physician.  The  number  to  call  is:  (800)282-6631. 
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Tobacco  Cropper’s  Sickness 

Richard  Weizenecker,  M.D.  and  William  B.  Deal,  M.D. 


In  January  1969  the  Department  of  Medicine 
at  the  University  of  Florida  College  of  iVIedicine 
and  the  people  of  Lafayette  County,  Florida, 
established  a Health  Clinic  in  IMayo  to  serve  the 
outpatient  medical  needs  of  the  county  with  a 
population  of  2,800.  In  July  and  August  1969, 
tobacco  harvesting  time,  numerous  patients  were 
seen  at  the  Clinic  with  a chief  complaint  of  “to- 
bacco poisoning”  or  “tobacco  sickness.”  Little 
was  known  about  this  illness  by  patients,  and 
nothing  was  found  in  the  medical  literature.  Fur- 
ther inquiry  revealed  that,  indeed,  most  of  the  lay 
public  in  this  north  central  Florida  area  knew 
of  this  entity.  Several  physicians  in  nearby 
counties  also  had  treated  patients  in  the  past  with 
the  same  chief  complaint.  To  more  clearly  define 
this  illness,  clinical  and  epidemiologic  studies  were 
initiated.  This  is  a preliminary  report  of  our 
observations. 

Methods 

The  files  of  the  Lafayette  County  Health  Cen- 
ter were  searched  for  all  patients  with  a chief 
complaint  of  “tobacco  sickness”  or  “tobacco  ill- 
ness.” These  patients  were  asked  to  complete 
a questionnaire  and  to  send  anyone  else  to  the 
Center  whom  they  knew  had  had  this  syndrome. 
They  also  were  asked  to  complete  the  question- 
naire. A total  of  68  people  completed  question- 
naires with  assistance  of  the  nursing  staff  at  the 
Center. 

Results 

The  age  range  of  patients  was  nine  to  76  year.^ 
with  a distribution  which  approximated  the  age  of 
croppers  generally.  Most  tobacco  croppers  are 
males  which  led  to  a marked  male  predominance 
among  those  with  the  illness;  however,  occasional 
cases  were  seen  in  women. 

Many  patients  reported  having  the  illness  on 
several  occasions  within  the  past  five  years  but 
one  patient  reported  episodes  occurring  on  numer- 
ous occasions  over  the  past  65  years.  Fourteen 
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patients  had  symptoms  before  1950.  The  age  of 
on.set  of  symptoms  correlated  well  with  the  age 
of  tobacco  croppers,  most  of  whom  were  in  the 
second  decade  of  life. 

Symptoms  occurred  in  56  (82%)  patients 
while  cropping  tobacco  wet  with  dew  or  rain  and 
usually  developed  within  one  hour  after  beginning 
work.  Cigarette  smokers,  nonsmokers  and  snuff 
users  reported  episodes  of  symptoms,  though  there 
was  a predominance  (80%)  of  nonsmokers.  No 
detailed  genetic  data  are  available  but  there  was 
no  obvious  familial  predisposition. 

Discussion 

“Cropping  tobacco”  consists  of  pulling  and 
twisting  loose  the  green  leaves  from  the  plant  and 
collecting  them  in  large  bundles  held  underneath 
the  arm  against  the  body.  Croppers  work  bent 
over  in  such  a way  that  they  can  hold  approxi- 
mately the  contents  of  a bushel  basket  between 
theT  arm,  the  side  of  their  body  and  the  outer 
surface  of  the  thigh.  Cropping  begins  in  the  early 
morning  when  the  tender  green  tobacco  is  wet 
with  dew.  Minimal  trauma  to  the  leaves  causes 
them  to  weep  a gummy  sap  which  stains  the  crop- 
pers’ hands  and  clothing.  The  croppers’  clothing 
usually  is  wet  from  dew  or  perspiration  which 
may  facilitate  penetration  of  his  clothing  by  to- 
bacco sap. 

Cropped  tobacco  leaves  are  loaded  into  sleds 
and  transported  to  tables  where  the  leaves  are 
tied  into  clusters  of  two  or  three  leaves  and  at- 
tached to  small  poles.  Poles  laden  with  green 
tobacco  are  then  placed  into  a well-insulated 
barn  and  “flue  cured.”  “Stringing”  of  tobacco 
onto  poles  is  performed  by  a different  crew  of 
workers,  usually  women,  who  wear  protective 
plastic  aprons  and  gloves  to  avoid  staining  of 
their  hands  and  clothing. 

Tobacco  sickness  occurs  only  in  workers  who 
allow  staining  of  their  skin  by  sap  from  Type  14 
tobacco.  Stringers  and  their  assistants  ordinarily 
do  not  become  ill,  presumably  because  they  wear 
protective  clothing. 

This  illness  is  characterized  initially  by  a feel- 
ing of  generalized  weakness,  followed  by  severe 
nausea  and  protracted  vomiting.  The  period  of 
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nausea  and  vomiting  lasts  approximately  six  hours 
and  subsides  spontaneously.  The  patient  usualh' 
feels  normal  on  the  following  day.  Treatment  with 
either  dimenhydrinate  or  prochlorperazine  pro- 
duces relief  within  one  hour. 

There  is  a sharp  distinction  between  those  peo- 
ple who  become  ill  and  those  who  do  not.  We 
have  arbitrarily  named  these  groups  “reactors” 
and  “nonreactors.”  Reactors  apparently  become 
ill  the  first  time  they  crop  tobacco.  Xonreactors 
never  become  ill  even  when  working  alongside  re- 
actors who  become  violently  ill.  Those  people 
who  perform  tasks  other  than  cropping  tobacco 
in  the  fields  have  not  been  noted  to  have  tobacco 
sickness. 

Tobacco  sickness  does  not  appear  related  to 
intoxication  with  insecticides  since  spraying  is 
discontinued  before  cropping.  Hea\y  rainfall  tends 
to  wash  away  insecticides  and,  more  important, 
the  disease  has  been  known  to  exist  before  insec- 
ticides were  used  on  tobacco. 

\^'e  do  not  believe  that  nicotine  is  the  agent 
responsible  for  tobacco  sickness  since  nicotine 
intoxication  is  manifested  by  nausea  and  salivation 
followed  b}'  abdominal  pain,  vomiting  and  severe 
diarrhea.  This  is  accompanied  by  headache,  diz- 
ziness, hearing  and  \'isual  disturbances  and  mental 
confusion.  Respirator}-  rate  and  blood  presbine 
increase  and  the  pupils  constrict  and  then  dilate. 
In  acute,  severe  intoxication,  con\-ulsions  are  fol- 
lowed by  cardiovascular  collapse  and  death. 
Among  patients  with  tobacco  sickness  treated  at 
Lafayette  County  Health  Center,  we  have  never 


seen  a single  instance  of  increased  salivation, 
visual  or  auditory  disturbances,  mental  confusion, 
con\-ulsions  or  death.  Only  two  cases  of  diarrhea 
have  been  reported. 

We  believe  that  the  emetic  substance  respon- 
sible for  tobacco  sickness  is  in  the  gum  exudated 
from  the  leaves  of  wet  T}pe  14  tobacco.  Absorp- 
tion through  the  skin  of  reactors  produces  weak- 
ness, nausea,  vomiting,  and  other  svTnptoms  of 
the  illness.  Tobacco  contains  p}Tidine,  nitrogenous 
bases,  volatile  acids  and  phenols  such  as  acrolein 
furfural  acid.  It  is  presumed  that  these  or  other 
unidentified  materials  are  absorbed  through  the 
skin  and  produce  the  s}-mptoms  described.  To- 
bacco croppers  who  are  known  reactors  can  pre- 
vent illness  by  the  use  of  protective  aprons  and 
gloves. 

Summar) 

.An  illness  occurring  among  harvesters  of  Type 
14  tobacco  is  described.  Though  the  illness  is 
common  among  tobacco  farmers  in  north  central 
Florida,  no  previous  reports  have  appeared  in  the 
medical  literature.  The  noxious  material  is  pre- 
sumed to  be  in  green  tobacco  gum  and  to  be 
absorbed  through  the  skin.  Preliminary  obser\'a- 
tions  suggest  individual  susceptibility  and  that 
intoxication  can  be  prevented  by  the  use  of  water- 
proof gloves  and  clothing. 

^ Dr.  Weizenecker,  Department  of  Medicine,  The 
Johns  Hopkins  Hospital,  601  North  Broadway, 
Baltimore,  Maryland  21205. 
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Exaggerated  Delayed  Hypersensitivity  to 
Mosquito  Venom  in  Association  with 
Lymphoproliferative  Disorders 

Jessie  G.  Houston,  M.D.  and  Willis  R.  Keene,  M.D. 


Patients  with  lymphoproliferative  disorders, 
including  lymphocytic  lymphomas,  Hodgkin’s  dis- 
ease, and  chronic  lymphocytic  leukemia  are  known 
to  react  abnormally  to  many  antigens  producing 
delayed  hypersensitivity  responses.  Anergy  often 
occurs  to  such  antigens  as  PPD,  diphtheria  toxoid, 
mumps,  fungal  antigens,  and  others. But,  exag- 
gerated delayed  hypersensitivity  to  mosquito  anti- 
gen in  association  with  chronic  lymphocytic  leu- 
kemia also  has  been  reported.® 

This  report  describes  a case  of  lymphocytic 
lymphoma  aissodated  with  dysproteinemia  and 
markedly  exaggerated  delayed  hypersensitivity  to 
mosquito  venom.  To  our  knowledge  this  phe- 
nomenon has  not  previously  been  reported  in 
association  with  lymphoma. 

Case  Report 

A 41-year-old  Negro  female  was  described  in  Decem- 
ber 1967  as  having  “lymphocytic  lymphoma”  after  biopsy 
of  enlarged,  painless,  cervical  lymph  nodes.  She  was 
treated  with  irradiation  to  neck,  mediastinum  and  axillae 
with  disappearance  of  lymphadenopathy. 

She  continued  well  until  December  1968  when  lympha- 
denopathy recurred  in  the  neck  and  lymph  node  biopsy 
revealed  “reticulum  cell  sarcoma”  with  increased  numbers 
of  plasma  cells.  Bone  marrow  aspiration  showed  involve- 
ment by  reticulum  cells  and  a plasmacytosis  of  30%. 
Protein  electrophoresis  demonstrated  a total  protein  of 
9.8  Gm.%  with  gamma  globulin  of  5.39  Gm.%.  There- 
after, the  patient  was  treated  with  chlorambucil  with 
fair  results.  Nasopharyngeal  involvement  developed  in 
.April  1969  and  responded  well  to  irradiation. 

In  July  1969  lymphadenopathy  recurred  in  the  neck 
again  and  this  increased  over  the  subsequent  two  months 
in  spite  of  chlorambucil  treatment.  Lymph  nodes  also 
enlarged  in  axillary  and  inguinal  regions  and  abdominal 
masses  became  palpable  in  the  periaortic  area.  Concommi- 
tantly  with  the  flare-up  in  her  disease,  the  patient,  who 
previously  had  had  a mild,  immediate  reaction  to  mos- 
quito bites,  developed  a marked  delayed  hypersensitivity 
reaction  to  mosquito  bites  on  the  exposed  areas  of  her  legs. 
Within  12  hours  after  being  bitten,  marked  erythema  and 
swelling  of  up  to  10  cm.  in  diameter  occurred  (Fig.  1), 
and  severe  itching  was  a prominent  feature.  Within  24-48 
hours,  bullae  developed  of  up  to  4 cm.  in  diameter.  These 
gradually  dried  up,  leaving  eschars  which  separated  in  3-4 
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weeks  leaving  residual  hyperpigmented  areas.  So  impos- 
sible was  it  to  avoid  mosquitos,  there  were  always  lesions 
during  the  summer  months  in  various  stages  of  healing 
(Fig.  2).  Histology  of  the  skin  affected  by  a mosquito 
bite  characteristically  shows  intact  epidermis  with  under- 
lying edema  of  the  dermis,  and  perivascular  infiltration 
of  eosinophils  and  lymphocytes  with  some  plasma  cells  and 
occa:ional  histiocytes.  Histology  in  this  patient  three  days 
after  being  bitten  showed  similar  changes  (Fig.  3),  but 
at  six  days  the  changes  had  progressed  to  edema  of  the 
epidermis  with  subepidermal  vesicles  (Fig.  4)  and  necrotiz- 
ing vasculitis  with  the  same  cellular  infiltrate  (Fig.  S). 
This  degree  of  reaction  does  not  normally  occur. 

Because  of  rapidly  progressing  disease  refractory  to 
therapy,  she  was  admitted  to  the  hospital  for  further  study 
in  September  1969. 

Physical  Examination;  She  was  a chronically  ill  Negro 
female  with  obvious  masses  in  her  neck.  Temperature 
was  98.6  F and  blood  pressure  130/76  mm.  Hg.  She  was 
pale  and  there  were  several  firm,  mobile,  nontender,  en- 
larged lymph  nodes,  1-S.S  cm.  in  diameter,  in  both  anterior 
triangles  of  the  neck  and  in  both  axillae  and  groins. 
Liver  and  spleen  were  not  palpable.  The  skin  was  normal 
excepting  below  knees,  which  showed  many  mosquito  bites 
varying  from  swelling  with  bullae  formation  through 


Fig.  1. — Mosquito  bite  lesion  on  knee  at  48  hours. 
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Fig.  3. — Three-day-old  lesion  showing  perivascular  in- 
filtrate of  cells. 


Fig.  4. — Six-day-old  lesion  showing  epidermal  edema 
and  subepidermal  vesicles. 


crusted  lesions  to  hyperpigmented  areas,  as  previously 
mentioned. 

Laboratory  Data:  Hemoglobin  8.7  Gm.%;  hematocrit 

29%;  WBC  2,900;  DiSerential  WBC.:  segmented  neutro- 
phils 47%,  lymphocytes  43%,  monocytes  5%,  eosinophils 
5%;  platelets  154,000;  total  protein  10.5  Gm.%;  albumin 
3.19  Gm.%;  alphai  globulin  0.1  Gm.%,  alpha:  globulin 
0.5  Gm.%,  beta  globulin  0.79  Gm.%,  gamma  globulin  5.9 
Gm.%.  Serum  agarose  electrophoresis  is  shown  in  Figure 
6.*  Direct  Coombs’  test  was  negative. 

During  this  admission  the  patient  had  irradiation  thera- 
py to  her  neck  with  good  response.  Chlorambucil  was 
stopped  because  of  bone  marrow  suppression.  .\s  an  out- 
patient, she  continued  to  have  severe  mosquito  bite  hyper- 
sensiti%dty  until  her  final  admission  to  the  hospital  in 
December  1969.  .^t  this  time  she  had  marked  generalized 
lymphadenopathy  with  increasing  cachexia.  Her  course 
was  rapidly  downhill  and  she  expired  in  January  1970. 

.■\utopsy  showed  malignant  lymphoma  of  undifferen- 
tiated type  involving  lymph  nodes,  spleen,  bone  marrow, 
liver,  kidneys,  heart,  retroperitoneal  space,  omentum, 
mesentery  and  gastric  serosa  (Fig.  7). 

Discussion 

^Mosquito  venom  may  produce  both  immediate 
and  delayed  hj^ersensitivity  reactions.  Repeated 
exposure  usually  results  in  loss  of  the  delayed  hy- 
persensitivity reaction  and  may  produce  sufficient 


Fig.  5. — Six-day-old  lesion  showing  necrotizing  vascul- 
itis and  cellular  infiltrate. 


NORMAL 

PATIENT 


Fig.  6. — Serum  agarose  electrophoresis:  C’a  is  absent  be- 
cause of  storage  of  serum  sample.  Note  diffuse  increase 
in  gamma  globulin.  .Alb  =:  albumin;  Alphai  alphai 
antitrypsin;  Ha  = haptoglobin;  Tf  transferrin;  C’s  = 
complement;  = gamma  globulin. 

*This  studv  was  kindly  made  by  Dr.  Neil  .\bramson.  Harvard 
Medical  School,  Thorndike  Memorial  Laboratory,  Boston  City 
Hospital,  Boston,  Massachusetts. 
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Fig.  7. — Microscopic  appearance  of  lymphoma  cells  from 
retroperitoneal  space. 

desensitization  to  obliterate  the  immediate  reac- 
tion which  is  characterized  by  wheal,  redness,  and 
pruritus.®-'^  Infants,  therefore,  usually  respond 
with  marked  delayed  hypersensitivity  while  adults 
respond  with  either  no  hypersensitivity  or  a mini- 
mal immediate  reaction.  Sudden  development  by 
an  adult  of  exaggerated  delayed  hypersensitivity 
implies  loss  of  acquired  desensitization. 

The  mechanism  of  desensitization  is  not  com- 
pletely understood,  but  it  is  assumed  that  antigen 
binds  to  sensitized  lymphocytes  preventing  further 
antigen-cell  interaction,  which  must  precede  the 
release  from  cells  of  soluble  materials  which  initi- 
ate the  inflammatory  reaction.®-®  Considerable 
evidence  indicates  that  delayed  hypersensitivity  to 
an  antigen  is  mediated  by  a single  clone  of  small 
lymphocytes.  Each  antigen-responsive  clone  rep- 
resents a very  small  fraction  of  total  host  lympho- 
cytes.Desensitization,  therefore,  against  a 
single  antigen  requires  inhibition  of  the  reactivity 
of  a specific  clone  of  small  lymphocytes.  This  is 
of  considerable  interest  since  Weed  has  shown  that 
patients  with  chronic  lymphocytic  leukemia  who 
have  exaggerated  delayed  hypersensitivity  to  mos- 
quito antigen  do  not  manifest  exaggerated  reactiv- 
ity to  other  antigens  capable  of  producing  delayed 
hypersensitivity,  such  as  PPD.®  The  implication 
is  that  delayed  hypersensitivity  to  each  antigen  is 
mediated  by  a separate  clone  of  lymphocytes. 

Loss  of  desensitization  by  patients  with  lym- 
phoproliferative  disorders  might  occur  by  several 
mechanisms:  (a)  modification  of  the  desensitizing 
antigen,  (b)  qualitative  or  quantitative  change  in 


the  antigen-responsive  but  desensitized  clone  of 
cells,  or  (c)  development  of  a new  clone  of  anti- 
gen-responsive cells. 

The  mechanism  of  loss  of  desensitization  and 
the  development  of  exaggerated  delayed  hjqiersen- 
sitivity  by  individuals  with  lymphoproliferative 
disorders  is  conjectural.  It  would  seem  most  rea- 
sonable to  assume  that  rapid  proliferation  of  an 
antigen-responsive  clone  outstrips  the  desensitiz- 
ing capacity  of  available  antigen.  A marked  in- 
crease in  the  total  number  of  reactive  cells  might 
then  lead  to  the  relea.se  of  larger  quantities  of 
soluble  inflammation  producing  materials.  Since 
the  v\q)erreactivity  seems,  on  the  basis  of  Weed’s 
studies,®  to  be  limited  to  one  antigen  only, 
one  clone  of  lymphocytes  is  presumed  to  prolifer- 
ate. This  hypothesis  is  supported  by  the  develop- 
ment of  exaggerated  hypersensitivity  by  our  pa- 
tient during  a phase  of  rapid  tumor  growth. 

Summary 

A case  of  lymphocytic  lymphoma  with  exag- 
gerated delayed  hypersensitivity  to  mosquito 
venom  is  reported.  Loss  of  natural  desensitization 
and  marked  hyperreactivity  developed  during  a 
phase  of  rapid  tumor  growth.  Possible  immuno- 
logic mechanisms  are  reviewed. 
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Intestinal  Tuberculosis 
Mimicking  Carcinoma  of  the  Colon 

Chaiyapon  Couropmitree,  M.D.,  Ronald  M.  Rhatigan,  M.D., 

AND  William  R.  Walklett,  M.D. 


Tuberculosis  of  the  gastrointestinal  tract  is  un- 
common but  not  a rare  disease.  It  should  be  con- 
sidered in  the  differential  diagnosis  of  many  gas- 
trointestinal lesions  as  it  may  simulate  nontuber- 
culous  processes  or  neoplasm.  The  incidence  has 
dramatically  decreased  over  the  past  two  decades 
as  reflected  by  a scarcity  of  recent  case  reports. 
The  case  reported  here  serves  to  emphasize  how 
completely  tuberculous  lesions  of  the  gastrointes- 
tinal tract  may  mimic  neoplasms. 

This  case  also  illustrates  the  problem  in  estab- 
lishing the  correct  diagnosis,  since  clinically  and 
at  laparotomy  the  patient  was  thought  to  have  a 
malignancy  of  the  colon.  The  ultimate  diagnosis 
rests  entirely  on  histologic  evidence. 

Case  Report 

The  patient  was  a 63-year-old  Negro  woman  who  had 
lower  abdominal  pain  for  14  months  with  generalized 
weakness,  an  ill-defined  pelvic  mass,  and  a ten  pound 
weight  loss  in  the  last  three  months.  She  was  admitted 
to  the  hospital  following  a barium  enema  examination 
which  had  revealed  a constricting  lesion  of  the  ascending 
colon  (Figs.  1 & 2). 

She  had  no  past  history  of  pulmonary  tuberculosis. 
She  denied  any  episodes  of  diarrhea,  constipation  or 
bloody  stools. 

On  physical  examination  she  was  afebrile,  had  a blood 
pressure  of  140/80  mm.  Hg.,  was  moderately  emaciated 
and  appeared  chronically  ill  and  lethargic.  There  was  no 
lymphadenopathy  and  the  chest  was  clear  to  auscultation 
and  percussion.  The  heart  appeared  normal.  The  ab- 
domen was  soft  and  flat  with  slight  tenderness  over  the 
right  and  left  lower  quadrants  and  no  organomegaly. 
No  abdominal  mass  was  palpable.  The  pelvic  exmination 
revealed  a very  tender,  ill-defined  mass  in  the  right 
adnexal  region. 

Chest  film  demonstrated  a fine  fibronodular  infiltrate 
extending  into  the  right  apex.  Calcifications  were  present 
in  the  right  hilum. 

The  hemoglobin  was  11  Gm.%,  white  blood  cell  count 
8,800  per  mm^.  Sputum  examinations  and  gastric  wash- 
ings were  negative  for  Mycobacterium  tuberculosnm  on 
several  occasions. 

The  patient  was  thought  to  have  carcinoma  of  the 
ascending  colon  and  five  days  after  admission  an  explora- 
tory laparotomy  was  performed.  An  intrinsic  tumor  was 
found  in  the  ascending  colon  and  adjacent  to  it  were  large 
matted  lymph  nodes.  In  addition,  there  was  “peritoneal 
studding  with  pin-point  tumor  implants.  . . .”  The  liver 
was  thought  also  to  be  involved  by  tumor.  A right  colec- 
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tomy  and  ileotransverse  colostomy  were  performed.  Also 
a 4-6  cm.  cystic  mass  of  the  right  ovary  was  found  and  a 
right  salpingo-oophorectomy  was  done.  When  the  opera- 
tive specimen  was  opened,  ulcerative  masses  were  found 
in  the  distal  ileum  and  in  the  ascending  colon.  The  ileal 
lesion  completely  encircled  the  bowel  and  was  2 cm. 
across.  The  lesion  of  the  ascending  colon  was  6 cm.  distal 
to  the  ileoceal  valve  and  was  2.5  cm.  across  and  nearly 
encircled  the  bowel  wall.  On  cut  section  through  both 
lesions,  there  was  dense,  white,  fibrous-like  tissue.  In  the 
ileum  this  tissue  extended  to,  but  not  through,  the  muscu- 
laris.  In  the  colon  this  tissue  had  destroyed  the  muscularis 
and  extended  into  the  adjacent  fat  (Fig.  3).  Lymph  nodes 
adjacent  to  the  specimen  were  enlarged  and  firm,  and  on 
cut  section  many  of  them  had  areas  of  caseous  necrosis. 

Microscopically,  the  ulcerations  were  made  up  of 
granulomatous  tissue  with  numerous  varying-sized  tuber- 
cles. Generally  these  tubercles  did  not  have  caseous 
necrosis  and  around  them  was  abundant  fibrous  tissue. 
Lymph  nodes  adjacent  to  the  lesion  of  the  colon  had 
numerous  areas  of  caseous  necrosis.  Acid-fast  stains  were 
positive  revealing  many  “beaded”  organisms  (Fig.  4) . Cul- 
tures were  not  obtained.  The  disease  was  characterized  as 
ulcerohypertrophic  tuberculosis  of  ileum  and  ascending 
colon  with  lymph  node  involvement. 

The  cyst  of  the  right  ovary  was  a hydatid  of  Mor- 
gagni cyst. 


Fig.  1. — This  demonstrates  a circumferential  lesion  of 
the  midascending  colon.  Reflux  was  obtained  into  the 
terminal  ileum  which  appeared  normal  at  fluoroscopy. 
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Postoperatively  the  patient  was  placed  on  INH  300 
mg.  per  day,  PAS  12  Gm.  per  day,  and  streptomycin  O.S 
Gm.  IM  daily.  She  did  well  and  regained  her  strength 
and  appetite.  Repeat  chest  film  one  week  later  revealed 
clearing  of  the  infiltration  of  the  right  upper  lobe.  Sub- 
sequently, she  gained  eight  pounds  in  a period  of  one 
month  and  has  no  abdominal  complaints. 

Discussion 

Gastrointestinal  tuberculosis  is  classified  into 
primary  and  secondary  forms.  In  the  primary 
type,  there  is  no  history  of  pulmonary  tubercu- 
losis and  the  chest  film  is  normal.  This  type  is 
very  rare  and  the  true  incidence  is  not  known. 

Secondary  gastrointestinal  tuberculosis  is  seen 
most  frequently  as  a complication  of  pulmonary 
tuberculosis  and,  therefore,  is  more  frequent  than 
primary  intestinal  tuberculosis.  Mitchell  and 
Bristol^  in  1954  reported  an  excellent  study  of 
5,529  patients  with  pulmonary  tuberculosis,  all 
of  whom  were  subjected  to  a barium  meal  exami- 
nation. They  found  the  involvement  of  the  gastro- 
intestinal tract  ranges  from  1%  to  24.7%  corre- 
sponding with  the  severity  of  the  pulmonary  infec- 
tion. Jordon  and  DeBakey^  in  1954  reported 
combined  involvement  at  autopsy  in  65%  to  90%. 
Ukil3  found  that  of  1,000  cases  of  intestinal  tuber- 
culosis, 95%  were  secondary  to  pulmonary  disease. 

Swallowed  bacilli  are  responsible  for  most  cases 
of  gastrointestinal  tuberculosis.  The  bacilli  may 
be  absorbed  by  the  intestinal  mucosa.  The  organ- 
isms colonize  lymphoid  tissue  in  the  submucosa 
and  cause  inflammatory  response  with  formation 
of  tubercles.  Several  sequelae  may  develop: 
ulceration,  an  ulcerohypertrophic  form,  or  a hy- 
pertrophic lesion.'* 

Both  ulcerative  and  hypertrophic  types  are 
seen  in  primary  and  secondary  gastrointestinal 
tuberculosis  but  in  different  proportions.  Whereas, 
the  ulcerative  form  is  predominant  in  secondary 
tuberculosis,  the  hypertrophic  form  is  seen  in  the 
majority  of  cases  of  primary  gastrointestinal 
tuberculosis.  Sometimes  the  forms  are  combined 
in  an  ulcerohypertrophic  lesion. 

The  ileocecal  area  is  the  most  common  site  of 
tuberculous  enteritis  followed  in  decreasing  order 
of  frequency  by  the  ascending  colon,  jejunum, 
appendix,  duodenum,  stomach,  sigmoid  colon  and 
rectum.*  Hoon  et  al*  in  an  analysis  of  58  cases 
of  intestinal  tuberculosis  reported  these  clinical 
findings:  postprandial  abdominal  pain  87.9%, 

weight  loss  75%,  nausea  50%,  vomiting  50%, 
fever  37.9%,  diarrhea  36.2%,  constipation  24.1% 
and  fistula  20.7%. 

.^nscombe  et  al®  emalyzed  11  cases  of  hyper- 
trophic cecal  tuberculosis  cind  found  that  the  com- 
mon clinical  findings  are  rapid  deterioration  of 


Fig.  2. — A spot  film  of  the  lesion  demonstrates  the 
shelving  edges  of  the  lesion.  The  radiographic  appear- 
ance of  the  lesion  and  its  location  in  midascending  colon 
was  felt  to  be  highly  diagnostic  of  a colonic  malignancy. 


general  health,  weight  loss,  anemia,  abdominal 
pain,  change  of  bowel  habit,  bloody  stool  and 
palpable  mass.  No  clinical  difference  was  found 
between  the  primary  and  secondary  forms  of 
intestinal  tuberculosis. 

There  are  no  absolute  diagnostic  features  of 
gastrointestinal  tuberculosis  on  barium  studies  and 
the  most  that  can  usually  be  described  is  the 
degree  and  extent  of  the  deformity  and  the  filling 
defect,  and  the  degree  of  obstruction.  The  findings 


Fig.  3. — Gross  photograph  of  a cut  section  of  the  ulcera- 
tive lesion  of  the  ascending  colon.  Note  depth  of  ulcer- 
ation through  the  muscularis  and  the  white  tissue  form- 
ing its  border. 
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Fig.  4. — (Left)  Small,  noncaseous  granulomas  form  the  margin  of  the  ulcer  and  are  surrounded  by  fibrous 
tissue.  (Hematoxylin  & Eosin  xlOO)  (Right)  An  acid-fast  organism  found  in  an  area  of  caseous  necrosis  in  a 
regional  lymph  node.  (Ziehl-Neilson  xlOOO) 


must  be  differentiated  radiographically  from  malig- 
nant and  chronic  inflammatory  processes.  How- 
ever, according  to  Aird,ii  Stock  and  Li,  12  there 
are  certain  radiographic  features  which  may  be 
helpful  to  establish  the  correct  diagnosis  of  ileo- 
cecal tuberculosis:  shortening  of  the  ascending 

colon  and  the  cecum;  loss  of  the  normal  ileocecal 
angle  so  that  the  ileum  appears  to  run  straight 
into  the  cecum,  and  absence  of  obstruction  of  rhe 
terminal  ileum. 

It  is  obvious  that  the  diagnosis  is  extremely 
difficult  because  of  the  protean  clinical  findings, 
and  inconclusive  laboratory  and  radiographic 
findings.  Often  the  etiology  is  obscure  even  at 
laparotomy  but  it  is  virtually  impossible  to  con- 
firm the  diagnosis  of  intestinal  tuberculosis  with- 
out laparotomy  and  biopsy.  Histologic  findings 
should  include  granulomatous  inflammation  with 
caseation  in  the  lesion  or  adjacent  lymph  nodes 
and  demonstration  of  acid-fast  organisms  with  or 
without  positive  culture  on  animal  innocula- 

tion.4"'’''i3 

The  management  of  secondary  gastrointestinal 
tuberculosis  is  essentially  that  of  tuberculosis  else- 
where in  the  body.  Bed  rest,  adequate  diet  and 
specific  drug  therapy  have  yielded  good  results. 
Operative  intervention  should  be  limited  to  the 
management  of  serious  complications  in  secondary 
intestinal  tuberculosis.  In  contrast,  the  hyper- 


trophic form  of  gastrointestinal  tuberculosis, 
which  is  most  often  due  to  primary  disease,  will 
not  respond  well  to  drug  therapy  and  requires 
com.bined  medical  and  surgical  treatment.  The 
resection  is  safe  when  combined  with  long  term 
postoperative  drug  therapy.®-!^^  Abrams  and 
Holdenio  suggested  that  when  the  correct  diag- 
nosis is  known  or  suspected  preoperatively,  the 
patient  is  prepared  for  a period  of  one  to  two 
weeks,  if  possible,  with  IXH  300  mg.  and  PAS  12 
Gm.  daily.  Streptomycin  is  administered  in  a 
dose  of  1 Gm.  the  day  i>receding  surgery  and  for 
one  week  postoperatively.  IXH  and  PAS  therapy 
are  continued  for  12  to  18  months.  While  post- 
operative drug  therapy  is  advised,  there  appears 
to  be  no  increase  in  complication  when  vigorous 
therapy  is  started  in  the  immediate  postoperative 
period. 

Summary 

.A  case  of  secondary  intestinal  tuberculosis 
mimicking  carcinoma  of  the  colon  is  reported. 
The  literature  is  reviewed  and  several  points  dis- 
cussed regarding  incidence,  classification,  clinical 
events,  radiographic  features,  diagnosis  and  treat- 
ment. 

References  may  be  obtained  from  the  authors  upon  request. 

► Dr.  Couropmitree,  Mt.  Sinai  Hospital,  2750 
West  15th  Place,  Chicago,  Illinois  60608. 
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Obstructive  Jaundice  in  Hodgkin’s  Disease 
Due  to  Infiltration  of  the  Biliary  Ducts 

Julio  I.  Ochoa,  M.D.  and  Willis  R.  Keene,  M.D. 


When  patients  with  widespread  Hodgkin’s  dis- 
ease develop  jaundice,  most  clinicians  ascribe  the 
icterus  to  obstruction  by  compression  of  the  extra 
hepatic  biliary  duct  by  enlarged  lymph  nodes  or  to 
intrahepatic  infiltrative  disease.  Reviewing  the 
literature  in  the  past  ten  years  we  found  infre- 
quent mention  of  infiltrative  disease  of  the  com- 
mon bile  duct.  In  this  article  we  present  an  un- 
usual case  with  obstructive  jaundice  due  to  infil- 
tration of  the  gallbladder,  common  duct,  and 
cystic  duct  by  Hodgkin’s  disease.  A search  was 
made  for  similar  cases  among  the  charts  of  pa- 
tients seen  at  the  Duval  Medical  Center  in  the 
past  ten  years  with  the  diagnosis  of  Hodgkin’s  dis- 
ease, lymphosarcoma,  giant  cell  follicular  lym- 
phoma and  reticulum  cell  sarcoma. 

Case  Report 

A S4-year-old  Caucasian  businessman  from  Bolivia 
developed  bilateral  lymphadenopathy  in  the  neck  in  May 
1967.  A biopsy  was  taken  and  the  diagnosis  of  Hodgkin’s 
disease  established  in  June  1967.  He  was  treated  with 
irradiation  to  both  sides  of  the  neck,  mediastinum  and 
axillary  areas  with  good  results.  In  October  1968  he 
developed  left  inguinal  nodes  and  at  this  time  he  was 
treated  with  nitrogen  mustard  intravenously.  Maintenance 
therapy  with  chlorambucil  was  continued  after  that  time. 
In  November  1968  hematuria  and  pain  in  the  right  flank 
developed.  .A  right  ureteral  calculus  was  removed;  at  the 
time  of  surgery  enlarged  retroperitoneal  lymph  nodes  were 
noted. 

In  .August  1969  several  enlarged  lymph  nodes  were 
palpable  in  the  right  inguinal  area  and  a two  centimeter 
node  in  the  left  femoral  area.  Nitrogen  mustard  20  mg. 
intravenously  was  given  but  there  was  no  response.  In 
September  1969  he  returned  with  further  enlargement  of 
lymph  nodes  in  the  right  and  left  inguinal  areas,  in  the 
right  hip,  and  herpes  zoster  over  the  left  flank  area.  Ir- 
radiation therapy  to  a total  dose  of  1000  gamma  roentgen 
was  administered  to  the  abdomen,  and  2700  gamma  roent- 
gens were  delivered  to  the  right  ileoinguinal  region.  There- 
after, he  did  well,  excepting  anorexia  and  heart  burn 
relieved  by  antacids,  until  ten  days  before  his  last  admis- 
sion in  .April  1970  when  he  noted  dark  urine  and  later 
yellow  sclerae,  acholia,  and  intermittent  pain  in  the  right 
upper  quadrant  radiating  to  the  back,  \\hth  these  symp- 
toms the  patient  was  admitted  to  the  hospital. 

Pertinent  physical  findings  were:  Middle-aged,  white 

male  appearing  chronically  ill  and  jaundiced;  one  abnor- 
mal lymph  node  about  two  centimeters  in  diameter  in  the 
anterior  cervical  chain ; no  palpable  nodes  in  the  axillarx’, 
inguinal  and  femoral  areas;  hepatomegaly  four  centimeters 
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below  the  right  costal  margin.  The  rest  of  the  physical 
examination  was  unremarkable. 

Positive  laboratory  findings  were;  Total  bilirubin  14.1, 
direct  7.7,  alkaline  phosphatase  430  I.U.’s,  prothrombin 
time  IS. 9 seconds,  control  12.9  seconds,  hemoglobin  11.6 
Gm.%,  hematocrit  35%,  WBC  6,800,  segmented  neutro- 
phils 64,  stabs  forms  10,  eosinophils  2%,  lymphocytes 
19%,  and  monocytes  5%.  Urobilinogen  in  the  urine  was 
absent  and  the  stools  were  acholic.  Serum  guanase  was 
0 units;  no-mal  0-3.5  units.  Chest  x-ray  showed  fibrotic 
changes  in  both  upper  lobes  and  a small  amount  of  pleural 
fluio  'n  the  right  side.  .A  diagnosis  of  obstructive  jaundice 
was  made  and  exploratory  laparotomy  was  performed  on 
the  fifth  hospital  day. 

-After  dissection  of  the  common  duct  it  was  found  to 
be  thickened  and  fibrosed.  After  dilation  of  the  duct  with 
a probe,  a T-tube  was  inserted  into  the  common  hepatic 
duct  with  great  difficulty  and  a surgical  cholangiogram 
was  made.  This  revealed  good  intrahepatic  ducts  but  the 
common  hepatic  duct  could  not  be  visualized  and  was 
generally  narrowed.  .A  cholecystectomy  was  perfo"med 
because  the  gallbladder  was  thickened  and  rigid.  No  stones 
were  present. 

Pathological  examination  of  the  gallbladder,  cystic  duct 
and  live-  biopsy  showed  invasion  of  these  structures  by 
the  lymphoma. 

After  surgery  the  patient  was  placed  in  the  intensive 
care  unit.  On  the  sixth  hospital  day  he  had  an  episode 
of  appev  gastrointestinal  bleeding  with  demonstrated  in- 
creased fibnnolytic  activity.  A good  response  to  6-amino- 
caproic  acid  was  achieved.  Within  24  hours  a pneumonic 
infiltrate  appea’^ed  in  the  right  lower  lobe  and  sputum 
cultu>-es  revealed  Pseudomonas,  Klebs'ela,  .Aerobacter, 
Cand’da  albicans,  and  .Alpha  streptococci.  His  condition 
deteriorated  p'^ogressively  in  spite  of  broad  spect’-um  anti- 
b’otics  and  supportive  therapy.  Congestive  heart  failure 
developed  and  a portable  chest  x-ray  taken  on  the  12th 
postoperative  day  showed  dissemination  of  the  infiltrate 
to  both  lungs  and  signs  of  pu’monary  edema.  The  patient 
expired  on  the  17th  hospital  day. 

Discussion 

The  incidence  of  jaundice  in  patients  with 
Hodgkin’s  disease  as  reported  in  the  literature 
varies  from  3%-57%.  Beatty'^  reported  an  inci- 
dence of  57%  after  reviewing  40  cases  with 
Hodgkin’s  disease.  Ruven  Levitan  et  aD  reported 
an  incidence  of  13.3%  with  the  largest  series  of 
patients  reviewed:  875  patients  and  116  had 
jaundice.  Kilburn^  reported  an  incidence  of  68%. 
Bouroncle  et  aH  reported  an  incidence  of  13% 
after  reviewing  615  patients. 

In  our  study  of  the  past  ten  years  at  the  Duval 
Medical  Center,  we  found  26  patients  with  Hodg- 
kin’s disease  and  five  of  them  had  jaundice  with 
an  incidence  of  19%  in  comparison  with  6%  in 
patients  with  lymphosarcoma  and  28%  in  reticu- 
lum cell  sarcoma  (Table  1).  This  is  close  to  the 
findings  of  Levitan^-T-  in  his  large  series.  We  found 
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Table  1. — Dla’al  ^Medical  Center  Patients  1959-1969. 


Dlagnosis 

XO.  OF 
P.ATIEXrS 

M.VLES 

Fem.wes 

Cauc^slax 

Xegro 

Ld'er 

Involvement 

Jaundice  % 

Mean 

Age 

Lj*mphosarcoma 

17 

12 

s 

10 

7 

1 

1 

6% 

56 

Reticulum  Cell 
Sarcoma 

7 

4 

3 

2 

5 

1 

2 

28% 

70 

Giant  Cell  Follicular 
Lymphoma 

2 

2 

0 

0 

2 

0 

0 

0% 

40 

Hodgkin’s  Disease 

26 

IS 

11 

9 

17 

6 

5 

19% 

45 

Total 

52 

33 

19 

21 

31 

8 

8 

15% 

52 

Ratio  male  to  female  1.6 

to  1.0  in 

Hodgkin's 

Disease  1.3  to 

1 

T.able  2. — Patients  With  Hodgkin’s  Disease  .ant)  J.aundice. 
(Fintiings  at  .autopsy  or  uap.arotomy)  . 


Patients 

Tot.al 

Btlirubin 

Direct 

Btlirubin 

.\lk.aline 

Phosph.at.ase 

Liver 

Inaolvement 

Bile  Duct 
Involaement 

1 

9.0 

4.0 

3.4  B.U. 

4- 

— 

7 

13.9 

6.5 

4.8  B.U. 

-1- 

-f 

3 

6.5 

3.6 

7.4  B.U. 

+ 

— 

4 

13.6 

3.6 

2.0  B.U. 

-f 

— 

5 

14.1 

7.7 

430  I.U.’s* 

+ 

+ 

•Normal  Values  30-S5  I.U.’s 


a 4:1  male  predominance  in  patients  with  jaundice 
as  compared  to  a ratio  of  1.6  to  1 in  the  whole 
^oup.  This  correlates  well  with  the  findings  of 
Beatty.^ 

The  older  literature  expresses  the  opinion  that 
jaundice  in  Hodgkin’s  disease  is  usually  a result  of 
common  duct  obstruction  by  involved  hmiph 
nodes.  Reviewing  the  recent  literature  regarding 
jaundice  associated  with  Hodgkin’s  disease,  we 
can  classify  the  causes  of  jaundice  into  several 
groups: 

Liver  involvement  alone 

E.xtrcihepatic  bile  duct  obstruction  and  liver 
involvement 

Extrahepatic  bile  duct  obstruction  alone,  and 

Other  causes. 

Lia’er  Inwolatement  Alone. — This  is  the  most 
important  cause  of  jaundice  associated  with  Hodg- 
kin’s disease;  approximately  45%  in  several 
series.i-2-4  BeattA^i  emphasized  the  importance  of 
diffuse  involvement  of  the  portal  areas  with  fibro- 
tic  Hodgkin’s  disease.  In  our  own  series  three  out 


of  five  patients  fall  into  this  category  for  an  inci- 
dence of  about  60%. 

Extrahepatic  Bile  Duct  Obstruction  and 
Liver  Involvement. — This  is  the  second  most 
important  cause  of  jaundice;  24.5%  of  Levitan’s 
patients  and  12.9%  of  Bouroncle’s  series.  Our  pa- 
tient #2  (Table  2)  had  significant  enlargement 
of  lymph  nodes  in  the  extrahepatic  bile  ducts  pro- 
ducing a partial  obstruction  and  also  liver  involve- 
ment b}’^  Hodgkin’s  disease.  The  patient  in  case 
5 had  infiltrative  disease  of  the  common  duct, 
gallbladder  and  liver,  as  described. 

Extr.ahep.atic  Bile  Duct  Obstruction 
.\lone. — Extrahepatic  masses  accounted  for  jaun- 
dice in  9.7%  of  Bouroncle’s  patients,  3.5%  of 
Levitan’s  cases,  and  9%  in  the  series  of  Beatty. 
In  his  series  Beatty  mentions  two  cases  with  ob- 
struction of  the  extrahepatic  bile  ducts  by  para- 
cholodocal  IjTnph  nodes.  Levitan  found  also  two 
cases  due  to  compression  of  the  common  duct  by 
enlarged  hunph  nodes.  He  also  mentions  two  pa- 
tients with  infiltration  of  the  common  duct  but 
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the  obstruction  was  only  partial  and  was  not  the 
cause  of  jaundice.  In  the  Bouroncle  series  nine 
patients  were  found  to  have  this  type  of  complica- 
tion and  three  autopsy  cases  revealed  Hodgkin’s 
tumor  mass  with  compression  of  the  extrahepatic 
bile  ducts.  In  those  cases  the  alkaline  phosphatase 
was  found  to  be  more  than  30  units  in  all  the 
cases  and  more  than  60  units  in  60%  of  the  cases 
which  correlates  with  the  findings  in  our  patient 
who  had  marked  elevation  of  the  alkaline  phos- 
phatase up  to  430  I.U.’s. 

Other  Causes. — Hemolytic  anemia  occurred 
in  11.8%  of  the  jaundiced  patients  in  the  Bour- 
oncle series;  in  2.5%  of  the  patients  in  Levitan’s 
series.  Other  cases  have  also  been  reported.® 
Coombs  positive  hemolytic  anemia  has  been  re- 
ported by  other  authors®  with  an  incidence  of 
2.7%.  Two  cases  of  hepatitis  were  reported  by 
Levitan  with  3.5%  incidence  in  his  series.  .^Iso, 
one  case  of  cirrhosis  and  choledocolithiasis  and 
one  case  of  cholecystitis.  Other  authors  have  re- 
ported cases  of  intrahepatic  cholestasis.'^  Jaundice 
has  also  been  reported  recently  following  splenec- 
tomy in  Hodgkin’s  disease,*  hepatocanalicular 
jaundice, and  primary  Hodgkin’s  disease  of  the 
liver.11’12  Jaundice  of  unknown  etiology  has  been 
reported  with  an  incidence  of  between  2.2%  and 
14%.i.4.9 

Specific  diagnosis  of  jaundice  in  Hodgkin’s  dis- 
ease is  the  only  basis  for  rational  therapeutic 
choice.  Reviewing  the  previously  reported  cases, 
it  is  apparent  that  hepatitis,  choledocolithiasis  and 
obstructive  jaundice  due  to  enlarged  lymph  nodes 
occur  with  almost  equal  incidence.  However,  dif- 
fuse hepatic  invasion  by  Hodgkin’s  is  the  most  fre- 
quent cause  of  jaundice. 


Summary 

.\n  unusual  case  of  Hodgkin’s  disease  with 
obstructive  jaundice  due  to  neoplastic  infiltration 
of  the  extrahepatic  bile  ducts  and  gallbladder  is 
presented.  An  analysis  is  made  of  a series  of  52 
patients  with  lymphoma  seen  at  Duval  Medical 
Center  during  the  past  ten  years.  Fifty  percent 
of  those  patients  had  Hodgkin’s  disease  and  five 
of  the  latter  group  had  jaundice. 

The  literature  is  reviewed  of  the  past  ten  years 
dealing  with  jaundice  associated  with  Hodgkin’s 
disease  and  the  therapeutic  importance  of  correct 
diagnosis  emphasized. 
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National  Insurance  is  not  the  Answer 


Robert  Myers,  retired  Chief  Actuary  of  the 
Social  Security  Administration  who  has  been 
named  consultant  to  American  Life  Convention, 
commented  on  various  national  insurance  plans  in 
the  Washington  Insurance  Newsletter.  Myers  says 
“advocates  of  socialized  medicine”  are  pushing 
their  proposals  at  this  time  because  they  believe 
the  public  can  be  aroused  by  sizable  increases  in 
medical  care  costs. 

Advocates  of  national  plans,  according  to 
Myers,  are  quite  willing,  as  propagandists,  to 
ignore  several  significant  facts;  First,  largest  in- 
creases in  health  care  costs  have  been  for  hospi- 


talization— an  area  considered  sacrosanct  because 
95%  of  short-stay  hospital  beds  are  in  nonprofit 
institutions.  Second,  relative  trend  of  MD  fees 
in  past  5 years  has  been  almost  exactly  the  same 
as  it  was  in  preceding  two  decades — increasing 
at  about  same  rate  as  general  earnings  level. 
Third,  the  illusion  is  fostered  that  insurance  is 
magic  and  has  inevitable  effect  of  reducing  costs. 
Actually  insurance  does  not  reduce  costs  in  the 
aggregate,  but  merely  spreads  costs  among  the 
insured  group. 

Reprinted  from  Medical  News  Report,  2(36)  September 
4,  1970. 
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The  Ectopic  ACTH  Syndrome 

Richard  Weizenecker,  M.D.  and  Herbert  Burke  Jr.,  M.D. 


Under  normal  circumstances  the  polypeptide 
,\CTH  is  secreted  solely  by  the  anterior  lobe  of 
the  pituitary  gland  and  is  responsible  for  the  func- 
tional integrity  of  the  adrenal  cortex.  The  basic 
control  of  ACTH  release  is  through  the  negative 
feedback,  inhibitory  influence  of  circulating 
plasma  cortisol.  Other  factors,  such  as  stress, 
fever  and  hypoglycemia  are  also  capable  of  stim- 
ulating the  release  of  pituitary  ACTH. 

If  ACTH  is  produced  in  supraphysiologic 
amounts  and  if  the  adrenal  cortex  is  functionally 
capable  of  responding,  the  clinical  syndrome  of 
hyperadrenocorticism,  or  Cushing’s  syndrome, 
results. 

Similarly  if  ACTH  is  administered  to  the  pa- 
tient, varjdng  degrees  of  hyperadrenorcorticism 
result.  The  first  report  that  a material  similar  to 
,\CTH  could  be  extracted  from  “nonendocrine” 
malignancies  in  certain  patients  with  hvperadreno- 
corticism  appeared  in  1961. Over  160  cases 
have  since  been  reported.  Liddle  coined  the  term 
“Ectopic  ACTH  S>Tidrome.”3  The  apparent  fre- 
quency of  reporting  such  cases  has  been  related  to 
the  development  of  satisfactory  biochemical  meth- 
ods for  the  measurement  of  adrenal  cortical  hor- 
mones and  their  metabolites.  !Many  tumors  have 
been  implicated  in  the  synthesis  and  release  of 
.ACTH.  These  include  tumors  arising  from  the 
lung,  parotid  gland,  thymus,  pancreas,  liver, 
esophagus,  thjToid  gland,  prostate,  colon,  gall- 
bladder, breast,  pheochromocytoma  and  salivary 
gland. 

Eighty  percent  of  cases  of  the  ectopic  .ACTH 
syndrome  are  due  to  carcinoma  of  the  bronchus, 
thymus  or  pancreas.  The  following  case  of  Cush- 
ing’s syndrome,  due  to  a malignant  islet  cell  tumor 
of  the  pancreas,  is  presented  to  illustrate  certain 
principles  of  adrenal  cortical  homeostasis  and  the 
application  of  those  principles  to  the  diagnostic 
approach  and  to  the  rational  therapy  of  this 
disorder. 


From  the  Jacksonville  Division.  Department  of  Medicine. 
University  of  Florida  College  of  Medicxne,  and  the  Memorial 
Hospital  of  Jacksonville.  . 

Dr.  Weizenecker  was  Senior  Medical  Resident,  1969-19/0. 
Duvai  Medical  Center.  . , 

Dr.  Burke  is  Chief  of  the  Endocrinology  Section,  Jacksonville 
Division.  Department  of  Medicine;  CTinical  Associate  Profes- 
sor of  Medicine,  University  of  Florida  College  of  Medicine,  and 
Chief  of  Medicine,  Memorial  Hospital  of  Jacksonville. 


Case  Presentation 

The  patient*  (Fig.  1),  a l6-year-old  Caucasian  male, 
entered  St.  Vincent’s  Hospital  on  7/16/67  with  a chief 
complaint  of  a “swelled  up  stomach.”  The  present  illness 
began  approximately  three  months  previously  when,  while 
at  work  on  a potato  harvester,  he  fell  across  a metal  bar, 
landing  with  most  of  his  W’eight  on  the  upper  abdomen. 
He  fell  further  onto  the  ground,  landing  on  his  head 
without  loss  of  consciousness  and  without  dizziness.  He 
was  able  to  get  up  immediately  and  continue  work.  .A 
few  hours  later  nausea  and  vomiting  began  and  persisted 
for  about  six  hours  but  did  not  recur.  .Approximately  one 
month  following  this  fall  he  noted  the  onset  of  polyuria, 
polydypsia  and  a 20  pound  weight  gain  associated  with 
a marked,  persistent,  nonpuritic,  purplish  rash  over  his 
entire  trunk.  There  was  a rounding  of  the  face,  ankle 
edema  and  increasing  weakness.  It  was  du  ing  this  time 
that  he  noticed  a nontender,  hard  mass  in  the  epigastrium 
which  moved  with  respiration  and  the  appearance  of 
purplish  striae  about  the  axillary  folds.  Shortly  before 
admission  a local  physician  noted  hypertension,  truncal 
obesity  and  a “buffalo  hump.” 

He  denied  abdominal  pain,  headaches,  visual  change, 
easy  bruisability,  shortness  of  breath  or  other  cardiovas- 
cular complaints.  There  were  no  genitourinary  o-  gastro- 
intestinal complaints  other  than  those  previously  described. 
One  day  prior  to  admission  he  was  seen  by  a local  general 
surgeon  who  considered  him  to  have  Cushing’s  syndrome. 
The  family  and  social  history  were  nonrevealing.  The 
review  of  systems  was  noncontributory. 

Physical  Examination:  Blood  pressure  170/105  mm. 

Hg.  right  arm,  sitting;  pulse  80;  respiration  16;  tempera- 
ture 98. 6F.  In  general,  he  was  a well-developed,  well- 
nourished,  but  centrally  obese,  markedly  hyperpigmented, 
white  male  in  no  distress.  .A  diffuse  folliculitis  was  present 
over  most  of  the  skin.  The  hyperpigmentation  involved 
the  trunk,  arms,  legs,  palms  and  buccal  mucosa.  Fundu- 
scopic  examination  was  within  normal  limits;  there  was  an 
excessic'e  amount  of  fat  in  the  supraclavicular  spaces  and 
early  buffalo  humping  was  present.  The  thyroid  gland 
was  not  enlarged  and  the  lungs  were  clear.  The  heart 
was  not  enlarged;  no  murmurs  or  arrhythmias.  The  ab- 
domen protruded  with  the  patient  supine.  The  epigastrium 


Fig.  1. — Rounding  of  the  face,  plethora,  striae,  ame, 
obesity  and  hyperpigmentation  are  evident.  Preoperative. 


‘Referred  to  the  Burke-Gomez  Endocrine  Clinic  by  Dr.  Samuel 
M.  Day  of  Jacksonville. 
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was  filled  with  a hard,  irregular,  nontender  mass,  approxi- 
mately the  size  of  a grapefruit,  which  moved  up  and  down 
with  respiration.  The  extremities  were  thin.  Neither  the 
liver  nor  the  spleen  were  palpable.  The  genitalia  were 
within  normal  limits.  Marked  hyperpigmentation  about 
the  groin  area  was  present.  Both  the  peripheral  nervous 
system  and  the  peripheral  vascular  system  were  intact. 
The  rectal  examination  was  within  normal  limits.  Al- 
though the  patient  stated  that  he  was  weaker  than  usual, 
this  could  not  be  well  confirmed  clinically.  The  diagnosis 
of  Cushing’s  syndrome  was  made  due  to  the  ectopic  pro- 
duction of  ACTH  by  a pancreatic  or  an  hepatic  tumor. 

Laboratory  and  X-ray  Findings;  The  routine  urinal- 
ysis showed  1-j-  albumin  and  3-|-  sugar.  The  two-hour 
postprandial  blood  sugar  was  272  mg.%.  VVBC  was  14,600 
mm“  with  a shift  of  the  Schilling’s  differential  to  the  left 
(94%  segs.).  Blood  chlorides  were  90  mEq./L,  CO2  com- 
bining power  39  mEq./L,  serum  sodium  14S  mEq./L,  and 
serum  potassium  1.7  mEq./L.  The  BUN  was  14.5  mg.%, 
total  serum  protein  6.8  Gm.%  with  a normal  A/G  ratio. 
Serum  cholesterol  was  189  mg.%.  Alkaline  phosphatase 
was  S.l  Bodansky  units.  At  other  times  the  CO2  combin- 
ing power  was  42  and  43  mEq./L,  associated  with  marked 
depressions  of  the  serum  potassium.  The  SGOT  was  24 
units  and  SGPT  was  36  units.  Bleeding  and  clotting  times 
were  within  normal  limits  as  was  the  prothrombin  time. 
Anteroposterior  and  lateral  views  of  the  lumbosacral  spine 
were  within  normal  limits.  Skull  and  chest  x-rays  were 
within  normal  limits.  The  plasma  renin  activity,  as  assay- 
ed by  Dr.  Robert  Cade  of  the  University  of  Florida,  was 
elevated  both  in  the  supine  and  standing  samples.  The 
supine  sample  contained  3.4  ng./ml.  and  the  standing 
sample  contained  4.3  ng./ml.  The  liver  scan  revealed  no 
definite  abnormalities. 

Studies  of  Adrenocortical  Function  (Fig.  2) : Under 
“basal”  conditions  the  urinary  17-hydroxycorticosteroids 
(17-OHCS)  were  markedly  elevated  at  75.2  and  78.0 
mg./24  hrs.  (normal  4 to  10),  while  the  24-hour  urinary 
17-ketosteroids  (17-KS)  were  also  markedly  elevated  to 
86.0  and  87.1  mg./24  hrs.  (normal  5 to  15).  In  response 
to  the  standard  “small  dose”  dexamethasone  suppression 
test,  the  17-OHCS  showed  no  change  while  the  17-KS  fell 
slightly  to  52.1  and  49.6  on  the  first  and  second  day  of 
the  test  respectively.  During  the  standard  “large  dose” 
dexamethasone  suppression  test  (2.0  mg.  dexamethasone 
p.o.  every  6 hours  for  exactly  8 doses  in  contrast  to  the 
“small  dose”  suppression  test  where  0.5  mg.  p.o.  every 
6 hours  for  exactly  8 doses  are  given)  there  was  a slight 
fall  in  the  urinary  17-OHCS  to  59.8  and  53.8  mg./24  hrs. 
on  the  first  and  second  days  respectively.  During  large 
dose  dexamethasone  suppression  test  the  17-KS  were  59.8 
and  38.1  on  the  first  and  second  days  respectively.  Dur- 
ing a standard  8-hour  ACTH  infusion  test  (50  units  of 
aqueous  ACTH  in  1,000  ml.  normal  saline  from  8:00  a.m. 
to  4:00  p.m.)  the  urinary  17-OHCS  and  17-KS  showed 
no  significant  increases  over  base  line  values.  During 
Metopirone  testing  (750  mg.  p.o.  every  4 hours  for  6 
doses)  there  was  no  significant  change  in  the  17-OHCS 
while  the  urinary  17-KS  appeared  to  drop  from  a base  line 
of  58  to  32.1  mg./24  hrs.  on  the  first  day  and  dropped 
further  to  14.0  mg./24  hrs.  on  the  day  following  the  ad- 
ministration of  Metopirone.  (Urinary  creatinine  coefficients 
during  the  day  of  Metopirone  and  the  day  following  Me- 
topirone testing  were  normal).  Results  of  these  studies 
were  interpreted,  indicating  hyperadrenocortisolism  pro- 
duced either  by  a tumor  involving  the  adrenal  cortex  or 
by  some  other  tissue  with  the  ectopic  production  of 
ACTH. 

Urinary  aldosterone  was  3.0  Mg%  (Normal-Bioscience 
laboratories).  Plasma  cortisol  at  8:00  a.m.  was  25  /tg%; 
at  4:00  p.m.  the  same  day  was  30  at  8:00  a.m. 

the  following  day  after  dexamethasone,  1 mg.  and  pheno- 
barbital,  100  mg.  p.o.  at  11:00  p.m.  the  night  before,  it 
was  38  iUg%.  This  study  was  interpreted  as  demonstrating 
the  absence  of  cortisol  circadian  rhythm  and  ACTH  sup- 
pressibility.  The  24-hour  urinary  17-KS  were  fractionated 
by  gas-liquid  chromatography  and  results  are  as  follows; 
pregnanediol  2 mg.,  androsterone  45.9  mg.,  etiocholanolone 
21.2  mg.  and  dihydroisoandrosterone  12.6  mg.  (The  total 


fractionated  17-KS  is  approximately  ten  times  normal). 
The  24-hour  fractionated  urinary  estrogens  were  as  fol- 
lows; estrone  12.5^g,  estradiol  21.2  /ug,  and  estriol  12.6 
Mg.  (The  total  fractionated  urinary  estrogens  was  46.3  /ig 
for  24  hours  and  is  approximately  tenfold  increased). 

Surgical  Findings:  On  the  basis  of  these  findings  an 

anterior-approach  abdominal  laparotomy  was  performed. 
A moderate  amount  of  clear  fluid  was  present  in  the  peri- 
toneal cavity.  A huge  pancreatic  tumor  extended  from  the 
upper  third  level  of  the  stomach  down  to  a point  just 
below  the  level  of  the  umbilicus.  Multiple  nodules  were 
present  over  the  surface  of  the  tumor;  some  had  cent’'al 
softening.  The  lesser  peritoneal  sac  was  opened  through 
the  gastrocolic  omentum  and  a part  of  the  tumor  measur- 
ing approximately  8x8  cm.  in  diameter  was  taken  for 
biopsy.  The  adrenal  glands  were  ma’-kedly  enlarged 
bilaterally,  but  no  evidence  of  tumor  was  found  in  either 
of  the  glands  themselves.  All  obvious  adrenal  tissue  was 
removed.  Several  nodules  within  both  lobes  of  the  liver 
were  p'esent,  but  other  evidence  of  tumor  within  the 
peritoneal  cavity  was  not  encountered.  No  attempt  was 
made  to  resect  the  panc*-eatic  tumor. 

Routine  cortisol  and  fluorinef  replacement  therapy  was 
carric  d out  during  the  intraoperative  and  postoperative 
periods. 

Microscopic  Pathology  Findings:  Microscopically,  the 

tumor  tissue  was  characteristic  of  a malignant  islet  cell 
tumor.  The  specific  type  of  islet  cell  involved  could  not 
be  discerned.  The  combined  weight  of  the  adrenal  glands 
was  16.5  Gm.  (upper  limit  normal,  12  Gm.)  and  micro- 
scopic findings  were  consistent  with  cortical  hyperplasia. 
The  medullary  tissue  was  relatively  inconspicuous.  Both 
adrenal  glands  demonstrated  essentially  similar  findings. 

\ quick-frozen  specimen  of  the  tumor  tissue  was  sub- 
jected to  radioimmunoassay  for  ACTH  and  was  demon- 
strated to  contain  2 milliunits  of  ACTH  per  gram  of  wet 
tumor  tissue. 

Postoperative  Clinical  Course:  Although  the  patient 

became  overtly  psychotic  on  the  day  prior  to  surgery,  he 
demonstrated  no  evidence  of  psychosis  dunng  the  post- 
ope’ative  period.  One  week  postoperative  the  11:00  a.m. 
plasma  cortisol  was  16  Mg%  (normal).  During  the  first 
three  months  postoperative  he  was  maintained  on  cortisol 
10  mg.,  3 times  daily  and  fluorinef  .1  mg.  on  Monday, 
Wednesday  and  Friday  each  week.  During  the  first  three 
months  following  bilateral  total  ad'-enalectomy  there  was 
a marked  subsidence  in  the  clinical  manifestations  of 
Cushing’s  syndrome.  This  included  the  disappearance  of 
the  plethora,  round  face,  acne  and  central  obesity.  The 
intense  hyperpigmentation  increased  progressively,  al- 
though the  purplish  striae  decreased  (Fig.  3).  He  was 
treated  with  some  12,000  rads,  over  the  upper  abdomen 
without  significant  change  in  the  apparent  size  of  the 
tumor  by  palpation.  His  strength  improved  at  first  and 
his  weight  increased  from  130  to  144  pounds  during  the 
first  three  months  postoperatively.  Blood  pressure  remain- 
ed normal  throughout  the  postoperative  course.  Blood 
sugar  was  also  normal.  Beginning  with  the  fourth  post- 
operative month,  however,  he  experienced  the  onset  of  low 
back  pain  with  recumbency  and  daily  evening  oral  tem- 
perature elevation  to  lOOF  or  lOlF.  His  scalp  hair  began 
falling  out;  nausea,  vomiting  and  epigastric  pain  occurred 
and  the  epigastric  mass  increased  in  size.  Four  months 
postoperatively  he  was  requiring  large  dosages  of  Demerol 
for  back  and  epigastric  pain.  Six  months  postoperatively 
he  died  quietly  in  his  sleep. 

Discussion 

.A  large  variety  of  clinical  syndromes  have  now 
been  ascribed  to  the  ectopic  production  of  poly- 
peptide hormones.  These  include  Cushing’s  syn- 
drome, hyperparathyroidism,  the  inappropriate 
antidiuretic  hormone  syndrome,  erythrocytosis, 
Zollinger-Ellison  syndrome,  gynecomastia  in 
adults,  precocious  puberty  and  hyperthyroidism. 
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There  is  circumstancial  evidence  that  certain 
lung  tumors  might  secrete  substances  that  cause 
osteoarthropathy  since  the  latter  has  occasionally 
undergone  remission  following  surgical  removal 
of  the  tumor.  When  an  occult  malignant  tumor  is 
associated  with  weight  loss,  fever,  blood  dyscrasias 
and  anemia  it  is  tempting  to  speculate  that  hor- 
monal agents  are  involved. 

In  over  20  test  systems  the  ectopic  ACTH 
found  in  tumor  tissue  is  biologically,  physically. 


chemically  and  immunologically  indistinguishable 
from  human  pituitary  .ACTH.* 

The  clinical  manifestations  of  the  ectopic 
ACTH  syndrome  are  highly  variable.  Most  of  the 
presenting  symptoms  are  those  of  the  underlying 
carcinoma.  As  the  disease  progresses,  increasing 
evidence  of  Cushing’s  syndrome  emerges.  In  most 
patients  the  corticosteroid  levels  are  modestly  to 
extremely  elevated.  In  a few  cases  these  levels 
are  only  slightly  elevated.  Males  are  affected  more 
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Fig.  3. — Note  the  intense  "dirty”  pigment  over  the 
trunk  and  arms.  Six  weeks  postoperative. 


often  than  females,  and  many  lack  the  typical 
distribution  of  fat  seen  in  Cushing’s  syndrome. 

The  presenting  signs  of  the  ectopic  ACTH 
syndrome  are  often  those  of  wasting,  hyperpig- 
mentation and  hypertension.  As  in  the  case  de- 
scribed, laboratory  findings  often  include  hypo- 
kalemic alkalosis  and  hyperglycemia.  The  uri- 
nary 17-OHCS  are  usually  very  high  and  do  not 
suppress  with  large  dosages  of  dexamethasone. 
Plasma  cortisol  does  not  fall  during  the  waking 
part  of  the  day.  Assay  of  the  tumor  tissue  for 
ACTH  is  positive. 

Pathologic  Physiology;  The  normal  pituitary- 
adrenal  axis  (Fig.  4a)  is  depicted.  Under  normal 
circumstances  the  adrenal  cortex  responds  to 
ACTH  by  the  synthesis  and  secretion  of  cortisol 
(compound  F)  as  its  most  significant  physiologic 
product.  Normally,  cortisol  is  the  only  adrenal 
steroid  which  is  secreted  in  quantities  which  are 
adequate  to  restrain  pituitary  secretion  of  ACTH.^ 
The  restrained  production  of  ACTH  lowers  its 
secretory  rate,  thereby  lowering  the  secretory  rate 
of  cortisol.  The  lowered  cortisol  level  reduces  the 
amount  of  ACTH  restraint  with  consequential 
physiological  elevation  in  ACTH ; this  in  turn 
increases  the  production  of  cortisol.  Contrariwise, 
if  the  production  of  cortisol  is  increased  there  will 
be  increased  inhibition  of  ACTH  release  with 
resultant  decreased  adrenal  cortical  stimulation 
and  decreased  cortisol  production.  The  normal 
pituitary  adrenocortical  axis  can  be  readily  in- 
hibited by  the  administration  of  small  amounts 
of  dexamethasone  (0.5  mg.  p.o.  q.  6H  x 8 dos- 
ages). Such  easy  suppressibility  is  the  fundamen- 
tal basis  of  the  tests  which  distinguish  normal  in- 
dividuals from  individuals  with  hypercortisolism. 

Hypothalamic-pituitary  Cushing’s  disease  ( Fig. 
4b)  is  characterized  by  the  idiopathic  production 


of  supraphysiological  quantities  of  ACTH  with 
resultant  bilateral  adrenal  corticol  hyperplasia  and 
the  production  of  large  enough  quantities  of  cor- 
tisol to  induce  the  clinical  picture  described  by 
Harvey  Cushing.  These  large  amounts  of  cortisol, 
however,  are  incapable  of  suppressing  the  pituitary 
production  of  ACTH.  The  pituitary  production 
of  ACTH,  however,  can  be  reduced  by  giving  the 
patient  large  quantities  of  dexamethasone.  Thus 
the  large  dose  dexamethasone  suppression  test  (2 
mg.  p.o.  every  6 hours  for  exactly  8 doses)  affords 
a very  precise  way  of  separating  patients  with 
hypothalamic  pituitary  Cushing’s  disease  from 
normal  persons. 

An  adrenal  cortical  adenoma  or  carcinoma 
(Fig.  4c)  produces  supraphysiological  amounts  of 
cordsol  with  resultant  marked  suppression  of  pi- 
tuitary ACTH  secretion.  In  this  instance  even 
large  dosages  of  dexamethasone  are  incapable  of 
suppressing  further  the  already  suppressed  ACTH 
secretory  mechanism  and  this  finding  separates 
Cushing’s  syndrome  due  to  adrenal  tumor  from 
hypothalamic  Cushing’s  disease. 

The  ectopic  ACTH  syndrome  due  to  the  pro- 
duction of  ACTH  by  a malignant  tumor  is  shown 
in  Figure  4d.  The  adrenal  cortical  tissue  responds, 
in  this  instance,  to  the  large  amounts  of  ectopic 
ACTH  just  as  it  would  to  pituitary  ACTH  and 


(a)  NORMAL 


Figure  4. 
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bilateral  adrenal  cortical  h\-perplasia  results  with 
the  production  of  large  amounts  of  cortisol.  This 
cortisol  suppresses  the  pituitary  production  of 
ACTH  thoroughly.  Therefore  the  administration 
of  large  dosages  of  dexamethasone  will  have  no 
effect  on  the  plasma  or  urinary  corticoids  in  this 
instance  and  only  by  assay  of  plasma  and/or 
tumor  ACTH  can  the  ectopic  ACTH  s^mdrome 
be  conclusively  distinguished  from  Cushing’s  s>ti- 
drome  due  to  adrenal  tumor.  Naturally,  the 
plasma  ACTH  will  be  elevated  in  the  ectopic 
ACTH  s\Tidrome  while  it  will  be  absent  or  de- 
pressed in  Cushing’s  sjmdrome  due  to  an  adrenal 
corticol  tumor. 

If  urinary  and  plasma  studies  for  17-hydroxy- 
corticosteroids  are  carefully  performed  the  dif- 
ferential diagnosis  of  the  three  t>pes  of  h}per- 
adrenocorticism  should  not  be  difficult. 

Therapy  of  the  ectopic  ACTH  syndrome: 
Two  problems  exist:  (1)  the  treatment  of  the 
underlying  carcinoma  and  (2)  the  treatment  of 
the  bilateral  adrenal  cortical  hyperplasia  with 
Cushing’s  syndrome.  Oat  cell  carcinoma  of  the 
lung,  malignant  thymoma,  islet  cell  carcinoma  of 
the  pancreas  and  mediastinal  tumor  other  than 
malignant  thymoma  are  usually  not  resectable 
surgically.  Contrariwise,  surgical  cures  had  been 
recorded  following  the  removal  of  malignant  pheo- 
chromocytoma. 

Irradiation  of  the  tumor,  particularly  when  it 
is  located  near  the  surface  of  the  body,  is  often 
attempted  but  usually  fails  to  produce  long  term 
remissions.  Reasonably  long  survival  has  been 
associated  most  frequently  with  the  ectopic 
.ACTH  syndrome  caused  by  carcinoma  of  the  pan- 
creas. In  this  circumstance,  bilateral  total  adrenal- 


ectomy is  often  performed  in  an  effort  to  halt  the 
more  pressing  manifestations  of  hypercortisolism 
such  as  marked  hypokalemia  and  psychosis.  If 
hypokalemic  alkalosis  is  life  threatening,  treat- 
ment with  potassium  supplementation,  sodium  re- 
striction and  spirolactone  is  indicated.  In  certain 
cases  where  bilateral  total  adrenalectomy  is  inter- 
dicted, Metopirone  may  be  used  to  partially 
inhibit  the  symthesis  of  cortisol  by  blocking  11- 
beta  hydro.xylation. 

Summary 

.A  case  of  ectopic  .ACTH  symdrome  due  to  a 
malignant  islet  cell  tumor  of  the  pancreas  has 
been  described.  The  key  diagnostic  features  are 
clinical  signs  of  carcinoma  associated  with  the 
varying  clinical  degrees  of  Cushing’s  syndrome. 
Elevated  levels  of  plasma  and  urinary  1 7-hydroxy- 
corticosteroids  are  found  and  these  are  not  sup- 
pressible  even  with  large  dosages  of  dexametha- 
sone. Tumor  tissue  excised  should  contaiin  ACTH. 
.Although  treatment  of  the  hypercortisolism  can, 
and  should,  at  times,  be  accomplished,  the  inexor- 
able course  taken  by  the  underlying  carcinoma 
is  one  of  death  to  the  patient. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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LOMOTIL 


tablets/liquid  Each  tablet  and  each  5 cc.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


first  aid 
in  diarrhea 

of  acute  gastroenteritis 


PROMPT  ANTIDIARRHEAL  ACTION 

Roentgenographic  studies  demon- 
strate that  the  motility-lowering  activ- 
ity of  Lomotil  is  concentrated  in  the 
first  three  hours  and  continues  for  at 
least  six  hours. 

Clinical  investigators  have  found 
ample  confirmation  of  these  determi- 
nations. Lomotil  has  reduced  diarrheal 
urgency  in  many  patients  within  one 
hour. 

OPTIMAL  ANTIDIARRHEAL  CONTROL 

Numerous  investigators  have  re- 
marked on  the  high  degree  of  effec- 


tiveness of  Lomotil  in  a variety  of 
diarrheal  disorders.  Lomotil  has  given 
good  to  excellent  relief  of  symptoms 
in  many  patients  who  had  failed  to 
respond  to  other  measures. 

UNSURPASSED  ANTIDIARRHEAL 
ACCEPTANCE 

Patients  prefer  Lomotil  for  its  con- 
venience, its  prompt  control  of  diar- 
rhea and  its  relief  of  cramping  and 
urgency.  Physicians  specify  Lomotil 
for  its  dependable  action  and  its  rela- 
tive freedom  from  side  effects  when 
taken  as  directed. 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitu- 
rates and,  if  not  contraindicated,  in  pa- 
tients with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally 
exempt  narcotic  with  theoretically 
possible  addictive  potential  at  high 
dosage:  this  is  not  ordinarily  a clini- 
cal problem.  Use  Lomotil  with  consid- 
erable caution  in  patients  receiving 
addicting  drugs.  Recommended  dosages 
should  not  be  exceeded,  and  medica- 
tion should  be  kept  out  of  reach  of 
children.  Signs  of  accidental  overdos- 
age may  include  severe  respiratory  de- 
pression, flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pin- 


point pupils,  tachycardia;  continuous 
observation  is  necessary.  The  subther- 
apeutic  amount  of  atropine  sulfate  is 
added  to  discourage  deliberate 
overdosage. 

Adverse  Reactions:  Side  effects 
reported  with  Lomotil  therapy  include 
nausea,  sedation,  dizziness,  vomiting, 
pruritus,  restlessness,  abdominal  dis- 
comfort, headache,  angioneurotic 
edema,  giant  urticaria,  lethargy, 
anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums, 
euphoria,  depression  and  malaise. 
Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  se- 
vere, even  fatal,  respiratory  depression. 


Dosage:  The  recommended  initial 
daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as 
follows: 

Children; 

3-6  mo.  . . 'k  tsp.=‘=  t.i.d.  (3  mg.) 

6-12  mo.  . . r/2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr.  ...  Vi  tsp.  5 times  daily  (5  mg.) 

2- 5  yr.  ...  1 tsp.  t.i.d.  (6  mg.) 

5-8  yr.  ...  1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  ..1  tsp.  5 times  daily  (10  mg.) 
Adults:  ...2  tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in 
infants  less  than  3 months  of  age. 
Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dosage. 
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in  cakrdiac  edema 


gets  the  waiter  out 
spa^res  the  pote^ium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Irvdicatiorvs:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Cor\trair\dicatiorvs:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Vv^Arrvirvgs:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8°,o  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  ReACtiorvs;  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 


Smith  Kline  & French  Laboratories 


Because  patients  can’t,  or  won’t, 
exercise  muscles  and  joints 
while  the  pain  persists 


Encourage  massage 
Encourage  exercise 


“As  a surface  analgesic  it  [GER-O-FOAM]  en- 
hances the  usefulness  of  massage  by  reducing 
pain,  thus  permitting  functional  exercises  other- 
wise impossible  to  administer.’” 

In  rheumatoid  and  osteoarthritis,  low  back  pain, 
painful  healed  fractures,  whiplash  and  frozen 
shoulder,  GER-O-FOAM  . . . 

• provides  fast  penetration  of  skin  by  anesthetic 
and  analgesic  ingredients  for  prolonged  relief. 

• facilitates  exercising  and  increases  range  of 
motion. 

GER-O-FOAM  Aerosol  Foam  for  Massage  . . . 
methylsalicyiate  30%  and  benzocaine  3%  in  a 
specially  processed  neutral  emulsion. 
Precautions:  If  rash  or  irritation  occurs,  discon- 
tinue. Avoid  application  in  or  near  eyes  or  open 
wounds. 

Available:  In  IV2  and  4 oz.  cans.  Economical 
therapy-with  approximately  125  applications 
in  each  4 oz.  can. 

1.  Gordon,  E.E.  and  Haas,  A.,  Industr.  Med.  Surg.  28:217,  May,  1959. 


GERIATRIC  PHARMACEUTICAL  CORP. 

397  Jericho  Turnpike,  Floral  Park,  N.Y.  11001 
Pioneers  in  Geriatric  Research 

fGCI»t^TW»C] 

In  Canada:  Winley-Morris  Co.,  Ltd.,  Montreal 


GER-O-FOAM 

Relieves  pain  rapidly 
Improves  Joint  mobility 
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Editorioil 


The  Mystery 

To  unravel  the  mystery  of  Christmas  is  a fas- 
cinating and  inspiring  experience,  for  it  is  the  story 
of  the  deepest  desire  of  the  human  heart,  the  uni- 
versal yearning  for  spiritual  renewal  and  refresh- 
ment, for  escape  from  the  worry  and  wear  of  ev- 
eryday living  and  fears  of  the  times.  It  is  more 
than  the  celebration  of  the  birth  of  Christ — it  is 
the  tinsel-trimmed  fir  tree,  stockings  by  the  fire- 
place, candles  in  the  window,  children  awaiting 
Santa  Claus,  mistletoe,  reunited  family  gatherings, 
greeting  cards  and  yule  logs.  At  first  glance,  most 
of  the  traditions  appear  to  have  little  to  do  with 
the  momentous  birth  in  Bethlehem  but,  strange 
as  it  seems,  our  celebrations  today  are  the  com- 
pounding of  the  customs  of  many  lands. 

In  the  early  centuries,  there  was  little  interest 
in  celebrating  Christ’s  birth,  for  no  one  knew  the 
exact  date  and  at  first  the  church  declared  it  a 
sin  to  even  think  of  commemorating  this  event. 
Meanwhile,  in  Rome,  the  Christians  trying  to  re- 
shape the  pagan  world,  had  their  biggest  worries 
at  the  year-end  celebration,  known  as  the  Satur- 
nalia, which  was  a time  of  unrestrained  orgiastic 
pleeisure.  Many  of  the  Christians  joined  the  parties 
and  the  church  fathers  realized  the  faithful  needed 
a spiritual  anchor  to  resist  this  recurring  tidal 
wave  of  moral  chaos.  So,  near  the  end  of  the 
fourth  century,  a Bishop  of  Constantinople  sug- 
gested that  the  birthday  of  Christ  be  celebrated 
on  December  25th  and  while  the  heathen  were 
busy  with  their  profane  ceremonies,  the  Christians 
could  perform  their  sacred  rites  undisturbed.  A 
festival  similar  to  the  Roman  Saturnalia  was  an- 
nually celebrated  by  the  Norsemen,  for  they  be- 
lieved that  at  this  season,  the  fortunes  of  the  new 
year  would  be  revealed  and  their  gods,  led  by 
Odin,  would  be  judging  the  good  and  bad  deeds 
of  the  people.  Burning  the  Yule  log  produced 
smoke  and  fire  which,  along  with  horns  and  yells 
and  loud  noises,  frightened  away  evil  spirits. 

About  the  same  time  in  Turkey,  there  ap- 
peared a supernatural  figure  with  the  custom  of 
roaming  the  world,  giving  his  fortune  to  the  poor. 
He  began  as  a fourth  century  archbishop.  Saint 
Nicholas.  He  was  a generous  man,  and  the  patron 
saint  of  children  and  sailors.  His  legend  met 
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of  Christmas 

Odin’s,  and  gradually  in  Europe,  emerged  Sante- 
klas,  taking  Odin’s  Norse  costume  and  his  reindeer 
and  his  habit  of  checking  up  on  misbehaving 
youngsters,  but  retaining  his  legendary  generosity. 
As  the  patron  saint  of  sailors,  a tradition  devel- 
oped of  putting  out  little  ships  for  him  and  in  the 
lower  Rhineland,  the  children,  instead  of  ships,  put 
out  their  wooden  clogs  by  the  fireplace,  for  this 
was  the  only  place  a midnight  visitor  could  enter 
a tightly-locked  home. 

To  defend  oneself  against  the  creatures  of  the 
winter  dark,  the  Norsemen  filled  their  homes  with 
ivy,  holly,  spruce  and  pine,  the  few  growing  things 
that  did  not  lose  their  green  in  the  desolate  winter, 
and  always  mistletoe  which  bore  fruit  in  the  win- 
ter. Long  after  the  northern  part  of  Europe  be- 
came Christian,  the  Yule  log  was  burned  ceremo- 
niously each  year  and  the  Christmas  tree,  replac- 
ing Odin’s  sacred  oak  with  the  fir  tree,  developed 
its  present  form  from  an  ancient  legend  that  on 
the  first  Christmas  eve,  all  the  trees  and  plants  of 
the  forest  burst  into  bloom  to  celebrate  the  mirac- 
ulous birth.  The  tree  was  resisted  at  first  by  the 
church  but  spread  irresistibly  to  Vienna  and  across 
the  ocean  to  America,  being  brought  by  German 
soldiers  sent  by  George  HI  to  put  down  an  an- 
noying revolution. 

So,  slowdy,  ever  so  slowly,  Christmas  has 
evolved  from  gradually  transforming  traditions 
inherited  from  ancient  gods,  superstitions  and  the 
winter  solstice  into  the  giving  of  gifts,  holidays 
away  from  work,  reuniting  of  families,  rebirth  of 
religious  faiths  and  the  rededication  of  lives  in 
service  to  others.  The  conflict  between  spirit  and 
flesh  will  go  on  forever,  but  there  is  undoubtedly, 
deep  in  the  human  spirit,  something  that  cries  out 
for  renewal  at  this  time  of  the  year.  Some  people 
will  always  be  tempted  to  seek  it  in  food  and 
drink  and  all  the  pleasures  that  money  can  buy; 
yet,  as  we  look  back  over  the  centuries,  we  can  be 
heartened  by  a slow,  steady  progress  toward  a day 
in  which  the  best  of  the  old  traditions  are  retain- 
ed, illuminated  by  the  light  shining  from  a star 
which  appeared  over  Bethlehem  two  centuries  ago. 
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In  Our  Defense 

In  answer  to  widely  publicized  charges  of  pos- 
sible misuse  and  mercenary  actions  by  physicians 
since  the  advent  of  Medicare  in  1966,  Blue  Shield, 
in  a report  to  its  subscribers,  stated  that  of  the 
nearly  7,000  doctors  of  medicine  practicing  in 
Florida,  less  than  3%  have  come  under  review  for 
alleged  misuse  of  Medicare  services.  Many  of 
these  reviews  resulted  in  complete  vindication  of 
the  physicians  so  investigated.  As  Medicare  covers 
nearly  a million  people  in  the  winter  months,  it  is 
noteworthy  that  over  97%  of  the  physicians  treat- 
ing Medicare  patients  have  upheld  the  traditional 
high  standards  that  the  medical  profession  de- 
mands of  itself.  Physicians  today  are  providing 
more  services  per  patient  and  the  trend  of  increas- 
ing specialization  demands  better  quality  than 
ever  before.  This  expansion  in  medical  treatment 
has  been  one  reason  for  the  increases  that  have 
taken  place  in  payments  to  physicians.  The  Social 
Security  Administration’s  office  of  Research  and 
Statistics  reports  that  physicians’  fees  increased 
21.5%  in  the  first  3 years  of  the  Medicare  pro- 
gram; hospital  daily  service  charges  increased 
54%  and  the  overall  cost  of  health  care  arose 
22.2%  in  this  three  year  statistical  study. 

C.M.C. 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


COMPAC* 

A NEW  INNOVATION  IN 
RENDERING  WORKMEN'S 
COMPENSATION  BILLS 
FOR  PHYSICIANS. 

A PRACTICAL 
COMPUTERIZED  SYSTEM 
FOR  ANY  VOLUME  OF 
CASES,  LARGE  OR  SMALL: 
FOR  THE  SOLO 
PRACTITIONER  OR  CLINIC. 


No  special  equipment  needed.  The  only  requirement 
is  that  a daily  report  be  given  by  telephone.  This 
information  is  stored  by  the  computer. 

When  the  case  is  closed  the  computer  prints  an 
itemized  bill  on  the  FIC-9  form. 


You  are  supplied  vKith  the  following: 

1—  FIVE  COPIES  OF  YOUR  BILL  ON  THE  RE- 
QUIRED FIC-9  FORM. 

2—  AN  AGED  TRIAL  BALANCE  MONTHLY, 
SHOWING  UNPAID  CASES  AND  TIME 
LAPSE  SINCE  BILLING  DATE. 

3—  WEEKLY  ACTIVITY  JOURNAL,  SHOWING 
PAYMENTS  RECEIVED  ON  EACH  PATIENT 
AND  A BREAK  DOWN  BY  DOCTOR  IN 
MULTI-PHYSICIAN  OFFICES. 


For  further  information  or  to  have  one  of  our  service 
representatives  contact  you.  please  call,  at  no  cost 
to  you: 

1-800-432-3680 


COMPAC"  COMpensation  PACkage,  developed  through 
an  association  of  MEDICOMP,  INC.,  & 
TELEMED,  INC. 


MEDICOMP,  INC. 

P.O.  BOX  3190 
HIALEAH,  FLORIDA  33013 
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Predictable. 

Economical. 

Well-tolerated. 

If  thats  old-fashioned, 
why  not  nnake  the  most  of  it? 


BUTISOL 

SODIUM’ 

fSODpM  BUTABARBITAI ) 


VOLUME  57/ NUMBER  12 


There's  no  denying:  Butisol  Sodium  is  no  "swinger."  But  even  in  the  frenetic  70’s, 
there's  many  an  occasion  when  its  solid,  reassuring  qualities  more  than  make  up  for 
its  lack  of  glamour.  For  instance: 

1.  It  is  highly  predictable:  minor  dosage  adjustments  are  usually  all  that's 
needed  to  produce  the  desired  degree  of  relaxation.  (With  3 dosage  forms  and 
4 strengths  to  make  adjustments  easy.) 

2.  Its  action  is  prompt,  smooth,  relatively  noncumulative:  Butisol  Sodium 
begins  to  work  within  30  minutes . . . yet,  because  of  its  intermediate  rate  of  metab- 
olism, there  is  generally  neither  a "roller-coaster"  nor  a "hangover"  effect. 

3.  It  is  remarkably  well  tolerated. 

4.  It  saves  your  patients  money:  costs  less  than  half  as  much  as  they  would 
pay  for  most  commonly  used  sedative  tranquilizers.* 

These  benefits  have  led  thousands  of  physicians,  year  after  year,  to  depend 
on  the  relaxing  sedative  effect  of  Butisol  Sodium  for  a wide  range  of  needs:  to  help 
the  usually  well-adjusted  patient  cope  with  temporary  stress...  or  to  relieve  the 
anxiety  associated  with  hypertension,  coronary  disorders,  premenstrual  tension, 
surgical  procedures,  functional  Gl  disorders,  and  the  strains  of  aging. 

Another  advantage:  the  very  fact  that  Butisol  Sodium  has  been  around  so  long 
assures  you  there  is  little  likelihood  of  unexpected  reactions.  Its  clinical  capabilities 
are  thoroughly  established  ...  its  side  effects  completely  known. 

Which  is  one  more  reason  why  Butisol  Sodium  is  the  Rx  that  says  "relax."  To 
the  doctor,  too. 

*Based  on  surveys  of  overage  doily  prescription  costs. 

Contraindications.-  Porphyria  or  sensitivity  to  barbiturates.  Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may  react  with  marked  excitement  or  depression.  Adverse  Reactions.- 
Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes,  “hangover”  and  systemic  disturbances  are  seldom  seen. 
Warning:  May  be  habit  forming.  Usual  Adult  Dosage:  For  doytime  sedation,  15  mg.  to  30  mg.  t.i.d.  or  q.i.d.  For 
hypnosis,  50  mg.  to  100  mg.  Available  as-.  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol 
7%).  ButicaPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


the  Rx  that  says  "Relax" 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM* 


( McNEIl ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Po.  19034 
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Someone 

acuteh;  ill 


needs 


It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acut 
care  facilities.  A professional  medical  staff  supervisej 
all  recuperative  care  under  the  direct  orders  of  each  pa 
tient’s  personal  physician.  Room  rates  are  nominal  — ' 
about  one-half  the  cost  of  general  hospitals.  And  there’i 
a growing  list  of  insurance  companies  that  already  providi 
coverage  for  Medicenter  recuperation.  | 

The  Medicenter  is  a vital  addition  to  our  community’s i 
health  care  system.  Get  to  know  the  Medicenter  soon.  Youi: 
visit  or  inquiry  is  welcome  anytime.  ] 


MEDiCpER 

iiv 

nice  Place  to  §et  Well 


Medicenter  of  America  / Fort  Lauderdaie  • Jacksonvilie  • Leesburg  • Taiiahassee  • Tampa,  Florida 


ORGANIZATION 


Dr.  Day  Re-ElecteJ  Chairman 


Dr.  Day 


At  the  annual  meeting  of  the  Florida  Health 
Planning  Council,  (Comprehensive  Health 
Planning)  Dr.  Sam  Day,  who  has  served  as 
chairman  since  the  formation  of  the  Council,  was 
re-elected  for  the  coming  year  and  Dr.  Wilson  T. 
Sowder,  our  state  health  officer,  was  elected  vice 
chairman. 

The  following  four  committee  chairmen  were 
appointed,  which  automatically  places  them  on  the 
Executive  Committee:  ^Irs.  Richard  Malchon, 

St.  Petersburg,  Environmental  Health;  Mr. 
Michael  J.  Wood,  Jacksonville,  Health  Facilities; 
Irving  E.  Hall  Jr.,  M.D.,  Bradenton,  Health  Man- 
power; and  Mr.  Richard  Brooke  Jr.,  Jacksonville, 
Health  Services. 

The  following  five  members  were  elected  by 
the  membership  to  serve  on  the  Executive  Com- 
mittee: Representative  John  J.  Savage,  St. 

Petersburg,  and  Mr.  Harold  Parham,  Jacksonville, 
were  re-elected;  the  new  members  elected  were 
Senator  Beth  Johnson,  Cocoa  Beach;  iMr.  Harold 
O’Steen,  Jacksonville,  and  G.  T.  Wiggins,  Ph.D., 
Pensacola. 


W.  Harold  Parham 


\t  the  fall  Board  of  Governors  meeting.  Dr.  Francis  T.  Holland,  chairman  of  Honcja’s  .\MA 
dele<^ation  on  behalf  of  the  President  and  Executive  \dce  President  of  the  American  Medical  .Asso- 
ciation,  presented  a Certificate  of  Gratitude  to  Mr.  \V.  Harold  Parham,  \ 

of  the  Florida  Medical  .Association  “for  distmgu.shed  leadership  and 

American  Association  of  Medical  Society  Executives  .Advisory  Committee  to  the  Executive  \ cc 
President,  1969-1970.”  The  Board  acknowledged  the  presentation  and  expressed  their  congratula- 
tions to  Mr.  Parham. 
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The  gas/acid  group  of  disorders 

‘The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times  150  (Feb.)  1966. 


Announcing  the  “Antgasid” 

Silain-Gel 

Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas ...  neutralizes  free  acid 


AH'I^OBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


One  of  the  doctor’s  most  important  roles  is 
in  education. 

For  his  patients,  the  physician  provides 
the  facts,  supplies  the  rationale,  triggers  the 
action  for  life-saving  health  practices.  To  his 
students,  he  passes  on  his  knowledge  and  the 
benefits  of  his  clinical  experience.  With  his 
colleagues,  he  shares  new  information  and 
concepts. 

Assisting  the  doctor  in  his  teaching  role  is 


a major  function  of  our  professional  educa- 
tion program.  Through  medical  conferences, 
films,  exhibits,  pamphlets,  monographs  and 
other  publications,  we  provide  him  with  the 
most  important  and  current  information  on 
cancer. 

If,  as  Henry  Brooks  Adams  speculated,  “A 
teacher  affects  eternity;  he  can  never  tell 
where  his  influence  stops”,  the  outlook  is 
optimistic. 


i 

i 


doc'tor  (dok'ter),  n.  (ME.  doctour,  fr. 
OF.  doctour.  fr.L.  doctor  teacher,  fr. 
docere  to  teach.)  1.  A teacher;  one 
skilled  in  a profession,  or  branch  of 
knowledge;  a learned  man. 
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HE'S  READY 


HIRE  THE 

HANDICAPPED  VETERAN 

Tfi«  P(«ird*nt'»  on  of  th«  Handicapped  • WatSingtan,  D C.  20210 


hand  • i • capped 

(han'  de  kapt'),  adj. 
l.able  2.dependaWe 
3.  energetic  4.eager 
workers 


HIRE 


The  Prejldent’j  Committee  on  Employment  of  the  Hondteopped 
Washington,  D.C.  20210 
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A Modern 
Psychiatric 
Hospital . . . 


This  modern  psychiatric  hospital  is  now 
fully  operational.  With  completion  of  the  com- 
fortable seclusion  rooms  and  lounge  complex, 
Lakeland  hlanor  is  prepared  to  offer  full 
psychiatric  services.  Treatment  procedures  are 
geared  to  the  most  modern  concepts  of  psychia- 
try. Treatment  includes  intensive  dynamic 
psychotherapy  for  the  individual,  group  psycho- 
therapy, chemotherapy,  occupational  and  rec- 
reational therapy.  Every  effort  is  made  to 
create  a highly  therapeutic  milieu.  Patients  are 
admitted  on  referral  of  their  physicians  either 
on  a voluntary  basis  or  commitment.  .-Ml  types 
of  emotionally  ill  patients  are  accepted,  includ- 
ing those  with  alcohol  addiction.  All  patients 
are  treated  by  private  psychiatrists  who  make 
regular  reports  to  the  referring  physician  on 
the  patient’s  progress. 

Sam  J.  Clark,  M.D.,  President 
•Alfred  Petschow,  .Administrator 

Staff  Psychiatrists 
August  C.  Herman,  M.D. 

Joseph  K.  Niswonger,  M.D. 

Wilfred  C.  Jorge,  M.D. 

Edgar  B.  Hodge,  hl.D. 

■Arie  denBreeijen,  M.D. 

LAKELAND  MANOR,  INC. 

2510  North  Florida  Avenue 
Lakeland,  Florida  33802 
Telephone  (813)  682-6105 

Member  American  Hospital  Association 
Medicare  Provider 


New  Medical  Building 

ADJACENT  TO  NEW  160-BED  HOSPITAL 
TURNKEY  SUITES 

Serving  40,000  residents  and  growing 

In  City  Margate 
Serving  Coral  Springs 
North  Fort  Lauderdale 
Tamarac 

Attractive  leases  to  individual  needs 
(no  investment) 

Occupancy  early  1971 

For  further  information: 

G.  Cravero 

3520  West  Broward  Blvd.,  #111 
Fort  Lauderdale,  Florida 
Phone  (305)  583-7612 
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Dear  Dr.  Collins: 

Congratulations  to  you,  Dr.  Ragland  and  the 
guest  authors  who  contributed  to  the  Ecology  Is- 
sue, Vol.  57,  No.  10,  October  1970. 

Massive  personal  involvement  of  physicians, 
because  of  their  potential  role  of  leadership  in  the 
cause  of  environmental  salvage,  is  long  overdue. 

Hopefully  this  issue  of  the  JFM.'\  will  be  fol- 
lowed by  a continuing  editorial  policy  directed  to- 
ward establishing  the  physician  as  a powerful 
force  in  development  of  the  medical  aspects  of  the 
“new  progress”  of  George  Cornwell,  defined  as: 
“acts  of  man  that  enhance  life’s  quality  without 
impairing  earth’s  life  support  systems. 

W.  Robert  Adams,  M.D. 

Professor,  Department  Pathology 
University  of  Florida, 
Gainesville 


Convention 
Press 

2111  North  Liberty  St. 
Jacksonville,  Florida 

32206 

QUALITY  BOOK  PRINTING 
PUBLICATIONS  BROCHURES 

Whatever  your  first  requisites  may  be,  we 
always  endeavor  to  maintain  a standard  of 
quality  in  keeping  with  our  reputation  for  fine 
work  — and  at  the  same  time  provide  the  service 
desired.  Let  Convention  Press  help  solve  your 
printing  problems  by  intelligently  assisting  on  all 
details. 


Dear  Dr.  Collins: 

I wish  to  apologize  for  sending  this  informa- 
tion late,  as  T have  been  on  vacation  and  just 
returned. 

As  you  know,  1 attended  the  A.M.A.  meeting 
in  Chicago  in  June  and  attended  the  V.P.V.N. 
luncheon  at  the  Palmer  House  for  the  physicians 
for  Viet  Nam.  This  was  a rather  gala  affair  as 
there  were  one  hundred  physicians  present  who 
had  served  at  one  time  or  another  on  the  A.M.A. 
Loan  Physieians  Program.  The  current  President, 
President-Elect  and  Vice  President-Elect  of  the 
A.M.A.  were  all  present  as  were  five  leading  Viet 
Namese  physicians,  the  Minister  of  Health  and 
several  professors  from  the  University  of  Saigon 
Medical  School  in  Saigon.  Several  of  the  physi- 
cians there  had  served  as  many  as  four  tours  in 
Viet  Nam. 

The  Viet  Namese  physicians  were  extremely 
happy  to  see  some  of  their  old  friends  that  had 
served  in  their  provinces  and,  also,  to  praise  the 
woik  of  the  A.M.A.  in  this  southeast  Asian  coun- 
try. As  the  Minister  of  Health  told  me  personal- 
ly, when  he  flew  into  San  Francisco,  it  was  the 
first  time  he  had  visited  the  United  States  and  he 
was  extremely  taken  with  the  freedom  of  the  peo- 
ple wandering  about  this  great  city,  shopping  and 
enjoying  the  good  times  of  our  American  life.  He 
said,  “This  is  all  that  we  want  for  South  Viet 
Nam.  Isn’t  it  too  bad  that  we  have  to  struggle 
so  hard  to  achieve  it?” 

At  the  A.M.A.  Chicago  convention,  the 
V.P.V.N.  exhibit  had  a complete  slide  program 
with  sound  accompaniment-push  button  operation, 
with  head  phones  telling  the  story  of  the  medical 
needs  and  progress  of  both  military  and  civilian 
population  of  Viet  Nam  and  featured  nine  colored 
photographs  of  the  V.P.V.N. ’s  in  action.  There 
was  a vivid  map,  plus  charts  indicating  hospitals, 
clinics  and  other  installations  while  the  register 
told  where  every  physician  in  the  program  has 
served  in  his  home  state.  The  exhibit  assigned  a 
permanent  place  for  attention  of  the  convention 
visitors  acting  as  a get  together  clearing  house  for 
V.P.V.N.’s  and  several  members  of  the  A.M.A. 
were  assigned  and  signed  up  on  the  spot. 

James  J.  De  Vito,  M.D. 

St.  Augustine 


J.  FLORIDA  M.A./DECEMBER  1970 


39 


Approved  by  FMA 

Committfee  on  Postgraduate  Education 


DECEMBER 

3-  6 Eighth  Annual  Cardiologj'  Seminar,  Rose 

Hall  Holiday  Inn,  Montego  Bay,  Jamaica. 
For  information:  Heniy  J.  L.  Marriott, 

M.D.,  St.  Anthony’s  Hospital.  St.  Peters- 
burg 33701. 

4-  6 Lower  Extremity  Prosthetics  and  Orthotics- 

Recent  Developments,  Americana  Hotel, 
Miami  Beach.  For  information:  \t;gusto 

Sarmiento,  M.D.,  University  of  Miami 
School  of  Medicine,  Box  875,  Biscatne  .\n- 
nex,  ^liami  33152. 

7-  9 Postgraduate  Seminar  on  Lower  Extremity, 
Americana  Hotel,  Miami  Beach.  For  infor- 
mation: Augusto  Sarmiento,  ^I.D.,  L'niver- 
sity  of  Miami  School  of  ^ledicine.  Box  875, 
Bisca\Tie  Annex,  Miami  33152. 

10- 12  Eleventh  Biennial  Cardiovascular  Seminar 

on  Coronary  Arter\'  Disease.  Shermon- 
Four  Ambassadors  Hotel,  Miami.  For  in- 
formation: Arthur  Gosselin,  M.D.,  Chm., 
Heart  Association  of  Greater  Miami,  5080 
Bisca\Tie  Blvd.,  Miami  33137. 

11- 12  Management  of  the  Emergency  Depart- 

ment, Sheraton  Four  Ambassadors  Hotel, 
Miami.  For  information:  William  T. 

Haeck,  M.D.,  7061  Old  Kings  Rd.,  S., 
Jacksonville,  Fla.  32217. 

JANUARY 

7-10  Eighth  Annual  Postgraduate  Seminar  in 
Anesthesiologx',  “Anesthesia  and  the  Xer\-- 
ous  System,”  Diplomat  Hotel,  HolhTvood. 
For  information:  Jordan  Katz,  M.D.,  Uni- 
versity of  !Miami  School  of  Medicine,  Box 
875,  Bisca\*ne  Annex,  Miami  33152. 

11-12  Infectious  Diseases  1971 — -Treatment  and 
Prevention,  Eden  Roc  Hotel,  Miami  Beach. 
For  information:  Mrs.  Gwen  Hendel,  Pub- 
lic Relations  Office,  Mt.  Sinai  Hospital, 
Miami  Beach  33140. 


11-16  Comprehensive  Training  in  Coronarx*  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Z^Iiami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  .-Association,  Box  10100, 
St.  Petersburg  33733. 

13- 16  Postgraduate  Seminar  in  Surgery  .Art  and 

Science  in  the  Therapy  of  Difficult  Prob- 
lems in  Surgery,  Eden  Roc  Hotel,  Miami 
Beach.  For  information:  Robert  Zeppa, 

AI.D.,  University  of  Miami  School  of  Medi- 
cine, Box  875,  Biscaxme  .Annex,  Miami 
33152. 

24-28  L’niversit}'  of  Miami  .Annual  Seminar  on 
Pediatric  and  .Adult  Urologx',  Sheraton  Four 
.Ambassadors  Hotel,  Micuni.  For  informa- 
tion: Michael  P.  Small,  M.D.,  University 
of  Miami  School  of  Medicine,  Box  875, 
Biscaxme  .Anne.x,  Miami  33152. 

24-28  Practical  Pediatrics,  Deamdlle  Hotel,  Miami 
Beach.  For  information:  Donald  H.  .Alt- 
man, M.D.,  6125  S.W.  31st  St.,  Miami 
33135. 

FEBRUARY 

2 Second  Medical  Education  and  Research 
Conference,  St.  Joseph’s  Hospital,  Tampa. 
For  information:  Charles  S.  Thomas,  Dir., 
Community  Relations,  St.  Joseph’s  Hospi- 
tal, 3001  W.  Buffalo  .Ave.,  Tampa  33607. 

14- 19  L'niversity  of  Miami  School  of  Medicine 

presents  “Aledical  Diagnosis:  Truths, 

Xeartruths  and  Xontruths,”  Sheraton  Four 
.Ambassadors,  Miami.  For  information:  J. 
Bodes,  M.D.,  U.  of  Miami  School  of  Medi- 
cine, Box  875,  Biscayne  .Annex,  Miami 
33152. 

22-27  Comprehensive  Training  in  Coronarx*  Care 
for  Physicians,  Jackson  Alemorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 
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MARCH 

9-13  “Selected  Topics  in  Roentgendiagnosis; 
Radiologic-Pathologic  Correlations,”  Fon- 
tainebleau Hotel,  Miami  Beach.  For  infor- 
mation: Manuel  Viamonte  Jr.,  M.D.,  Uni- 
versity of  Miami  School  of  Medicine,  Box 
875,  Biscayne  Annex,  Miami  33152. 

14-17  Special  Procedures  in  Diagnostic  Radiology, 
Eden  Roc  Hotel,  Miami  Beach.  For  infor- 
mation: Mrs.  Gwen  Hendel,  Mt.  Sinai 

Hospital,  Miami  Beach  33140. 

17-20  Third  Teaching  Conference  in  Clinical 
Cardiology,  Sheraton  Four  Ambassadors, 
Maimi.  For  information:  Michael  S.  Gor- 
don, M.D.,  University  of  Miami  School  of 
Medicine,  Box  875,  Biscayne  Annex,  Miami 
33152. 

22- 27  Comprehensive  Training  in  Coronary  Care 

for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

APRIL 

19-24  Comprehensive  Training  in  Coronary  Care 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

23- 24  Seminar  on  Arthritis  and  Related  Diseases, 

Sheraton  Hotel,  Jacksonville.  For  infor- 
mation: William  B.  Thirlwell,  2522  Oak 
St.,  Jacksonville  32204. 

MAY 

3-  8 Comprehensive  Training  in  Coronary  Cart 
for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information:  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 

24- 29  Comprehensive  Training  in  Coronary  Care 

for  Physicians,  Jackson  Memorial  Hospital, 
Miami.  For  information;  Louis  Lemberg, 
M.D.  c/o  Heart  Association,  Box  10100, 
St.  Petersburg  33733. 


National  and  Regional 
Meetings  Held  in  Florida 

DECEMBER 

7-  9 Committee  on  Injuries  of  the  American 
.\cademy  of  Orthopaedic  Surgeons  present 
course  on  Lower  Extremity,  .Americana  Ho- 
tel, Miami  Beach.  .Augusto  Sarmiento, 
M.D.,  U.  of  Miami  School  of  Medicine, 
Box  875,  Biscayne  .Annex,  Miami  33152. 

7-10  Southern  Surgical  Association,  Boca  Raton 
Hotel,  Boca  Raton.  Ex.  Sec.:  D.  C.  Sabis- 
ton  Jr.,  M.D.,  Duke  University  Medical 
Center,  Durham,  N.C.  27706. 

MARCH 

1-  6 Society  for  Cryosurgery,  Diplomat  Hotel 
and  Country  Club,  Hollywood.  Sec.:  So- 
ciety for  Cryosurgery,  30  N.  Michigan  Ave., 
Chicago  60602. 

7-12  .American  College  of  Chest  Physicians, 
“Problems  and  Approaches  to  Diagnosis 
and  Management  of  Cardiopulmonary  Fail- 
ure,” University  of  Aliami  School  of  Medi- 
cine, Miami  Beach.  For  information: 
Charles  F.  Tate,  M.D.,  1000  N.W.  17th  St., 
Miami  33136. 

14-18  International  Anesthesia  Research  Society, 
■Americana  Hotel,  Miami  Beach.  Ex.  Sec.; 
B.  B.  Sankey,  M.D.  3645  Warrensville  Cen- 
ter Rd.,  Cleveland  44122. 

24-26  American  Surgical  Association,  Boca  Raton 
Hotel  and  Club,  Boca  Raton,  Sec.:  G. 
Thomas  Shires,  5323  Harry  Hines  Blvd., 
Dallas  75235. 

APRIL 

18-22  Southeastern  Surgical  Congress,  .Americana 
Hotel,  Miami  Beach.  Sec.:  A.  H.  Letton, 
M.D.,  340  Blvd.,  N.E.,  Atlanta  30312. 

MAY 

12-15  American  Gastroenterological  Association, 
Americana  Hotel,  Miami  Beach.  Sec.;  H. 
D.  Janowitz,  M.D.,  HE.  100th  St.,  New 
York  10029. 

AUGUST 

30-Sept.  2 Third  Western  Hemisphere  Nutrition 
Congress,  Americana  Hotel,  Miami  Beach. 
For  information:  Council  on  Foods  and 

Nutrition,  .American  Medical  Association, 
535  North  Dearborn  St.,  Chicago,  111. 
60610. 


J.  FLORIDA  M.A./DECEMBER  1970 


41 


PUBLISHED  TO  REPLACE  A PREVIOUS 
ADVERTISEMENT  WHICH  THE  FOOD  AND  DRUG 
ADMINISTRATION  CONSIDERED  MISLEADING 


The  Food  and  Drug  Administration  has  requested  that  we  bring  to  your  attention 
a recent  promotional  campaign  for  Gsramycin  Injectable  (gentamicin  sulfate)  which 
featured  a nationwide  in-vitro  hospital  survey  involving  a comparison  of 
sensitivity  patterns  of  Garamycin  Injectable  and  seven  other  antibiotics. 


The  FDA  considers  the  advertising  misleading  in  several  respects  such  as: 


The  in-vitro  chart  contained  in  the  ads,  which  compared  Garamycin  Injectable 
with  seven  other  antibiotics,  implied  that  Garamycin  Injectable  is  clinically  more 
effective  than  the  seven  other  compared  antibiotics.  THE  FACTS  ARE  (1 ) THAT 
DIRECT  EXTRAPOLATION  OF  NONCLINICAL  FINDINGS  TO  CLINICAL 
EFFECTIVENESS  IS  UNWARRANTED,  AND  (2)  THAT  THE  ADVERTISED 
IN-VITRO  COMPARISONS  DO  NOT  CONSTITUTE  A VALID  BASIS  FOR 
SUGGESTING  THAT  GARAMYCIN  INJECTABLE  HAS  GREATER  CLINICAL 
EFFECTIVENESS  THAN  THE  COMPARED  ANTIBIOTICS. 


The  in-vitro  chart  and  information  contained  under  the  ad  heading,  "Indications" 
presented  in-vitro  data  results  in  such  a way  as  to  imply  that  the  drug  is  indicated 
for  Gram-positive  bacteria,  such  as  Staphylococcus  aureus.  GARAMYCIN  INJECTABLE 
IS  NOT  APPROVED  FOR  INFECTIONS  DUE  TO  ANY  GRAM-POSITIVE 
ORGANISMS. 


We  emphasize  that  Garamycin  Injectable  is  approved  for  use  only  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including  Pseudomonas 
aeruginosa,  and  species  of  indole-positive  and  indole-  negative  Proteus, 
Escherichia  coli,  and  Klebsiella-Aerobacter. 
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Injectable 

.Taramvan 

gentamian  I sulfate 
injection 

ch  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg.  gentamicin 


tIEF  SUMMARY 

I DICATIONS  GARAMYCIN  Injectable  is  clinically  effective  in  infections 
e to  susceptible  strains  of  gram-negative  bacteria,  including  Pseudo- 
anas  aeruginosa,  and  species  of  indole-positive  and  indole-negative 
oteus,  Escherichia  coli,  and  Klebsiella-Aerobacter.  Bacteriologic  studies 
ould  be  conducted  to  identify  the  causative  organism  and  to  determine 
; sensitivity  to  gentamicin  sulfate.  Sensitivity  discs  of  the  drug  are 
li'ailable  for  this  purpose.  If  the  susceptibility  tests  indicate  that  the 
>imsative  organism  is  resistant  to  gentamicin  sulfate,  other  appropriate 
ritibiotic  therapy  should  be  instituted. 

I This  drug  should  be  limited  to  the  treatment  of  serious  infections 
lused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeruginosa, 
l oteus  and  other  susceptible  organisms,  with  due  regard  for  relative 
(itibiotic  toxicity.  Therefore,  the  drug  should  be  considered  for  use 
Ijainst  gram-negative;  1.  Bacteremia;  2.  Infected  surgical  wounds;  3. 
i'vere  soft  tissue  infections,  including  burns  complicated  by  sepsis;  4. 
jjspiratory  tract  infections;  and  5.  Selected  cases  of  urinary  tract  infec- 
,on. 

DNTRAINDICATIONS  GARAMYCIN  Injectable  is  contraindicated  in  in- 
ividuals  with  a history  of  hypersensitivity  or  toxic  reactions  to  genta- 
icin. 

'ARMINGS  Patients  receiving  treatment  with  GARAMYCIN  should  be 
Oder  close  clinical  observation  because  of  the  toxicity  associated  with 
ie  use  of  this  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in 
atients,  primarily  those  with  pre-existing  renal  damage,  treated  with 
ARAMYCIN  Injectable,  usually  for  longer  periods  or  with  higher  doses 
ian  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should  be 
ept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal  impair- 
lent.  Kidney  function  diminished  by  infection  of  the  upper  urinary  tract 
lay,  however,  improve  during  effective  treatment  with  GARAMYCIN 
njectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  such  as  strep- 
omycinand  kanamycin  or  of  potentially  nephrotoxic  drugs  such  as  poly- 
lyxin,  colistin,  and  kanamycin  with  gentamicin  sulfate  has  not  been 
hown  to  afford  any  clinical  advantages  and,  moreover  may  result  in 
idditive  toxicity.  Monitoring  of  vestibular,  cochlear,  and  renal  function 
vill  provide  guidance  for  therapy  in  such  cases. 

’RECAUTIONS  In  patients  with  impaired  renal  function  in  whom  serious 
nfection  develops,  serum  concentrations  of  the  drug  may  rise,  with  con- 
lequently  increased  risk  of  ototoxicity.  In  these  patients  or  in  those 


in  w'mm  recommended  dosage  or  duration  of  therapy  must  be  exceeded  as 
a life-saving  measure,  routine  studies  of  kidney  function  should  be  per- 
formed when  possible.  These  may  be  supplemented  by  evaluation  of  the 
vestibular  and  auditory  function  and  measurement  of  serum  concentra- 
tion of  the  drug  when  feasible.  Serum  concentration  of  gentamicin  should 
be  maintained  below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  oto- 
toxicity. 

Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  10  days 
or  be  repeated  unless  required  for  serious  infection  not  responsive  to 
other  agents.  ' 

As  with  other  antibiotics,  treatment  with  GARAMYCIN  Injectable  may 
occasionally  result  in  overgrowth  of  nonsensitive  organisms.  If  super- 
intection  occurs,  appropriate  therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxicity  or 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  animals 
have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetus.  GARAMYCIN 
Injectable  should  not  be  used  in  pregnant  patients  or  in  women  of 
childbearing  age  unless  its  use  is  deemed  advisable  by  the  physician. 

ADVERSE  REACTIONS  The  overall  incidence  of  ototoxicity  considered 
related  to  treatment  with  GARAMYCIN  Injectable  was  2.8  per  cent  (16 
of  565  patients).  Contributory  factors  (two  or  more  factors  were  relevant 
to  most  patients)  were  as  follows:  10  had  azotemia,  10  received  a total 
of  1 gram  or  more  of  the  drug,  7 had  recently  received  other  potentially 
ototoxic  antibiotics  (streptomycin  or  kanamycin),  and  5 were  over  60  years 
of  age.  Six  also  had  decreased  high-tone  hearing  acuity,  which  returned 
to  or  toward  normal  in  the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showed 
increases  in  BUN  that  were  probably  related  to  treatment  with  GARAMYCIN 
Injectable.  Of  20  increases  probably  or  possibly  related  to  treatment,  7 
were  reversible,  9 occurred  in  terminal  patients,  and  4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instance 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depression  of 
granulocytes  with  normal  bone  marrow.  Other  rarely  reported  and  pos- 
sibly treatment-related  adverse  reactions  were  anemia,  increased  reticulo- 
cyte count,  rash,  purpura,  drugfever, hypotension, convulsions , twitching, 
salivation,  nausea,  vomiting,  increased  transaminase  activity  (SCOT  or 
SGPT),  increased  serum  bilirubin,  decreased  serum  calcium,  and  joint  pain. 
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Surgeon’s  Choice  by  Frank  G.  Slaughter,  M.D.  Pp. 
34S.  Price  $5.95.  New  York,  Doubleday  i Company,  Inc., 
1969. 

Publishers  have  regularly  provided  the  Jour- 
nal with  new  editions  of  books  for  the  mraical 
profession  in  hopes  that  printed  reviews  would 
entice  readers  to  purchase  a copy  for  their  own 
library.  In  various  issues,  new  books  have  been 
listed  so  that  anyone  who  wishes  may  come  by 
and  get  one  or  write  in  for  one.  Glancing  over 
the  list,  I saw  one  entitled  “Physical  Diagnosis” 
and  stopping  by  to  pick  it  up,  was  given  the  copy 
of  a new  novel,  “Surgeon’s  Choice.” 

Having  little  time  for  reading  material  other 
than  medical  journals,  I limit  most  of  it  to 
surgical  journals,  the  JAMA  and  my  own  Coun- 
ty Society  Bulletin  plus  the  daily  newspaper, 
so  I didn’t  really  think  that  I w'ould  find  time  to 
read  it  but  was  told  to  take  it  along  anyway. 
Reaching  home,  the  book  was  placed  on  top  of 
the  stack  of  medical  journals  in  my  bedroom  and 
lay  there  unopened  for  several  weeks.  One  Satur- 
day night,  after  picking  my  boys  up  from  the 
YMC.A.,  I came  home  to  find  that  my  wife  had 
started  the  book  and  so  I sat  beside  her,  reading 
over  her  shoulder.  Soon  she  became  sleepy  but,  as 
the  Saturday  night  movie  had  not  reached  the 
half-way  mark  and  the  boys  were  watching  this, 
I continued  reading  while  listening  to  the  violence 
on  the  TV  screen  with  one  ear.  Thirty  minutes 
later  the  movie  ended,  the  boys  left  to  go  to  their 
beds,  but  I was  entranced  with  the  action  in  the 
book.  I moved  from  the  big  chair  to  my  bed, 
adjusted  the  light  so  as  not  to  awaken  my  wife, 
propped  up  on  two  pillows,  and  wide  awake,  read 
until  I reached  the  end  of  the  book.  I looked  at 
my  watch;  it  was  1:30  a.m. 

The  story  is  of  a brilliant,  idealistic  and  re- 
sourceful young  surgeon,  Gregory  Alexander,  who, 
by  his  ability  and  integrity  becomes  the  leader  of 
a medical  clinic  in  the  ghetto  of  Baltimore.  Its 
hospital  is  at  the  indecisive  stage  of  whether  to  re- 


build the  worn  out  and  over-used  facility  or  move 
to  a new  location.  The  old  location,  secretly  to  be- 
come a business  venture  of  the  unscrupulous  son 
of  the  founder,  was  to  be  the  means  of  making  a 
great  deal  of  money  for  him. 

The  story  takes  place  during  a convocation  at 
the  clinic  when  opportunity  becomes  ideal  for  a 
heart-lung  transplant  on  an  aging  vaudeville  actor 
from  a donor,  a murderer  who  had  incurred  mas- 
sive brain  damage  in  an  attempt  to  get  away 
from  the  scene  of  his  latest  crime.  The  legal  and 
ethical  problems  of  determining  the  time  of  actual 
death  of  the  criminal  are  well  handled.  Initially, 
the  transplant  is  successful  but  several  days  later, 
it  appears  that  the  only  hope  to  keep  him  alive 
is  to  put  him  in  their  only  h3^)erbaric  chamber, 
which  Dr.  Alexander  had  built  for  experimental 
heart-lung  transplants  on  dogs.  The  patient’s  fate 
hangs  in  the  balance  when  tetanus  develops  in  the 
hand  of  the  son  of  a Texas  millionaire,  who  may 
contribute  to  help  rebuild  the  clinic.  Dr.  Alexander 
must  decide  whether  he  will  save  the  young  boy’s 
life  and  possibly  his  arm  in  the  hyperbaric  cham- 
ber or  the  life  of  the  world’s  first  heart-lung 
transplant. 

The  characters  are  very  life-like.  Too  many 
of  the  doctors  appear  to  be  avaricious,  callous 
and  unethical.  At  the  beginning  of  the  book  a 
venture  into  bawdiness  places  it  in  running 
with  best  sellers  of  the  times.  In  spite  of  this, 
virtue  is  rewarded  and  most  of  the  characters  live 
happily  ever  after.  Any  reader  of  the  book  will  be 
justly  proud  of  the  author.  Dr.  Frank  Slaughter, 
a life  member  of  the  FMA. 

Clyde  M.  Collins,  M.D. 

Jacksonville 

A Manual  of  Antimicrobial  Therapy  by  George  A. 
Panky  M.D.  Pp.  149.  Price  $5.50.  Springfield,  111.,  Charles 
C.  Thomas,  Publisher,  1969. 

This  soft  cover  book  discusses  the  two  classes 
of  antimicrobial  agents:  chemotherapeutic  agents 
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and  antibiotics.  The  initial  chapter  discusses  the 
general  principles  of  therapy  with  these  drugs, 
and  the  individual  agents  are  taken  up  by  generic 
name,  pharmaceutical  name,  how  supplied,  mech- 
anism of  action,  absorption,  distribution,  meta- 
bolic fate,  excretion,  toxicity,  absolute  ind'cations, 
alternate  indications,  alternate  agents,  special  fea- 
tures, and  practical  considerations. 

The  book  is  very  well  organized  and  useful 
in  this  age  of  newer  antibotics  and  their  uses.  It 
would  be  a very  useful  guide  for  the  busy  practi- 
tioner to  have,  to  put  these  drugs  in  their  proper 
perspective,  without  the  prejudices  of  the  drug 
houses. 

The  author  makes  some  blunt  statements — 
one  that  nitrofurantoin  is  an  agent  with  no  thera- 
peutic indications. 

.Another  chapter  deals  with  a list  of  micro- 
organisms with  preferred  antimicrobial  agents, 
and  the  last  chapter  outlines  the  antibiotic  treat- 
ment of  different  phases  of  pneumonia. 

-Able  to  be  skimmed  in  less  than  an  hour,  this 
book  would  be  excellent  for  the  doctor  to  have  on 
his  shelf  for  quick  reference. 

Charles  .A.  Dunn,  M.D. 

Miami 

Practical  Urology  by  Chester  C.  Winter,  M.D.  Pp. 
249.  Price  $11.00.  251  illustrations.  St.  Louis,  The  C.  V. 
Mosby  Company,  1969. 

This  very  well  organized  book  covers  the  field 
of  urology — starting  with  the  very  basics  and 
moving  into  the  more  sophisticated  procedures 
and  diagnoses  of  today. 

-A  glossary  defines  all  the  common  urological 
terms,  and  catheters  and  other  instruments  are 
described  in  detail  with  illustrations.  Each  organ 
of  the  urinary  tract  is  dealt  with  according  to 
anatomy,  physiology,  pathology,  diagnosis,  and 
therapy.  .\t  the  end  of  each  chapter  there  is  a 
series  of  questions  to  stimulate  the  reader.  The 
book  is  well  illustrated  with  graphs,  x-rays,  dia- 
grams and  pictures.  .At  the  end  of  the  book  there 
is  a chapter  on  male  infertility  and  impotence. 

This  book  appears  to  be  a good  review  of  the 
field  of  urology,  however,  it  appears  to  be  very 
brief  in  many  aspects.  It  would  be  an  excellent 
book  for  the  non-urologist  to  have  for  review  and 
reference.  For  more  detailed  information  about 
a particular  subject,  another  more  detailed  book 
would  be  needed.  However,  it  would  serve  well 
the  practitioner  for  everyday  urological  problems. 

Ch.arles  .a.  Dunn,  AI.D. 

Miami 
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War  Surgery  by  Camp  H.  M.  Smith.  Pp.  97.  Depart- 
ment of  Defense,  Pacific  Command,  United  States  of 
America,  1969. 


The  Adolescent  Patient  by  William  A.  Daniel  Jr., 
M.D.  Pp.  444.  76  illustrations.  Price  $20.50.  St.  Louis, 
The  C.  Mosby  Company,  1970. 


Spectroscopic  Approaches  to  Biomolecular  Con- 
formation edited  by  D.  W.  Urry.  Pp.  314.  Illustrated. 
Price  $15.00.  Chicago,  .American  Medical  Association,  1970. 


Kids,  Brains,  & Learning  by  Ray  C.  Wunderlich, 
M.D.  Pp.  534.  Price  (Clothbound)  $10.50  (Paperbound) 
S7.50.  St.  Petersburg,  Johnny  Reads,  Inc.,  1970. 


Wine  and  the  Digestive  System  by  Salvatore  Pablo 
Lucia,  M.D.  Pp.  157.  Price  $3.50.  San  Francisco,  For- 
tune House  Publishing,  1970. 


Cooking  For  Your  Celiac  Child  by  Charlotte  Baum 
Sheedy  and  Norman  Keifetz.  Pp.  244.  Price  $5.95.  New 
York.  The  Dial  Press,  Inc.,  1969. 


Introduction  to  Medical  Science  by  Clara  Gene 
Young  and  James  D.  Barger,  M.D.  Pp.  295.  Price  $7.95. 
Illustrated.  St.  Louis,  The  C.  V.  Mosby  Company,  1969. 


Appraisal  of  Current  Concepts  in  Anesthesiology 

(Vol.  4)  by  John  Adrian!,  M.D.  Pp.  464.  Price  $12.00. 
St.  Louis,  Tne  C.  V.  Mosby  Company,  1968. 


Essentials  of  Clinical  Endocrinology  by  Norman  G. 
Schneeberg,  M.D.  Pp.  449.  Price  $22.50.  Illustrated.  St. 
Louis,  The  C.  Mosby  Company,  1970. 


Urological  Surgery.  4th  Ed.  by  .Austin  Ingram  Dod- 
son Jr.,  M.D.  Pp.  617.  Price  $32.50.  694  illustrations. 
St.  Louis,  The  C.  V.  Mosby  Company,  1970. 
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HOSPITAL 

Hill  Crest  Foundation,  Inc. 


7000  5TH  AVENUE  SOUTH 
Box  2896 

Birmingham,  Alabama  35212 
Phone:  205-836-7201 


A patient  centered  not 

for  profit  hospital  for 

intensive  treatment  of 

nervous  disorders  . . . 

Hill  Crest  Hospital  was  estab- 
lished in  1925  as  Hill  Crest 
Sanitarium  to  provide  private 
psychiatric  treatment  of  ner- 
vous mental  disorders.  In- 
dividual patient  care  has 
been  the  theme  during  its  45 
years  of  service. 

Both  male  and  female  pa- 


tients are  accepted  and  depart- 
mentalized care  is  provided  ac- 
cording to  sex  and  the  degree 
of  illness. 


In  addition  to  the  psychiatric 
staff,  consultants  are  available 
in  all  medical  specialities. 


MEDICAL  DIRECTOR: 

James  K.  Ward,  M.D.,  F.A.P.A. 

CLINICAL  DIRECTOR: 

Hardin  M.  Ritchey,  M.D.,  F.A.P.A. 


HILL  CREST  is  a member  of: 

AMERICAN  HOSPITAL  ASSOCIATION  . . . 
. . . NATIONAL  ASSOCIATION  OF  PRIVATE 
PSYCHIATRIC  HOSPITALS  . . . ALABAMA 

HOSPITAL  ASSOCIATION  . . . BIRMINGHAM 
REGIONAL  HOSPITAL  COUNCIL. 

Hill  Crest  is  fully  accredited  by  the  Jaint 
Commission  on  Accreditation  of  Hospitals  and 
is  also  approved  for  Medicare  patients. 


Guest 

HOSPITAL 

BIRMINGHAM,  ALABAMA 


Thomas  B.  Slade 


Fifty-two  Years  in  Florida 


J.  Beatty  Williams 


ica 


SUPPLY  COMPANY 


HAMILTON  — RITTER  — SKLAR  — BURDICK 
CLAY-ADAMS  — B-D  — BARD-PARKER  — TYCOS 
BAUM  — WELCH-ALLYN  AND  MANY,  MANY  OTHERS 


Ph.  355-8391 


P.  O.  Box  2580  — 1050  W.  Adams  Street  Jacksonville,  Fla.  32203 


Anderson  Surgical  Supply  Co. 


Established  1916 


Distributors  of  Known  Brands  of  Proven  Quality 


TELEPHONE  229-8504 
Morgan  at  Platt,  P.  O.  Box  1228 
TAMPA,  FLORIDA  33601 
TELEPHONE  376-8253 
236  S.W.  4th  Ave. 

GAINESVILLE,  FLORIDA 


TELEPHONE  896-3107 
556  9th  St.,  South 
ST.  PETERSBURG,  FLORIDA 


TELEPHONE  CHerry  1-9589 
1818  N.  Orange  Ave. 
ORLANDO,  FLORIDA 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mvun  amoimt  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


TROCINATE 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  efiect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


TUCKER  HOSPITAL  INC. 

212  West  Franklin  Street 

Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

James  Asa  Shield,  Jr.,  M.D.  George  S.  Fultz,  Jr.,’  M.D. 

Catherine  T.  Ray,  M.D. 


Highland  Hospital 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY 
OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  in- 
cluding individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy, 
Indoklon  convulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and 
an  extensive  and  well  organized  activities  program,  including  occupational  therapy,  art 
therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings. 
The  treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapy 
needs  of  each  patient  may  be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on 
grounds.  The  School  Program  is  fully  integrated  into  the  hospital  treatment  program 
and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City 
of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact  ( 1 ) : Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704  - 254-3201 
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Classified  Ads 


physicians  wanted 


General  Practitioners 


EXCELLENT  OPPORTUNITY  for  general  prac- 
titioner in  community  of  15,000;  central  Florida;  76- 
bed  JCAH  hospital.  Write  or  call  collect  .\dministra- 
tor,  Bartow  Memorial  Hospital,  Bartow,  Fla. 


GENER.\L  PR.\CTITIONER  needed  for  busy 
Miami  medical  group.  High  income.  Tax  free  benefits. 
.\dequate  free  time.  Contact  Burton  Feinerman,  M.D., 
1850  N.W.  183  Street,  Miami,  Florida.  Phone  624-1446. 


W.ANTED:  GP  as  third  man  in  partnership.  Gen- 

eral practice  including  some  Ob.  Boynton  Beach  area, 
lower  East  coast.  Phone  (305)  732-2701. 


GENER.\L  PR.\CTITIONER  W.ANTED:  TW.\ 

Kennedy  Space  Center,  Florida.  Challenging  oppor- 
tunity in  preventive  medicine  in  va  iable,  industrial 
setting.  Industrial  experience  and  Florida  license  pre- 
ferred. Contact  or  call  Ed  McGee,  TW.A,  Washington 
Plaza,  Titusville,  Florida  32780.  (305)267-5031. 


Specialists 


INTERNIST  W.ANTED:  Two  cardiologists  and 
one  gastroenterologist  in  the  greater  Miami  area,  desire 
internist  with  other  sub-specialty.  Write  C-956,  P.  O. 
Box  2411,  Jacksonville,  Florida  32203. 


W.ANTED;  Thoracic  and  \-ascular  surgeon  for 
busy  Miami  Beach  clinic.  Telephone  Dr.  Lighterman 
531-7603  or  write:  South  Beach  Diagnostic  and  Medi- 
cal Center,  627  Washington  .\ve.,  Miami  Beach,  Fla. 
33139. 


IMMEDI.\TE  OPENING  FOR  .ANESTHESIOL- 
OGIST: Board  certified,  Florida  licensed  to  head 

anesthesia  department  in  350-bed  hospital  in  Miami 
area.  Write  C-965,  P.O.  Box  2411,  Jacksonville,  Fla. 
32203  or  call  collect  (any  evening)  (305)757-1433. 


MEDICAL  INTERNIST  W.ANTED:  TWA,  Ken- 

nedy Space  Center,  Florida.  Challenging  opportunity 
in  preventive  medicine  program  for  aerospace  p>erson- 
nel  to  include  cardiac  evaluation.  Board  certified  or 
eligible.  Florida  license  preferred.  Contact  or  call  Ed 
McGee,  TW.\,  Washington  Plaza,  Titusville,  Florida 
32780.  (305)267-5031. 


INTERNIST  W.ANTED:  Boa’^d  ce-tified  or  board 

eligible,  military  obligations  completed  to  join  busy 
su.-geon,  psychiatrist  and  ob-^-n  specialists  in  estab- 
lished practice  in  modern  clinic  building  located  in 
Miami,  Florida.  Complete  laboratory  with  registered 
laboratorj’  technician  in  building.  Salary  first  year, 
then  patnership  if  mutually  agreeable.  Fine  climate, 
pleasant  practice  setting,  nearby  beaches,  recreational 
facilities,  swimming,  surfing,  boating  and  fishing.  400- 
bed,  fully  accredited  hospital  within  minutes  of  clinic. 
Come  help  me  build  a g-oup.  .Address  replies  to  C-966, 
P.O.  Box  2411,  Jacksonville,  Fla.  32203. 


Miscellaneous 


ADDITIONAL  PHYSICI.ANS  NEEDED:  For  as- 
sociation, group  or  solo  practice.  Fields  of  practice 
in  short  supply:  GP,  allergy,  dermatology,  geriatrics, 
internal  medicine,  obstetrics  and  pathology.  Two  hos- 
pitals in  county  of  rapid  growth.  Contact  Carl  N. 
Reilly,  M.D.,  304  Nesbit  St.,  Punta  Gorda  33950. 
Phone  (813)639-1758. 


EXCELLENT  OPPORTUNITY  for  internist  or 
general  practitioner  in  established  practice  on  island 
about  50  miles  south  of  Sarasota,  Florida.  Present 
physician  leaving  June  1971  to  take  residency.  Free  use 
of  fully  equipped  clinic,  ambulance,  office  and  utilities 
provided;  also  services  of  registered  nurse.  Income 
from  practice  will  be  supplemented  to  make  situation 
extremely  attractive.  Schools,  excellent  fishing,  golf 
available.  If  interested,  call  (813)964-2475  or  (813) 
964-2346  or  WMte  Box  517,  Boca  Grande,  Florida 
33921,  for  details. 


EXCELLENT  OPPORTUNITIES  in  a lovely  loca- 
tion on  the  Gulf  of  Mexico  for  the  followins  practi- 
tioners: General  practitioner,  pediatrician,  ENT,  and 

dermatologist.  Write  C-901,  P.O.  Box  2411,  Jackson- 
ville. Fla.  32203. 


EMERGENCY  ROOM:  .Attractive  openings  for 

hospital  commencing  its  own  emergency  room  service. 
S35-S40,000  minimum.  Located  in  North  Florida  near 
Jacksonville  area.  Reply  to  C-961,  P.O.  Box  2411, 
Jacksonville,  Fla.  32203. 


One  part-time  EMERGENCY  ROOM  PHYSI- 
CI.AN  wanted.  Compensation  and  hours  of  coverage 
open  for  discussion.  Good  opportunity  in  the  future 
to  establish  own  group.  Contact  .Administrator,  Lake 
Wales  Hospital,  Lake  W'ales,  Fla.  33853. 


W.ANTED  IMMEDIATELY:  Private  emergency 
room  physician.  Corporate  group  needs  fifth  physician 
in  teaching  hospital,  Orlando,  Florida.  Prefer  GP. 
Florida  license  required.  Contact  Bruce  S.  Webster, 
M.D.  (305)  647-5728  or  Robert  Gay,  M.D.  (305) 
422-0159. 
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EXPANDING  20  DOCTOR,  multi-specialty  group 
in  West  Palm  Beach,  Florida,  desires  to  increase  de- 
partments with  group-oriented  specialists  with  boards 
or  board-eligible  in  internal  medicine  (prefer  sub-spe- 
cialty), pediatrics,  ENT,  ophthalmology,  ob-gyn,  ra- 
diology. Building  addition  under  construction  will  ac- 
commodate 30-35  physicians  with  further  expansion 
possible  in  the  master  plan.  Interested  parties  should 
send  curriculum  vitae  to  .Administrator,  Palm  Beach 
Medical  Group,  705  North  Olive  Avenue,  West  Palm 
Beach,  Florida  33401. 


PHYSICI.ANS  NEEDED;  Tallahassee,  Leon  County, 
Northwest.  General  practitioners,  internists  and  pedia- 
tricians in  particular.  Inquiries  regarding  practice  in 
this  community  can  be  fo'vvarded  to  J.  Orson  Smith 
Jr.,  M.  D.,  Chairman,  Physician  Procurement  Com- 
mittee, 1433  Miccosukee  Rd.,  Tallahassee,  Fla.  32303. 
Phone  (904)  877-1145. 


30  PHYSICI.AN  multispecialty  group  located  Flor- 
ida Gulf  Coast  must  add  internist,  general  practitioner, 
orthopedist,  anesthesiologist,  urologist,  and  an  ENT 
physician.  Ground  broken  to  add  110  beds  to  present 
202  beds.  Ground  soon  to  be  broken  on  large  clinic 
addition.  Long  range  plans  to  650  beds  and  75  phy- 
sician clinic.  No  investment  required.  Progressive, 
rapidly  growing  community  with  abundance  of  recrea- 
tion and  cultural  opportunities.  Contact  D.  M.  Schro- 
der, Administrator,  Mease  Hospital  and  Clinic,  Dune- 
din, Florida  33528. 


INDUSTRIAL;  We  are  in  need  of  a physician. 
Salary  open;  corporate  benefits  and  partnership  antici- 
pated. Practice  is  strictly  industrial — examinations  and 
Workmen’s  Compensation.  Write  The  Mitchell  Clinic, 
P..A.,  Doctors  Building,  241  W.  Ashley  St.,  Jackson- 
ville, Fla.  32202. 


EMERGENCY  ROOM  PHYSICIANS  W.ANTED; 
middle  east  coast  Florida.  Florida  license  required. 
Minimum  $31,000  for  48-hour  week.  Part  time  or 
full  time  available.  Physicians  Emergency  Service, 
1350  S.  Hickory  St.,  Melbourne,  Fla.  32901. 


PSYCHIATRIST  OR  EXP.  GP;  Interested  in 
semi-retirement  on  Flo  Ida  east  coast  with  p ivate 
Christian  counseling  center — supervision,  teaching,  pa- 
tient contact,  etc.  Send  resume,  beliefs,  salary  require- 
ment, interests,  etc.  Florida  license  required.  Write 
C-955,  P.O.  Box  2411,  JacksonviUe,  Fla.  32203. 


GP  OR  INTERNIST  preferably  under  35  for  addi- 
tion to  established  4-man  family  practice  group  in 
Cape  Kennedy  area.  Salary  first  year,  partnership 
thereafter.  Complete  facilities,  including  lab,  x-ray 
(consulting  radiologist  for  fluoroscopy)  and  pharmacy. 
Contact  .A.  F.  Stratton  Jr.,  M.D.,  Brevard  Medical 
Group,  P.O.  Box  746,  Cocoa  32923,  phone  (305)636- 
2621. 


EMERGENCY  ROOM  PHYSICI.AN  for  JCAH 
fully-accredited  hospital.  ECFMG  required.  Sub- 
tropical area  adjacent  to  Miami.  Send  qual  fications 
to  Mr.  Ralph  Settle,  .Administ  ator.  Keys  Community 
Hospital,  50  High  Point  Road,  Tavernier,  Flo.ida 
33070. 


WEST  FLORIDA  RESORT  COMMUxNITY 
NEEDS  PHYSICIANS;  Family  practice  and  all  spe- 
cialties. Excellent  hospital  facilities  and  the  world’s 
most  beautiful  beaches.  .A  wonderful  place  to  raise 
your  family.  John  F.  Mason,  M.D.,  Secretary,  Bay 
County  Medical  Society,  518  North  (Zove  Blvd.,  Pan- 
ama City,  Fla.  32401. 


situations  wanted 

P.ATHOLOGIST;  Florida  licensed,  native  U.  S., 
age  40,  excellent  qualifications  and  experience  as  labo- 
ratory director,  board  certified  clinical  and  anatomic 
pathology.  Desires  Florida  location  to  continue  active 
career.  Write  C-954,  P.  O.  Box  2411,  Jacksonville, 
Florida  32203. 

SITU.ATION  W.ANTED;  Soon  to  retire  radiologist 
would  like  full  or  part  time  position.  From  December 
13  th  ough  December  31  will  be  available  for  interview 
at  Trafalgar  Towers,  .Apartment  1708,  1400  Ocean 
Drive,  S.,  Hollywood,  Florida  33020. 

LOCATION  OR  ASSOCIATION  DESIRED; 
Florida  intern  desires  association,  group  practice,  or 
location  for  solo  practice  in  Florida.  \Vrite  Larry  E. 
Stevens,  M.D.,  209  S.  Hubert,  Tampa,  Florida  33609. 

GENERAL  SURGEON;  Florida  license,  age  34, 
board  eligible,  military  obligation  completed.  Desires 
Flo  ida  location  in  association  or  group  practice.  Write 
C-960,  P.O.  Box  2411,  Jacksonville,  Florida  32203. 


practices  available 

OPHTHALMOLOGY  PRACTICE  AVAILABLE 
IMMEDI.ATELY;  Fully  equipped  office  in  Orlando. 
■Active  practice  with  heavy  surgery  schedule  operated 
by  physician  deceased  at  age  41.  Excellent  opportu- 
nity to  assume  well  established  practice  with  flexible 
terms.  Contact  M.  W.  Wells  Jr.,  135  Wall  Street, 
Orlando,  Fla.  32802. 

PRACTICE  AVAILABLE,  Florida  west  coast. 
Ob-Gyn,  solo.  No  investment,  just  take  over  lease  and 
patients.  Open  staff  hospitals.  Write  C-964,  P.O.  Box 
2411,  Jacksonville,  Florida  32203. 


real  estate 

EXCELLENT  OFFICE  SPACE  AVAILABLE;  In 
the  Five  Points  Medical  Center,  Oak  and  Lomax  Sts., 
Jacksonville,  Fla.  32204.  All  utilities  and  services  fur- 
nished. For  information  please  call  Dr.  Max  Mendel- 
son  at  355-5150. 


The  Florida  Medical  Association  offers  place- 
ment assistance  through  the  Phy.sician  Placement 
Service,  P.  O.  Box  2411,  Jacksonville  32203.  This 
service  is  for  the  use  of  physicians  seeking  locations, 
as  well  as  physicians  seeking  associates,  and  is  with- 
out charge. 
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Ammons,  Charlie  A.,  Tampa;  born  1914; 
Louisiana  State  University,  1958;  member  AAIA; 
died  September  5,  1970. 

Blake,  Lowrie  W.,  Bradenton;  born  1889;  Uni- 
versity of  Mar}’land,  1914;  member  AMA;  died 
September  10,  1970. 

Brunner,  Earlsworth  Crockett,  i\Iiami;  born 
1888;  \’anderbilt  University,  1910;  member 
AMA;  died  July  25,  1970. 

Cravey,  George  M.,  Jacksonville;  born  1916; 
University  of  Tennessee,  1943;  member  AMA; 
died  October  20,  1970. 

Daurelle,  George  J.,  Orlando;  born  1923;  Hah- 
nemann Medical  College,  1947;  member  AMA; 
died  October  19,  1970. 

Delgado,  Robert  E.,  Orlando;  born  1929;  Em- 
ory University,  1955;  member  AM.\;  died  Octo- 
ber 19,  1970. 

Fernandez,  Celestino  G.,  Tampa;  born  1908; 
University  of  Havana,  1941;  member  AMA;  died 
April  16,  1970. 

Flipse,  Thomas  Edward,  iMiami;  born  1929; 
University  of  Miami,  1957;  member  AMA;  died 
August  7,  1970. 

Hopkins,  Clack  D.,  Tampa;  born  1897;  Univer- 
sity of  Virginia,  1923;  member  AMA;  died  July 
6,  1970. 


Jones,  Nathaniel  H.,  Ocala;  born  1897;  Me- 
harry,  1926;  member  AMA;  died  October  15, 
1970. 


Proctor,  Harper  L.,  Jacksonville;  bom  1886; 
Chicago  College  of  M & S,  1910;  member  AM.\; 
died  June,  1970. 


Shedden,  William  M.,  Ormond  Beach;  born 
1892;  Harvard  University,  1920;  member  AMA; 
died  August  28,  1970. 


Strasser,  Hans  A.,  Kissimmee;  born  1906;  Co- 
lumbia University,  1935;  member  AMA;  died 
October  11,  1970. 


Turner,  John  Bogan,  Bagdad;  born  1882; 
\’anderbilt  University,  1910;  member  AMA;  died 
July  11,  1970. 


Weekley,  Augustine  S.  Sr.,  Lutz;  born  1893; 
South  Carolina  Medical  College,  1915;  member 
AMA;  died  August  31,  1970. 


Whitaker,  Harper  E.,  Tampa;  born  1883; 
Hahnemann,  1910;  member  AM.\;  died  Septem- 
ber 25,  1970. 


Williams,  R.  Reche  Jr.,  Tampa;  born  1916; 
;Meharry,  1941;  member  AMA;  died  August  6, 
1970. 


Here’s  a sign  we  saw  on  an  automobile  bumper  . . . and  we  think  it  makes  a lot  of  sense  . . . “If 
you  don’t  like  the  police— the  next  time  you  need  help — call  a hippie” 

Picomeso  Mail  Bag 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hlllini*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows : 

Indications : Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factorc; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  dehrium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  imder  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibihty  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvailsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surv  eillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects : Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 


L.\BORATORIES 
Division  of  Hoffmann-La  Roche  Ine. 
Nutley,  New  Jersey  07110 
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